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A million  pints  of  blood 


Army,  Navy,  and  Red  Cross  planners  brought  into 
being  an  organization  to  provide  plasma  for  the  armed 
services.  For  months  hundreds  of  thousands  of  patri- 
otic Americans  have  appeared  at  bleeding  stations  to 
give  a portion  of  their  blood  so  that  a wounded 
fighting  man  might  have  a better  chance  to  live. 

Invited  at  the  outset  to  participate  in  this  magnifi- 
cent project,  Eli  Lilly  and  Company  rapidly  prepared 
for  the  intricate  job  of  making  stable,  dried  plasma 
from  whole  blood.  Today  more  than  a million  bleed- 
ings have  been  processed  without  one  cent  of  profit 
to  the  company. 

Eli  Lilly  and  Company 

INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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MEDICINE  IN  WARTIME  INDUSTRIES 

G.  H.  Gehrmann,  m.d.,  Wilmington , Delaware 


The  Author.  Medical  Director  E.  I.  du  Pont  de 
Nemours  & Co.,  Inc. 


'TpHE  title  of  this  presentation  is  such  that  it  might 
well  include  the  multitude  of  industries  which 
are  engaged  in  the  manufacture  of  essential  war 
materials.  To  deal  with  the  problems  of  this  exten- 
sive group  in  the  alloted  time  would  be  impossible, 
even  assuming  that  the  author  of  this  article  was 
familiar  with  all  of  the  hazards,  which  he  is  not. 
Therefore,  this  discussion  will  be  limited  to  the 
medical  problems  encountered  in  the  manufacture 
and  handling  of  the  explosives  which  are  used  in 
present  day  warfare  and  are  usually  designated  as 
munitions. 

The  medical  problem  in  any  industry,  be  it  in 
peace  time  or  during  warfare,  should  be  preventive 
medicine  and  the  promotion  of  better  health.  There 
seems  to  be  a false  impression  existing  outside  of 
industrial  circles  that  industry’s  problem  is  surgical. 
Years  ago,  before  the  introduction  and  perfection 
of  modern  safety  methods,  the  incidence  of  acci- 
dents in  industry  was  very  high  and  traumatic  sur- 
gery was  a problem.  However,  under  present  condi- 
tions traumatic  injuries  in  a well  organized  industry 
has  been  reduced  to  such  a low  incidence  as  to 
almost  eliminate  surgery  from  the  program.  The 
toxic  effects  of  exposure  to  chemical  compounds 
has,  on  the  other  hand,  increased  very  rapidly  over 
the  past  few  years  and  those  of  us  who  are  familiar 
with  the  industrial  problems  full  well  realize  that  the 
problem  of  preventing  occupational  diseases  is  now 
the  all  important  field.  We  further  realize  that 
despite  statistics  covering  the  incidence  of  occupa- 
tional disease,  the  incidence  is  far  greater  than  these 
figures  would  indicate.  This  is  true  principally  be- 
cause of  two  facts:  number  one  is  that  although  we 
recognize  and  understand  many  occupational  diseases, 


there  still  remains  an  untold  number  which  have  not 
yet  been  recognized  because  of  exposure  to  new 
chemical  compounds  and  lack  of  knowledge  rela- 
tive to  exposure  to  older  compounds.  Secondly, 
statistics  on  occupational  disease  are  compiled  only 
in  those  states  where  the  law  requires  these  diseases 
to  be  reported  and  there  are  relatively  few  states 
where  the  law  makes  these  provisions. 

There  was  a period  when  industry  set  up  a medi- 
cal program  for  the  purpose  of  diagnosing  the 
already  established  and  present  occupational  diseases. 
I he  time  has  long  since  passed  where  this  program 
is  adequate  and  any  well  organized  medical  pro- 
gram now  provides  for  clinical  means  and  methods 
which  will  detect  the  very  early  signs  and  symptoms 
of  exposure.  Such  a program  provides  for  detecting 
these  signs  and  symptoms  long  before  pathological 
changes  have  occurred  among  the  workers  and  the 
existence  of  any  plan  based  upon  only  the  recogni- 
tion of  existing  diseases  is  entirely  inadequate.  In- 
dustry’s problem  is  medical,  requiring  adequate 
knowledge  of  internal  medicine,  means  and  methods 
of  protection,  and  an  intimate  knowledge  of  the 
toxicity  of  the  chemical  compounds  being  handled 
by  any  given  group  of  men. 

Before  discussing  some  of  the  special  problems  of 
the  munitions  industry,  there  are  some  general  prob- 
lems which  exist  during  wartime  and  which  apply 
to  all  industries  engaged  in  the  war  program.  The 
necessary  rapid  expansion  with  the  step-up  in  speed 
of  construction  and  production,  together  with  the 
introduction  of  newly  trained  supervisors  and  in- 
experienced operators,  greatly  increases  the  poten- 
tial hazards  in  working  conditions.  Newly  trained 
supervision  is  quite  liable  to  be  so  engrossed  with 
production  schedules  that  they  fail  to  realize  the 
importance  of  health  regulations.  Without  adequate 
supervisory  health  control,  many  or  all  medical 
measures  will  fall  far  short  of  being  satisfactory. 
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Industry  during  wartime  is  compelled  to  hire 
operators  who  are  not  eligible  for  military  duty 
either  because  of  age  or  physical  condition.  1 his 
again  increases  the  potential  hazards  and  especially 
the  possibility  of  aggravating  already  existing  con- 
ditions by  chemical  absorption  and  makes  it  neces- 
sary to  more  carefully  select  and  place  employees  in 
positions  where  they  are  less  likely  to  be  affected. 
It  is  a well  recognized  fact  that  the  exposure  to  many 
chemical  compounds  can  aggravate  most  any  given 
pathological  condition. 

Industries  engaged  in  the  manufacture  of  essential 
war  materials  find  it  rather  difficult  to  maintain  their 
medical  service  on  an  adequate  basis.  1 he  younger 
and  physically  fit  physicians  who  have  been  in  this 
work  have  gone,  and  are  still  going,  into  the  military 
service.  This  causes  a loss  of  many  trained  men  and 
makes  it  necessary  not  only  to  retrain  new  men  but 
to  take  on  men  who  are  physically  unfit  for  mili- 
tary duty  either  because  of  age  or  physical  disabil- 
ity. These  men,  in  many  instances,  cannot  take  on 
the  duties  and  responsibilities  of  the  younger  and 
physically  fit  without  the  possibility  of  severe 
interference  with  their  health.  Therefore  it  be- 
comes necessary  to  reorganize  industrial  medical 
work  and  eliminate  numerous  procedures  which 
are  highly  desirable  and  take  care  of  only  those 
problems  which  are  the  most  acute.  In  a chemical 
industry  one  always  finds  exposure  to  compounds 
which  may  be  very  disabling  or  even  fatal  upon 
relatively  short  exposure  and  obviously  the  men 
working  under  these  conditions  must  have  adequate 
medical  attention  and  those  who  are  working  under 
less  hazardous  conditions  must  necessarily  get  less 
than  desirable  attention,  and  those  working  under 
conditions  where  there  is  no  hazard,  neglected 
almost  entirely. 

Before  considering  the  health  hazards  in  the 
manufacture  of  munitions,  it  is  essential  to  under- 
stand that  the  munitions  industry  is  divided  into 
two  large  groups.  Number  one  is  the  manufacture 
of  the  compounds  known  as  explosives  and, 
secondly,  the  loading  of  these  compounds  into 
various  types  of  ammunition.  Serious  health  hazards 
exist  in  both  of  these  forenamed  divisions  of  the 
munitions  industry  and  in  the  handling  of  certain 
compounds  such  as  T.N.T.,  D.N.T.,  Tetryl  and 
Lead  Azide;  the  loading  operation  has  the  potentials 
of  greater  exposure  hazards  than  the  process  of 
manufacture.  This  comes  about  because  there  are 
larger  numbers  of  people  employed  in  this  operation 


and,  further,  the  operation  entails  the  handling  of 
large  quantities  under  conditions  which  may  easily 
lead  to  increased  exposure,  both  from  the  stand- 
point of  inhalation  and  skin  absorption. 

Absorption  into  the  circulation  and  subsequent 
damage  may  occur  by  the  gastro-intestinal  tract,  the 
respiratory  tract,  or  the  skin.  The  gastro-intestinal 
tract  is  beyond  all  doubt  the  least  important  as  em- 
ployees engaged  in  the  handling  of  explosive  com- 
pounds do  not  in  general  take  in  sufficient  quantities 
by  mouth  to  do  a great  deal  of  harm.  One  must, 
however,  always  bear  in  mind  the  fact  that  the  small 
quantities  taken  in  through  the  gastro-intestinal 
tract,  added  to  those  absorbed  through  the  respira- 
tory and  skin  route,  may  be  sufficient  to  bring  about 
physical  damage.  Through  the  respiratory  tract  may 
pass  chemical  compounds  in  the  form  of  dust  or 
gases  and  through  this  route  great  quantities  may 
enter  the  circulation  very  rapidly. 

In  the  past  skin  absorption  has  not  been  given  the 
serious  consideration  which  our  recent  experiences 
prove  that  it  should  have.  In  general,  there  has  been 
an  impression  that  very  few  compounds  get  into 
circulation  by  the  skin  route  in  sufficient  quantities 
to  cause  serious  damage.  The  failure  to  recognize 
the  importance  of  skin  absorption  has  been  respon- 
sible for  too  many  cases  of  occupational  illness  and 
it  is  my  purpose  to  point  out  at  this  time  that  many 
of  the  compounds  used  in  the  manufacture  of  muni- 
tions will  be  absorbed  through  the  skin  rapidly  and 
in  sufficient  quantity  to  produce  serious  illness  and 
this  is  particularly  true  in  the  case  of  T.N.T.  and 
D.N.T. 

In  considering  the  health  hazards  in  the  munitions 
industry,  we  will  consider  only  those  compounds 
which  are  being  used  in  large  quantities  in  present 
day  warfare,  omitting  those  which  have  been  used 
in  the  past,  such  as  dinitrophenol  and  trinitrophenol 
and  numerous  others.  The  compounds  being  used 
at  the  present  time  in  large  quantities  are  smokeless 
powder,  D.N.T.,  T.N.T.,  Tetryl,  Lead  Azide  and 
Fulminate  of  Mercury. 

Smokeless  Powder— in  the  manufacture  of  smoke- 
less powder,  the  one  serious  health  hazard  existing 
is  lung  irritation  from  exposure  to  nitrous  fumes,  a 
mixture  of  nitric  oxide,  nitrogen  dioxide  and  nitro- 
gen peroxide.  T he  same  hazard  may  exist  in  the 
manufacture  of  any  of  the  explosive  compounds 
where  nitration  is  part  of  the  process. 

Exposure  to  nitrous  fumes  causes  pulmonary 
edema,  the  seriousness  of  which  is  dependent  upon 
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the  extent  of  gassing  and  the  adequacy  of  treatment. 
The  pulmonary  edema  which  follows  exposure  to 
nitrous  fumes  does  not  come  on  immediately  but 
may  develop  several  hours  after  the  exposure  and 
during  the  period  of  time  between  the  exposure  and 
the  development  of  the  edema,  there  may  be  no 
clinical  evidence  to  indicate  the  approaching  crisis. 
It  is  extremely  important  that  this  fact  be  carefully 
understood  as  in  the  past  there  have  been  many  fatal 
cases  of  pulmonary  edema  because  this  fact  was  not 
appreciated  and  the  worker  has  been  allowed  to 
return  to  duty.  In  no  instance  should  a worker  who 
has  been  exposed  to  nitrous  fumes  be  allowed  to 
return  to  duty  until  he  has  been  under  medical 
observation  for  a period  of  at  least  12  hours  and 
carefully  watched  for  the  signs  of  developing  pul- 
monary edema. 

The  question  is  often  asked  as  to  what  constitutes 
a sufficient  concentration  of  nitrous  fumes  in  the 
air  to  cause  pulmonary  edema  and  it  must  be  pointed 
out  that  nitrous  fumes  do  not  as  a rule  occur  in  nor- 
mally well  controlled  operations  but  are  accidental 
and  it  is  during  these  periods  that  the  workers  are 
exposed  and  therefore  it  is  impossible  to  set  up 
methods  which  can  satisfactorily  estimate  the  air 
concentrations  at  these  particular  moments.  It  is  not 
safe  to  consider  a minimal  allowable  concentration 
as  conditions  may  change  so  rapidly  that  one  may 
be  misled  and  rapidly  get  into  a great  deal  of  diffi- 
culty. 

All  workers  exposed  to  nitrous  fumes  should  be 
immediately  removed  from  the  possibility  of  any 
further  exposure  and  put  at  absolute  rest.  It  is  not 
advisable  to  allow  these  workers  to  walk  from  the 
point  of  exposure  to  the  plant  hospital  but  rather  to 
transport  them  by  stretcher.  They  should  be  imme- 
diately put  to  bed  and  placed  under  competent 
medical  observation.  Careful  observation  and  records 
must  be  made  on  the  rate  and  type  of  respiration  and 
any  evidence  of  beginning  pallor  or  cyanosis.  Posi- 
tive signs  of  pulmonary  irritation  must  be  watched 
for  carefully  and  here  again  it  is  to  be  pointed  out 
that  during  the  first  few  hours  subsequent  to  ex- 
posure, those  signs  may  be  entirely  negative. 

The  lack  of  clinical  evidence  between  the  time  of 
exposure  and  the  actual  development  of  symptoms 
led  to  a recent  investigation  at  the  Haskell  Labora- 
tory of  Industrial  Toxicology  to  determine  more 
adequate  ways  and  means  of  anticipating  the  onset 
of  pulmonary  oedema.  This  work,  done  by  Dr.  Allen 
J.  Fleming,  showed  that  careful  and  frequent  ob- 


servations in  the  blood  platelet  changes  are  of  great 
value.  The  platelet  count  on  venous  blood  should  be 
made  every  hour  and  with  exposure  to  low  concen- 
trations one  may  expect  a rise  of  10-15%  above 
normal.  If  it  rises  50-100%  above  normal  and  con- 
tinues to  rise  in  the  first  5 hours  after  exposure,  then 
gassing  has  been  moderate  to  severe.  This  observa- 
tion is  extremely  important  and  a very  valuable 
guide  to  the  medical  attendant  in  anticipating  ap- 
proach of  pulmonary  edema. 

The  direct  method  of  counting  platelets  on 
venous  blood: 

With  a red  corpuscle  pipette  draw  diluting  fluid 
given  below  to  near  the  1 mark;  then  blood  from  a 
venous  blood  puncture  to  exactly  0.5  and  finally 
diluting  fluid  again  to  101  (blood  dilution  of  1:200). 
Shake  for  two  minutes.  Fill  counting  changes  as  in 
making  an  erythrocyte  count. 

Allow  to  stand  for  ten  minutes. 

Examine  with  10X  ocular  and  4 millimeter  ob- 
jective. 

Count  the  platelets  in  200  small  squares  and  mul- 
tiply by  4000  to  obtain  the  number  per  c.inm.  of 
blood. 

Rees  and  Eckeds  Diluting  Fluid 

Sodium  citrate  (3.8  per  cent  aq.  sol).. .100.0  c.c. 


Formalin 0.2  c.c. 

Brilliant  cresyl  blue 0.2  gm. 


Treatment  if  Pulmonary  Edema  develops:  with 
the  devolpment  of  cyanosis,  which  is  the  best  indi- 
cation of  pulmonary  oedema,  the  administration  of 
Oxygen  must  be  started  at  once.  Oxygen  should  be 
administered  in  concentrations  sufficient  to  main- 
tain a good  color  in  the  patient.  Administer  plain 
Oxygen  only,  not  Oxygen  and  Carbon  Dioxide. 
Venesection  may  be  used  if  cyanosis  and  venous 
engorgement  are  present  but  not  to  be  used  in  the 
presence  of  any  signs  of  circulatory  collapse.  There 
are  no  drugs  which  are  satisfactory  in  the  treatment 
of  pulmonary  edema  and  the  use  of  morphine, 
barbiturates,  cardiac  stimulants  and  any  of  the  sulfa 
drugs  is  contra-indicated. 

Patients  who  have  recovered  from  pulmonary 
edema  must  be  kept  under  close  observation  for  at 
least  2 weeks  as  they  are  particularly  prone  to  de- 
velop broncho-pneumonia. 

In  the  manufacture  of  smokeless  powder  great 
quantities  of  ethyl  ether  are  used  as  a solvent  and  in 
some  parts  of  the  operation,  it  is  impossible  to  con- 
trol the  concentrations  of  ether  in  the  air,  Rather 
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recently  there  has  been  considerable  agitation  and 
undue  concern  relative  to  the  possible  harmful  ef- 
fects of  ethyl  ether.  The  writer  has  had  the  oppor- 
tunity of  carefully  observing  large  groups  of  work- 
ers over  long  periods  of  years  and  my  only  purpose 
in  mentioning  ethyl  ether  is  to  point  out  that  we 
have  been  unable,  by  careful  clinical  observations, 
to  observe  any  deleterious  effects  from  these  ex- 
posures. In  1916  I had  under  observation  for  several 
months  50  men  who  were  exposed  to  extra  high 
concentrations  of  ethyl  ether  and  in  this  group 
found  no  evidence  of  changes  in  blood  pressure, 
irritation  to  the  kidneys  or  lungs,  nor  any  changes 
in  the  blood  picture. 

There  is  no  health  hazard  in  the  handling  of 
smokeless  powder  in  bag  loading  or  shell  loading 
with  the  exception  of  a remote  possibility  of  derma- 
titis which  may  be  caused  by  the  diphenylamine 
present  in  the  powder. 

Trinitrotoluene  and  Dinitrotoluene:  are  two  high 
explosives  which  are  used  in  tremendous  quantities 
in  modern  warfare.  There  is  a very  great  health 
hazard  in  both  the  manufacture  and  the  handling  of 
both  of  these  materials  and  inasmuch  as  the  toxic 
manifestations  of  both  are  the  same,  they  will  be 
dealt  with  together  noting  the  exception  that  T.N.T. 
is  more  toxic  than  D.N.T. 

Both  will  cause  dermatitis  and  also  both  will 
cause  severe  toxic  symptoms.  The  problem  of 
dermatitis  with  these  compounds  may  become  so 
severe  as  to  involve  a large  percentage  of  the  em- 
ployees handling  the  compound  and  make  it  neces- 
sary for  them  to  be  removed  from  their  work.  The 
problem  is  not  one  of  cure  but  is  entirely  one  of 
prevention  and  can  be  adequately  controlled  by 
proper  cleanliness.  All  employees  working  with 
these  materials  must  wash  the  hands  frequently  with 
a speo’allv  prepared  soap.  Ordinary  soaps  and  clean- 
sers will  not  remove  these  materials  from  the  skin 
and  it  must  always  be  borne  in  mind  that  both  com- 
onunds  are  rap’dlv  absorbed  into  the  circulation  by 
"’a'T  of  the  skin  and.  therefore,  all  traces  must  be 
removed  at  frequent  intervals  and  at  the  end  of  the 
working  shift  in  order  to  avoid  this  absorption. 
AH  emplovees  must  take  a complete  shower  bath  at 
the  end  of  the  dav  and,  further,  must  be  supplied 
with  working  clothes  which  are  not  worn  outside 
of  the  plant  and  these  same  clothes  must  be  laun- 
dered at  least  twice  a week.  Otherwise,  the  com- 
pounds retained  within  the  clothing  will  produce 
not  only  a dermatitis  but  provide  a means  of  en- 
trance into  the  circulation. 


Dr.  W.  D.  Norwood,  Medical  Director  of  the 
Kankakee  Ordnance  Plant,  who  has  had  a long  ex- 
perience in  the  handling  of  employees  exposed  to 
T.N.T.  and  D.N.T.,  has  prepared  a special  soap 
which  is  the  only  one  I know  of  which  will  success- 
fully remove  these  materials  from  the  skin.  A com- 
plete article  on  this  subject  will  be  found  in  Indus- 
trial Medicine.1  The  base  of  this  soap  is  a liquid  soap 
to  which  has  been  added  5-15%  of  a wetting  agent 
and  5-10%  of  potassium  sulphite.  This  soap  should 
be  available  to  all  workers  in  both  T.N.T.  and 
D.N.T.  and  they  should  be  taught  to  use  it  fre- 
quently and  properly.  Further,  it  should  be  im- 
pressed upon  them  that  it  is  necessary  to  remove 
even  traces  of  the  materials  which  are  beneath  the 
nails  and  this  can  be  accomplished  only  by  the  use  of 
proper  nail  brushes. 

In  order  to  determine  whether  or  not  workers  are 
properly  cleaning  the  skin,  the  Webster  test  is  of 
great  value.  This  test  depends  for  its  action  upon  the 
fact  that  when  T.N.T.  comes  in  contact  with  alco- 
holic sodium  hydroxide,  a deep  purple  color  is  pro- 
duced. This  color  gradually  changes  to  a dark  brown 
upon  exposure  to  the  air.  A little  cotton  or  gauze  is 
wet  with  the  reagent  and  wiped  over  the  skin  of 
the  exposed  worker.  The  worker  who  has  washed 
thoroughly  with  the  customary  soap  and  water  is 
surprised  to  find  that  the  skin  of  his  face,  neck, 
hands,  ankles  and  other  parts  of  the  body  turns 
purple  but  after  using  the  sodium  sulphite  soap 
properly,  there  is  no  discoloration  of  the  skin. 

Much  has  been  said  and  a great  deal  written  rela- 
tive to  the  use  of  the  Webster  test  in  the  diagnosis 
of  T.N.T.  poisoning  and  it  has  been  our  experience 
that  the  test  is  of  no  value  in  determining  the  degree 
of  poisoning  but  is  simply  of  value  to  indicate  that 
T.N.T.  is  being  absorbed  and  excreted  through  the 
urine. 

During  the  First  World  War  there  was  a relatively 
high  incidence  of  toxic  jaundice,  with  numerous 
deaths  due  to  absorption  of  T.N.T.  This  toxic 
jaundice  represents  the  acute  stages  of  T.N.T.  in- 
toxication. Further,  with  our  present  knowledge  of 
the  condition,  it  represents  failure  of  adequate  medi- 
cal protection  and  engineering  control. 

Unfortunately,  the  early  classical  symptoms  of 
T.N.T.  poisoning  are  not  reliable;  such  as  nausea, 
vomiting,  general  malaise,  weakness,  and  jaundice. 
Jaundice  is  a manifestation  of  considerable  liver 
involvement  and  in  any  well  organized  industry  with 
adequate  medical  control  and  proper  supervision,  no 
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worker  should  be  allowed  to  progress  to  this  ad- 
vanced stage. 

The  work  of  Foulger  and  Fleming2  on  blood 
pressure  changes  has  given  us  clinical  signs  which 
make  it  possible  by  simple  blood  pressure  readings 
to  detect  the  very  earliest  signs  of  physiological 
changes  due  to  absorption.  This  work  is  of  the  great- 
est importance  and  for  anyone  who  is  dealing  with 
workers  in  T.N.T.,  I strongly  urge  the  careful  study 
and  consideration  of  this  work.  In  our  organization 
this  method  of  examination  has  been  in  effect  for 
several  years  not  only  with  T.N.T.  and  D.N.T.  but 
with  other  chemical  compounds  and  has  proven  to 
be  of  the  greatest  value  as  evidenced  by  our  ability 
to  manufacture  large  quantities  of  these  compounds 
during  the  present  war  without  one  single  case  of 
acute  intoxication.  The  method  affords  ample  op- 
portunity to  make  simple  observations  and  accurate 
analyses  on  individuals  and  also  upon  groups  of 
individuals  employed  in  the  various  steps  of  the 
operation.  This  information  enables  the  examining 
physician  to  determine  just  how  successful  engineer- 
ing and  sanitary  methods  of  control  are  operated  as 
evidenced  by  the  results  obtained  upon  individual 
groups  and,  furthermore,  it  makes  it  possible  to  pick 
out  careless  workers  who  are  not  observing  all  of 
the  methods  of  protection  which  he  has  been  taught 
which  are  so  necessary  to  preserve  his  health. 

There  is  no  specific  treatment  for  the  poisoning 
from  T.N.T.  and  D.N.T.  The  patient  should,  by  all 
means,  be  confined  to  a hospital;  the  skin  should  be 
properly  cleansed  and  all  traces  of  the  compounds 
removed.  Proper  elimination  should  be  instituted 
and  with  the  development  of  any  cyanosis,  Oxygen 
should  be  administered  to  relieve  the  circulation. 
The  diet  should  be  rich  in  carbohydrates  and  cal- 
cium and  the  intravenous  administration  of  10% 
calcium  gluconate  is  recommended.  It  is  to  be 
pointed  out  with  great  emphasis  that  no  patient 
suffering  with  intoxication  from  these  compounds 
should  ever  be  given  any  of  the  sulfa  drugs. 

Tetryl— large  quantities  of  Tetryl  are  being  used 
in  present  warfare.  The  manufacture  of  Tetryl  is 
more  easily  controlled,  from  the  health  standpoint, 
than  the  loading  of  boosters  and  detonators,  as  in  the 
latter  small  quantities  are  handled  by  large  numbers 
of  people  and  the  type  of  operation  is  such  as  to 
easily  bring  about  spillage  and  skin  contact. 

Tetryl  is  a decided  skin  irritant  and  will  produce 
dermatitis  rapidly  and  in  large  numbers  of  em- 
ployees. It  is  not  at  all  unusual,  in  some  organiza- 


tions, to  have  30%  of  the  employees  handling  Tetryl 
suffering  with  Tetryl  dermatitis  and  many  of  these 
so  severely  as  to  make  it  necessary  to  remove  them 
entirely  from  the  operation.  The  prevention  of 
retryl  dermatitis  is  dependent  upon  careful  methods 
of  handling;  careful  personal  hygiene;  and  frequent 
washing  of  the  hands.  It  is  to  be  born  in  mind  that 
Fetryl  dermatitis  may  be  very  easily  spread  from 
the  hands  to  the  face  or  any  other  part  of  the  body 
unless  the  hands  are  kept  scrupulously  clean. 

Constitutional  symptoms,  as  a result  of  absorption 
of  Tetryl,  do  occur  but  are  not  very  frequent. 
I etryl  is  a severe  irritant  to  the  gastro-intestinal 
tract  and  has  been  known  to  cause  nausea  and 
vomiting  and,  in  some  cases,  severe  irritation 
throughout  the  gastro-intestinal  tract. 

Recent  observations  would  indicate  that,  in  all 
probability,  Tetryl  is  more  toxic  than  was  thought 
in  the  past  and  with  the  tremendous  quantities  being 
handled  at  the  present  time,  all  operators  should  be 
placed  under  careful  medical  supervision  and  ob- 
servations be  made  indicating  changes  in  circulation, 
irritation  to  the  kidneys,  and  other  organs  of  the 
body. 

Fulminate  of  Mercury—  is  still  being  used  in  con- 
siderable quantities  as  a detonator  although,  in  all 
probability,  it  is  being  rapidly  replaced  by  Tetryl 
and  Lead  Azide. 

Fulminate  of  mercury  is  a very  decided  skin  irri- 
tant and  may  rapidly  cause  a severe  case  of  derma- 
titis and  in  addition  to  dermatitis,  workers  may  be- 
come sensitized.  Particles  of  fulminate  have  a tend- 
ency to  get  into  small  cuts,  abrasions  and  openings 
of  the  skin  and  when  this  occurs,  it  is  quite  likely 
that  there  will  follow  what  is  known  as  the  fulmi- 
nate ulcer.  These  ulcers  are  small,  extremely  sore, 
and  very  persistent.  Workers  handling  fulminate 
should  observe  all  precautions  against  getting  the 
material  on  the  skin,  inhaling  the  dust  and,  in  addi- 
tion, should  observe  strict  cleanliness.  All  employees 
should  be  carefully  examined  before  entering  the 
operation  and  none  accepted  who  have  any  evidence 
of  skin  disease  about  the  bodv  and,  bearing  in  mind 
the  possibility  of  mercury  poisoning,  all  applicants 
who  are  accepted  should  have  perfectly  normal 
kidneys  as  shown  by  careful  urine  analysis. 

Fortunately,  fulminate  does  not  volatilize  at  room 
temperature  and  this  very  appreciably  reduces  the 
hazard  of  mercury  poisoning.  However,  it  must 
always  be  born  in  mind  that  careless  workers  can 
cause  not  only  a great  deal  of  damage  to  themselves 
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but  to  their  associates  and,  therefore,  frequent  medi- 
cal inspections  and  physical  examinations  are 
essential. 

Lead  Azide— \s  a compound  used  as  a detonator 
and  rather  recently  has  come  into  much  greater  use. 
In  the  manufacture  of  Lead  Azide  the  protection 
against  exposure  is  carried  on  in  such  a manner  as 
to  keep  workmen  away  from  the  process  during  its 
active  stages  when  a great  health  hazard  exists.  The 
operation  must  be  adequately  ventilated  in  order  to 
prevent  inhalation  of  hydrazoeic  acid  which  is  very 
toxic  and  may  kill  very  rapidly. 

Fortunately,  Lead  Azide  is  not  very  irritating  to 
the  skin  and  does  not  cause  very  much  dermatitis. 
However,  in  all  loading  operations  the  compound 
must  be  handled  with  a great  deal  of  caution  as 
there  exists  the  possibility  of  lead  intoxication 
despite  the  very  low  solubility  of  this  compound. 
It  is  not  necessary  here  to  enumerate  the  signs  and 
symptoms  of  lead  intoxication  as  undoubtedly  these 
are  all  very  well  known  by  any  medical  man  who 
has  supervision  over  a group  of  employees  exposed 
to  lead. 

This  briefly  completes  the  short  summary  on  the 
physical  hazards  of  the  explosive  compounds  in 
general  use  today  and  will  serve  as  a guide  to  those 
who  are  interested  in  protecting  the  health  of 
workers  who  are  engaged  in  these  occupations. 
Dermatitis  is  only  one  of  the  larger  problems  to  be 
encountered  and  it  is  not  my  purpose  to  discuss  at 
any  length  the  subject  of  dermatitis.  There  are  how- 
ever, two  points  in  our  experience  which  should  be 
emphasized.  The  frequent  washing  and  scrubbing 
of  the  hands,  which  is  necessary  in  the  handling  of 
such  compounds  as  Tetryl  and  Fulminate  of  Mer- 
cury, may  very  readily  lead  to  an  abnormal  dryness 
of  the  skin  with  some  resulting  irritation,  especially 
with  the  use  of  soaps  which  are  irritating.  Much 
relief  can  be  accomplished  by  supplying  all  em- 
ployees with  lanolin  or  cold  cream  which  is  to  be 
rubbed  into  the  hands  at  the  end  of  the  working  day 
for  the  purpose  of  replacing  the  natural  oils  which 
have  been  washed  out.  In  industry  we  frequently 
encounter  cases  of  dermatitis  which  are  being  over- 
treated. These  individuals  have  developed  skin  irri- 
tations and  either  by  direction  or  on  their  own  initia- 
tive have  been  applying  various  types  of  medication. 
Frequently  this  medication  serves  to  aggravate  the 
already  present  dermatitis.  In  our  experience,  re- 
moval from  exposure  will  serve  to  clear  up  prac- 
tically all  cases  of  chemical  dermatitis,  bearing  in 


mind  the  fact  that  a complete  change  of  clothing, 
in  order  to  remove  even  traces  of  chemical  com- 
pounds, is  necessary. 

For  many  years  it  has  been  the  custom,  both 
abroad  and  in  this  country,  to  supply  munition 
workers  with  milk  each  day.  There  seems  to  exist 
the  erroneous  opinion  that  the  administration  of 
milk  will  render  these  employees  immune  from 
poisoning.  There  is  no  scientific  evidence  to  prove 
or  even  indicate  that  milk  is  of  any  real  value  for 
this  purpose  and  at  best  it  can  simply  improve  the 
workers  diet  and  add  to  his  intake  of  fluids.  The 
purchase  and  distribution  of  milk  in  a large  munition 
factory  is  both  expensive  and  cumbersome  and  the 
results  are  not  commensurate. 

It  has  been  our  experience  that  an  increase  in  the 
vitamin  intake  is  far  more  successful;  less  cumber- 
some; and  less  expensive.  Our  experience  and  our 
research  at  the  Haskell  Laboratory  under  Dr.  J.  H. 
Foulger  has  shown  that  workers  who  have  an  ade- 
quate vitamin  intake  become  poisoned  less  readily 
than  those  whose  vitamin  intake  is  inadequate.  Here 
again  it  is  to  be  understood  that  the  administration 
of  vitamins,  although  helpful,  will  not  prevent 
poisoning  from  explosive  compounds. 

No  system  of  medical  protection  and  prevention 
of  occupational  illness  can  be  adequate  without  a 
proper  program  of  physical  examinations.  All  appli- 
cants must  be  carefully  examined  before  employ- 
ment and  they  should  be  selected  very  carefully 
taking  into  consideration  the  work  which  they  are 
to  perform,  the  hazards  which  exist,  and  the  physi- 
cal condition.  Applicants  should  not  be  accepted 
for  employment  where  they  may  be  exposed  to 
nitrous  fumes  who  have  either  acute  or  chronic 
lung  conditions;  and  applicants  who  are  to  be  ac- 
cepted for  T.N.T.  and  D.N.T.  must  have  no  disease 
of  the  heart  and  circulation;  further,  those  who  are 
to  work  in  skin  irritants  must  have  a healthy  skin  at 
the  time  of  employment. 

The  periodic  examination  is  the  only  means  of 
knowing  whether  the  employees  are  beginning  to 
show  signs  of  absorption  and  these  examinations 
must  be  repeated  at  frequent  intervals.  Workers  in 
T.N.T.  and  D.N.T.,  Tetryl  and  Fulminate  should  be 
examined  at  least  every  3 weeks.  In  this  period  of 
emergency  it  is  vital  to  production  that  every  effort 
be  made  to  protect  and  maintain  the  health  of  our 
workers  as  every  lost  time  accident,  every  illness,  J 
be  it  occupational  or  non-occupational,  is  reflected  j 
in  decreased  production.  Further,  it  must  be  bom 
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in  mind  that  it  is  necessary  during  this  period  of 
emergency  to  take  on  employees  who  are  older  and, 
in  many  instances,  in  poor  physical  condition;  other- 
wise the  entire  quota  of  jobs  cannot  be  filled.  By 
careful  selection  and  frequent  examinations,  all  jobs 
can  be  adequately  filled  and  the  health  maintained. 
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Tn  reviewing  the  history  of  man’s  social  and  eco- 

nomic  progress,  it  becomes  apparent  that  through- 
out the  ages  he  has  found  himself  in  certain  channels 
or  environments  which  have  been  conducive  either 
to  disease  or  to  health. 

Since  the  beginning  of  civilization,  one  of  these 
channels  has  contained  a continuous  flow  of  a death 
dealing  material  in  the  form  of  a small  vegetable 
life  called  the  tubercle  bacillus,  or  the  germ  which 
causes  tuberculosis.  Previously,  this  channel  was 
broader  and  deeper  than  at  present.  The  chances 
of  survival  in  it  were  considerably  less  than  at 
present.  Man  struggled  in  scientific  darkness  and 
succumbed  in  large  numbers.  While,  through  the 
centuries,  he  had  succeeded  to  some  degree  in  over- 
coming this  danger,  it  was  not  until  1882,  when 
Robert  Koch  discovered  the  germ  causing  tuber- 
culosis, that  it  was  possible  to  substitute  science  for 
superstition  and  accurate  and  direct  action  for  a 
hit  and  miss  method. 

This  channel,  formerly  broad  and  deep  with  ever 
present  uncertainty  in  its  ebb  and  flow,  is  now  nar- 
row and  shallow,  and  its  flow  is  within  the  ability 
of  man  to  control.  However,  in  spite  of  the  advances 
which  have  been  realized  throughout  the  past  60 
years,  tuberculosis  is  still  a major  economic  and 
public  health  problem.  It  is  a major  economic  prob- 
lem because  it  takes  its  toll  to  an  appreciable  degree 


in  the  age  groups  in  which  men  and  women  make 
their  greatest  contributions  in  our  social  and  eco- 
nomic structure.  It  is  a major  public  health  problem 
because  it  is  communicable,  or  catching,  and  fre- 
quently assumes  epidemic  characteristics  in  house- 
holds or  families.  Such  epidemics  may  last  through- 
out two  or  three  generations  and  in  the  meantime 
spread  to  other  individuals  or  groups. 

In  order  to  appreciate  better  the  present  tubercu- 
losis problem  and  its  serious  economic  import,  let 
us  go  back  a few  years  and  appraise  the  changing 
character  and  size  of  the  problem.  The  death  rate 
from  tuberculosis  in  the  United  States  in  1941  was 
44.5  per  100,000  population  compared  to  a rate  of 
1 1 3.1  twenty-one  years  ago  in  the  34  states  in  the 
death  registration  area  at  that  time.  This  represents 
a decrease  of  61  per  cent.  The  greatest  percentage 
decline  during  this  period  has  occurred  among  chil- 
dren under  15  years  of  age,  where  the  rates  were 
already  comparatively  low.  Among  adults,  the  death 
rates  at  the  younger  ages  have  shown  the  greatest 
decreases. 

As  you  probably  know,  the  population  of  the 
United  States  is  older  than  that  of  a generation  ago. 
Because  there  are  relatively  more  older  people  than 
formerly,  we  should  expect  more  deaths  among  this 
group.  However,  the  actual  percentage  of  tubercu- 
losis deaths  occurring  in  the  older  age  groups  is 
greater  than  that  which  can  be  attributed  to  the 
changing  age  of  the  population.  In  1920,  41  per 
cent  of  the  male  deaths  from  tuberculosis  were  over 
40  years  of  age,  compared  to  61  per  cent  in  1941. 


Presented  at  the  Annual  Meeting  of  the  Connecticut  Tuberculosis  Association,  held  at  the  New  Haven  Medical  Association 
Building,  October  26,  1943 
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Among  females,  the  increase  was  less  marked— from 
29  to  38  per  cent. 

Although  tuberculosis  apparently  is  becoming 
increasingly  important  as  a disease  of  older  people, 
it  still  remains  important  in  the  young  adult  ages. 
In  1941  it  was  the  leading  cause  of  death  among 
women  between  the  ages  15-34  and  second  to  acci- 
dents among  men  in  these  age  groups.  Approximate- 
ly one-third  of  the  deaths  from  tuberculosis  among 
men  occurred  between  the  ages  of  20  and  40,  while 
among  women  nearly  half  of  the  deaths  were  in  this 
age  group,  where  the  saving  of  lives  is  most  import- 
ant from  a socio-economic  point  of  view. 

The  facts  regarding  the  deaths  which  occur 
among  these  younger  adults  do  not  alone  define  the 
seriousness  of  the  tuberculosis  problem  in  these  age 
groups.  Studies  made  by  Dr.  Horton  indicate  that 
a considerable  part  of  the  tuberculosis  resulting  in 
death  at  older  ages  had  its  beginning  before  age 
35.  This  is  not  generally  appreciated,  yet  it  is  of 
extreme  importance  from  the  standpoint  of  the  pre- 
vention of  illness  as  well  as  the  prevention  of  the 
spread  of  the  disease. 

If  these  cases  could  be  diagnosed  during  the 
younger  ages,  many  of  them  could  be  treated  and 
their  disease  arrested  or  cured.  Moreover,  as  a result 
of  treatment,  the  tremendous  reservoir  of  infection 
existing  among  these  older  people,  who  may  not 
actually  be  ill  but  are  nevertheless  spreading  the 
disease,  could  be  appreciably  reduced. 

Perhaps  it  would  be  fair  to  make  an  appraisal  of 
the  relative  prevalence  and  consequences,  in  rela- 
tion to  death,  of  some  of  the  communicable  diseases. 
For  example,  in  New  York  State  exclusive  of  New 
York  City  during  1941,  there  were  approximately 
twenty  times  as  many  deaths  from  tuberculosis  as 
from  five  of  the  common  acute  infectious  diseases, 
namely,  diphtheria,  measles,  whooping  cough,  scar- 
let fever,  and  typhoid  fever.  For  every  death  from 
thyphoid  fever  during  that  year,  there  were  200 
deaths  from  tuberculosis;  for  every  death  from 
scarlet  fever,  there  were  just  less  than  100  deaths 
from  tuberculosis;  for  every  death  from  whooping 
cough,  there  were  approximately  40  deaths  from 
tuberculosis;  for  every  death  from  measles,  there 
were  approximately  100  deaths  from  tuberculosis; 
and  for  every  diphtheria  death,  there  were  more 
than  300  tuberculosis  deaths. 

These  facts  present  a challenge,  particularly  to 
those  concerned  with  the  administration  of  public 
health  programs.  Traditionally,  or  otherwise,  it  may 


be  that  health  officials  do  not  allocate  sufficient  time 
or  devote  sufficient  energy  to  dealing  in  a practical 
way  with  the  tuberculosis  problem.  In  view  of  the 
comparative  size  of  the  problem,  should  we  not 
change  our  point  of  emphasis  and  direct  our  atten- 
tion more  vigorously  toward  this  disease,  which, 
from  the  standpoint  of  health  and  social  and  eco- 
nomic security,  assumes  far  greater  significance  than 


all  the  acute  communicable  diseases  together.  When 


a physician  sees  even  a possible  case  of  scarlet  fever, 
he  usually  goes  into  action.  Jointly  with  the  health 
department,  all  recognized  steps  of  prophylaxis  are 
promptly  introduced.  Preventive  medicine  assumes 
a conspicuous  place  in  his  thinking.  The  same  applies 
where  other  acute  communicable  diseases  are  sus 
pected  or  diagnosed.  Because  of  the  acuteness  of 
many  of  these  diseases,  perhaps  the  circumstances 
become  more  dramatic.  The  presence  of  acute  and 
serious  illness  engenders  a greater  desire  for  prompt 
and  immediate  action  and  assistance.  On  the  other 
hand,  the  insidious  character  of  tuberculosis  is  less 
conducive  to  the  same  mental  reactions.  Neverthe- 
less, the  channels  of  infection  in  tuberculosis  may  be 
multiplied  many  more  times  and  are  far  more  last- 
ing than  those  of  acute  communicable  diseases. 

Data  concerning  the  marital  status  of  those  who 
died  from  tuberculosis  are  not  available  for  the 
United  States.  However,  the  figures  for  New  York 
State,  exclusive  of  New  York  City,  in  1940,  which 
may  be  used  as  a sample,  show  that  38  per  cent  of 
the  men  and  51  per  cent  of  the  women  who  died 
from  tuberculosis  at  ages  20-39  were  married,  ex- 
clusive of  those  widowed  and  divorced.  In  other 
words,  44  per  cent  of  all  tuberculosis  deaths  in  these 
age  groups  resulted  in  breaking  up  the  homes  of 
young  adults.  If  these  percentages  are  applied  to  the 
deaths  20-39  years  of  age  in  the  United  States  in 
1941,  we  find  that  nearly  10,000  deaths  would  have 
occurred  among  young  adults  after  their  homes 
had  been  established,  while  13,000  more  would  have 
occured  before  marriage.  On  this  basis,  if  there 
were  an  average  of  2 children  per  family,  about 

100.000  children  would  have  become  orphans  during 
the  past  five  years  as  a result  of  this  disease. 

Considering  this  problem  from  a broader  view- 
point, 59,251  persons  in  the  United  States  suc- 
cumbed to  this  disease  during  1941.  In  translating 
this  into  the  prevailing  problem,  there  are  at  least 

600.000  persons  in  the  United  States  who  at  this 
moment  may  have  the  disease  and  should  be  under 
medical  supervision.  In  addition,  there  are  1,680,000 
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persons  living  in  the  households  of  these  individuals 
whose  health  is  seriously  endangered.  Tuberculosis 
is  a catching  disease;  one  case  comes  from  another, 
and  persons  in  households  in  which  there  is  a case 
face  a risk  eight  or  nine  times  as  great  as  that  of  a 
person  not  residing  in  such  a household. 

From  the  foregoing,  we  may  conclude  that  tuber- 
culosis is  a disease  primarily  of  adult  life,  that  the 
most  dangerous  and  significant  age  period  is  from 
15-35,  and  that  persons  living  in  a household  in 
which  there  is  or  has  been  a case  of  tuberculosis  have 
a far  greater  chance  of  developing  the  disease  than 
those  not  living  in  such  environment.  Fortunately, 
there  are  additional  direction  arrows  by  which  those 
concerned  with  waging  warfare  against  tuberculosis 
may  be  guided.  Most  of  these  are  economic  factors 
which  play  a dominant  role  in  the  social  and  public 
health  behavior  of  the  disease. 

That  tuberculosis  is  a disease  more  commonly 
found  among  persons  in  the  lower  economic  groups 
is  evidenced  in  a study  of  the  death  rates  in  various 
occupational  groups.  The  death  rate  among  un- 
skilled workers  between  the  ages  25-44  IS  almost 
three  times  the  rate  among  skilled  workers,  and 
eight  times  that  among  professional  people. 

Moreover,  studies  which  have  been  made  of  mor- 
tality from  tuberculosis  according  to  amount  of 
rental  paid  for  homes  revealed  that  where  the 
monthly  rental  was  from  $10  to  $20,  the  tubercu- 
losis death  rate  was  five  times  the  rate  where  the 
monthly  rental  was  $55  or  more. 

Additional  evidence  of  the  economic  significance 
of  tuberculosis  was  furnished  by  the  National 
Health  Survey,  in  a study  of  700,000  families  in  83 
cities  in  the  United  States  in  1935-36,  which  showed 
that,  although  6.7  per  cent  of  the  individuals  con- 
sidered in  the  survey  lived  in  families  having  an 
annual  income  of  $3,000  or  more,  only  1.8  per  cent 
of  the  days  of  disability  experienced  from  tubercu- 
losis during  the  twelve  months  preceding  the  sur- 
vey came  from  this  group.  Looking  at  this  from 
another  viewpoint,  45  per  cent  of  the  days  of  dis- 
ability from  tuberculosis  occurred  among  those  on 
relief,  25  per  cent  occurred  in  families  having  an 
income  of  less  than  $1,000  per  year,  and  23  per  cent 
in  families  having  an  income  between  $1,000  and 
$2,000  per  year.  Since  less  than  2 per  cent  of  the  dis- 
ability occurred  in  families  with  incomes  of  $3,000 
or  more,  it  seems  reasonable  to  assume  that  less  than 
2 per  cent  of  the  cost  of  disability  from  tubercu- 
losis can  be  met  by  family  income. 


1 1 

This  statement  is  further  supported  by  the  fact 
that  over  a period  of  many  years,  less  than  4 per 
cent  of  the  cost  of  maintaining  county  tuberculosis 
hospitals  in  New  York  States  has  been  derived  from 
patients  or  their  families  who  have  been  able  to  meet 
all  or  part  of  the  cost  of  hospital  care. 

Reports  of  recent  experiences  reveal  that  the 
average  cost  of  an  active  case  of  tuberculosis  ap- 
proximates $10,000.  Such  cost  does  not  include  the 
cost  to  society  of  broken  homes,  orphaned  children, 
and  other  catastrophes  which  are  deeply  human  and 
intrinsically  a part  of  our  social  structure.  In  the 
October  19,  1940  issue  of  the  Journal  of  the  Ameri- 
can Medical  Association,  an  article  by  Dr.  Spillman 
reveals  that  tuberculosis  during  and  after  the  last 
World  War  among  those  who  were  in  the  United 
States  armed  forces  during  that  war,  has  cost 
$960,000,000  in  hospitalization,  vocational  training, 
compensation,  and  insurance.  This  represents  an 
average  cost  of  $10,000  for  every  case. 

The  New  York  State  Insurance  Fund  has  had  a 
similar  experience  in  meeting  the  cost  of  tubercu- 
losis among  employees  of  State  mental  hygiene 
hospitals.  Between  July  1,  1935  and  October  15, 
1942  the  State  Insurance  Fund  has  allotted  $1,979,000 
to  pay  for  medical  and  nursing  care  and  compensa- 
tion of  state  employees  who  developed  tubercu- 
losis. This  represents  an  average  cost  to  date  of 
about  $8,000  per  case.  This  does  not  include  the  loss 
to  the  employees  due  to  the  difference  between  the 
amount  of  compensation  paid  and  the  actual  loss  in 
total  wages  or  salaries.  Evidence  indicates  that  the 
ultimate  cost  will  be  increased  beyond  this  figure. 

Additional  evidence  of  the  high  cost  of  tubercu- 
losis is  revealed  by  a study  which  was  made  in  1938 
of  the  financial  status  of  302  families  of  patients 
under  treatment  in  the  New  York  State  tubercu- 
losis hospitals.  I he  cost  of  the  disease  in  these 
families  was  estimated  for  the  period  extending  from 
the  first  manifestation  of  the  disease  to  the  time  of 
the  interviews  with  the  patients  and  the  members  of 
their  families.  1 he  total  cost  as  shown  in  this  survey 
embraces  not  only  the  actual  expenditure  for  diag- 
nosis and  treatment,  but  also  the  loss  of  income  for 
those  who  had  been  gainfully  employed.  The  aver- 
age duration  of  the  disease  up  to  the  time  of  the 
study  was  three  years  and  four  months.  The  aver- 
age cost  for  that  period  was  $4,287.  For  men  who 
had  formerly  been  self  supporting,  the  average  cost 
was  $5,421  for  an  average  period  of  three  years; 
for  women  formerly  self  supporting,  the  average 
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cost  was  $5,1 3 2 for  an  average  period  of  three  years 
and  ten  months. 

From  the  standpoint  of  income  of  these  302 
families,  83.4  per  cent  had  an  annual  income  of  less 
than  $2,000;  207,  or  68.5  per  cent,  had  an  income  of 
less  than  $1,500  per  year;  while  only  16  of  the  total 
number  of  families  had  an  income  of  more  than 
$2,500  per  year.  In  most  instances  where  the  patient 
had  been  self  supporting,  his  income  had  constituted 
the  principal  family  income. . 

Five  years  have  elapsed  since  this  study  was  com- 
pleted, and  a considerable  number  of  the  patients 
studied  are  still  under  treatment  or  have  not  com- 
pleted sufficient  physical  or  other  rehabilitation  to 
assume  economic  independence.  In  view  of  these 
circumstances  and  the  added  cost  which  has  accrued 
during  this  subsequent  live  year  period,  not  only 
from  direct  loss  of  wages  and  cost  of  continued 
medical  care,  but  for  relief  payments  to  the  families 
of  those  who  have  succumbed  to  the  disease,  it  is 
fair  to  estimate  that  the  average  cost  of  an  active 
case  of  tuberculosis  approaches  that  reported  by 
Spillman,  namely,  $10,000. 

That  the  problem  of  meeting  the  cost  of  tubercu- 
losis is  far  beyond  that  which  can  be  met  from  the 
financial  resources  of  all  but  a very  few  individuals 
or  families  is  apparent.  Tuberculosis  begets  poverty 
and  poverty  begets  tuberculosis.  This  vicious  circle 
of  tuberculosis  and  poverty  must  be  broken.  If  it  is 
to  be  broken,  those  concerned  with  the  control  or 
eradication  of  this  disease  must  do  more  than  pro- 
vide diagnostic  and  therapeutic  facilities  for  the 
finding  and  treatment  of  individuals  suffering  from 
the  disease.  The  “dollar  sign”  must  be  taken  out  of 
the  tuberculosis  control  program.  A home  environ- 
ment on  more  than  a mere  subsistence  level  must  be 
provided  for  families  in  which  tuberculosis  occurs. 

An  individual  found  to  be  a victim  of  tubercu- 
losis should  be  looked  upon  as  a public  health,  a 
community,  and  an  economic  problem.  To  be  sure, 
the  patient  should  be  treated  as  an  individual,  but 
the  control  of  the  disease  requires  a broad  attack  on 
all  fronts,  not  the  least  of  which  is  the  economic 
front.  Whether  the  taxpayer  realizes  it  or  not,  he 
pays  the  bill  for  tuberculosis.  Nothing  is  more  short- 
sighted or  costly  than  pennywise  policies  in  making 
provision  for  medical,  public  health,  and  other 
assistance  in  combating  this  disease. 

Except  for  the  tubercle  bacillus,  which  is  the 
cause  of  tuberculosis,  no  other  factor  is  more  com- 
monly associated  with  this  disease  than  that  of 


financial  stress  experienced  by  individuals,  families, 
and  relatives  in  trying  to  meet  the  cost  of  the  disease. 
Techniques  and  methods  must  be  developed  to  meet 
the  challenge  of  the  “Trojan  horse”  of  tuberculosis, 
namely,  poverty.  With  rare  exception,  every  case  of 
tuberculosis  is  found  either  on  the  highway  of 
poverty  or  on  one  of  the  main  roads  leading  to  that 
highway.  Certainly,  the  tubercle  bacillus  has  no 
more  helpful  and  potent  ally  than  poverty.  This 
“Trojan  horse”  may  work  his  way  into  a home  by 
hiding  behind  a doctor’s  bill,  a food  bill,  or  even 
unemployment  insurance.  Once  inside,  he  ceaselessly 
creates,  throughout  the  working  and  sleeping  hours, 
day  in  and  day  out,  more  favorable  conditions  for  ! 
the  development  of  disease.  The  benefits  of  medical 
or  public  health  nursing  advice  and  assistance  are 
often  depreciated  or  destroyed  because  of  nutri- 
tional and  other  deficiencies  resulting  from  the 
work  of  this  “Trojan  horse.” 

Poverty  or  the  fear  of  poverty,  more  than  any 
other  single  factor,  changes  the  tides  of  battle  in 
favor  of  the  tubercle  bacillus  in  the  individual  or 
in  the  family.  Poverty  engenders  crowding,  ignor- 
ance, nutritional  deficiencies,  and  medical  neglect, 
all  of  which  create  a favorable  soil  for  the  tubercle 
bacillus.  The  result  is  that  benign  infections  become 
malignant,  closed  or  sputum  negative  cases  become 
open  or  sputum  positive  cases,  the  spread  of  germs 
becomes  constant  and  massive,  and  cases  multiply. 

In  every  family  there  are  economic  problems  of 
varying  proportions  associated  with  tuberculosis. 
These  may  be  related  to  a job,  sick  leave,  with  or 
without  pay,  future  employment,  eligibility  for  pay-  j 
ment  in  present  life  insurance,  or  factors  related  to 
future  insurance,  maintenance  of  a home,  or  keep- 
ing the  family  intact.  Problems  related  to  the  cost 
of  diagnostic  service,  the  application  of  the  “means 
test”  or  ability  to  pay,  all  contribute  to  the  develop- 
ment of  fear  on  the  part  of  the  patient  and  the 
family.  The  importance  of  “a  job,”  or  of  the  family, 
assumes  a conspicuous  place  in  the  thinking  and 
planning  of  the  patient  for  his  future.  In  the  face 
of  possible  insecurity  for  him  or  his  family  he  wili 
often  gamble  with  his  health  and  “take  a chance”  1 
rather  than  risk  in  the  slightest  either  his  job  or 
family  security. 

An  adequate  program  provides  services,  without 
question  of  ability  to  pay,  for  diagnosis  and  segre-  i 
gation  by  hospitalization  of  all  open  or  potentially 
open  cases  of  tuberculosis.  Adoreover,  in  order  to 
maintain  or  provide  a healthful  and  satisfactory  diet 
and  environment,  financial  aid  to  needy  families  is 
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essential,  especially  when  the  principal  wage  earner 
has  the  disease. 

One  of  our  greatest  obstacles  is  an  uninformed 
public.  The  task  which  lies  ahead  is  that  of  carrying 
out  a program,  of  ever-increasing  tempo,  of  educa- 
tion of  the  man  on  the  street,  physicians,  and  legis- 
lators, to  the  need  of  a broad  attack  on  this  problem 


with  sound  economic  and  public  health  policies. 
With  such  an  attack  administered  vigorously  and 
understandingly,  and  in  a manner  compatible  with 
our  democratic  processes,  many  of  the  obstacles  will 
fade  into  insignificance,  and  the  term  “White 
Plague”  will  become  more  and  more  a matter  of 
history. 


DEMEROL:  A NEW  SYNTHETIC  ANALGESIC:  ITS  INDICATIONS  AS  A 

SUBSTITUTE  FOR  MORPHINE 
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TAemerol,  a new  synthetic  analgetic  has  been  used 
clinically  since  its  introduction  by  Eisleb  and 
Schaumann1  in  1939.  From  its  inception  in  Bellevue 
Hospital,  March  1941,  to  the  present  time,  over 
4,000  patients  have  received  the  medication  for  a 
large  variety  of  conditions.  Demerol  is  not  an  opiate 
derivative  and  only  vaguely  resembles  morphine  in 
chemical  structure.  It  is  more  closely  related  to 
atropine,  since  the  drug  was  originally  synthesized 
in  an  effort  to  obtain  an  atropine  substitute.  How- 
ever, pharmacologically  the  drug  resembles  a mor- 
phine alkaloid  with  additional  slight  atropine-like 
properties.  Such  a combination  of  effects  is  unique 
and  is  the  reason  for  the  drug’s  wide  applicability 
and  effectiveness. 

It  immediately  became  apparent  that  the  drug  was 
a potent  analgetic  agent  approaching  the  effective- 
ness of  morphine  and  that  it  could  be  used  in  cir- 
cumstances where  morphine  would  ordinarily  be 
used,  or  where  opiates  were  contraindicated.2  It 
must  be  pointed  out  that  the  drug  is  purely  a meas- 
ure of  symptomatic  relief.  It  cannot  cure  the 


patient.  The  degree  of  relief  of  pain  that  follows 
administration  of  100  mgm.  of  the  drug  depends  on 
the  severity  and  duration  of  the  pain,  the  underlying 
responsible  etiology,  the  rapidity  of  dissipation  of 
effect  and  destruction  of  the  drug  within  the  body, 
the  possible  occurrence  of  any  side  reactions  or 
toxicity,  and  the  psychological  makeup  of  the 
patient. 

With  these  general  remarks  let  11s  consider  the 
indications  for  and  methods  of  administration  of 
Demerol  in  order  to  achieve  its  maximum  useful- 
ness. These  indications  are  related  to  the  three  main 
actions,  namely— analgesia,  spasmolysis  and  sedation. 

When  studied  by  the  pain-threshold  technique  of 
Hardy,  Wolff  and  Goodell,3  Demerol  administered 
intramuscularly  in  a single  dose  of  100  mgms.  will 
allow  the  subject  to  experience  approximately  80 
per  cent  more  pain  than  during  the  control  period. 
This  elevation  of  pain-threshold  approaches  closely 
to  that  obtained  with  15  mgms.  of  morphine,  but 
appears  more  quickly,  usually  reaches  its  peak  with- 
in 45  minutes  and  subsides  sooner.  Orally  the  same 
dose  of  Demerol  results  in  a 50  per  cent  elevation  of 
the  pain-threshold  which  reaches  its  peak  approxi- 
mately in  one  hour  and  which  may  persist  for  several 
hours.  In  actual  use  for  the  relief  of  pain,  analgesia 
occurs  within  15  minutes  by  the  parenteral  route, 
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within  20  to  60  minutes  for  the  oral  route  and 
usually  subsides  in  the  average  patient  within  3 to 
4 hours.  Analgesia  does  not  persist  as  long  as  in  the 
case  of  morphine,  and  for  this  reason,  if  the  pain  is 
severe  or  chronic  Demerol  must  be  administered  at 
more  frequent  intervals.  In  contrast,  however,  to 
opiates,  it  possesses  little  danger  of  cumulation  of 
undesirable  effects  such  as  respiratory  depression, 
deep  narcosis,  urinary  retention  or  constipation,  and 
therefore  may  be  used  with  a greater  degree  of  free- 
dom and  safety.  Moderately  intense  pain  can  be 
controlled  with  50  to  100  mgms.  every  4 hours. 
With  severe  pain  as  much  as  150  mgms.  may  be 
given  every  3 hours.  It  is  rarely  necessary  to  exceed 
this  dose  to  achieve  a satisfactory  relief  of  pain.  If 
the  patient  does  not  respond  to  this  dose,  it  has  been 
our  experience  that  it  is  unlikely  that  a higher  dose 
of  Demerol  or  a comparable  dose  of  morphine  will 
be  more  effective.  Occasionally  a patient  will  stop 
responding  to  an  analgetic,  not  because  of  toler- 
ance, but  because  the  pain  is  so  severe  that  any  dose 
short  of  one  resulting  in  marked  cerebral  depression 
would  be  ineffective.  In  such  a case  it  is  advisable 
to  resort  to  other  analgetic  procedures  such  as  nerve 
block  or  section. 

As  an  analgetic  agent  Demerol  has  its  greatest 
usefulness  in  the  postoperative  relief  of  pain.4  Re- 
gardless of  the  severity  of  the  condition,  the  under- 
lying disease,  the  ultimate  prognosis  or  the  type  of 
operation  performed,  the  administration  of  75  to  100 
mgms.  every  3 to  4 hours  during  the  immediate 
postoperative  period  will  be  sufficient  to  make  the 
patient  comfortable,  reduce  any  restlessness  and 
facilitate  the  usual  postoperative  procedures.  For 
this  purpose  Demerol  is  superior  to  morphine  be- 
cause it  rarely  results  in  deep  narcosis,  respiratory 
depression  or  urinary  retention.  The  cough  reflex 
is  unaltered  so  that  expectoration  is  not  interfered 
with  as  in  the  case  of  morphine,  thus  eliminating  an 
important  contributing  factor  for  pulmonary  com- 
plications. If  pain  or  discomfort  persist  for  more 
than  48  hours,  satisfactory  relief  can  subsequently 
be  obtained  with  the  orally  administered  prepara- 
tion. 

Minor  surgical  procedures  such  as  dressings,  appli- 
cation of  casts,  small  incisions  and  drainages,  thora- 
centesis, paracentesis  and  bladder  irrigations  may  be 
performed  with  greater  ease  and  with  less  pain  if 
75  to  100  m^ms.  of  Demerol  are  given  intramuscu- 
larly one-half  hour  previously. 

Pain  arising  from  non-operative  surgical  condi- 


tions such  as  fractures,  malignancies,  cellulitis, 
abscesses,  carbuncles,  burns,  impending  gangrene, 
arterial  occlusions,  etc.,  is  also  satisfactorily  relieved. 
The  severe  pain  of  malignancies  or  chronic  hopeless 
diseases  have  always  been  a problem  for  analgesia. 
Goodman  and  Gilman5  point  out  that  “the  mor- 
phine alkaloids  should  be  reserved  until  non-narcotic 
drugs  no  longer  give  relief.”  This  is  because  toler- 
ance to  the  analgetic  effects  of  morphine  occurs 
readily  and  “one  wishes  to  reserve  a margin  of 
susceptibility  in  order  to  cope  with  the  terminal 
stages  when  pain  may  be  excruciating.”  The  physi- 
cian is  rightly  not  concerned  with  the  possibility  of  1 
addiction  in  such  cases,  but  its  occurrence  makes 
the  handling  of  the  patient  that  much  more  difficult. 
With  Demerol  several  disadvantages  of  morphine 
are  circumvented.  Demerol  may  be  used  relatively 
freely  with  little  if  any  occurrence  of  general  toler- 
ance to  the  analgetic  effects. 

Goodman  and  Gilman  also  make  the  statement 
that  “for  the  relief  of  pain  arising  from  spasm  of 
smooth  muscle,  as  in  renal  or  biliary  colic,  morphine 
has  no  equal.”  Evidence  has  been  accumulating  in 
several  large  clinics  and  hospitals  that  Demerol  is  at 
least  or  even  more  effective  than  morphine  for  this 
purpose.  In  contrast  to  morphine,  Demerol  is  a 
potent  antispasmodic  drug.  Relaxation  of  smooth 
muscle  spasm  whether  gastro-intestinal,  biliary  or 
renal  can  be  achieved  within  10  minutes  after  ad- 
ministration of  100  mgms.  intramuscularly.  In  addi- 
tion to  this  spasmolysis,  the  central  analgetic  effects 
and  sedative  action  contribute  to  the  excellent  relief 
of  such  pain. 

Demerol  also  affords  good  relief  in  pleuritic  and 
arthritic  pain  regardless  of  causation.  For  the  severe 
pain  of  myocardial  infarction,  it  may  be  necessary 
to  repeat  the  dose  within  one  hour.  As  in  the  case 
of  morphine  a patient  in  severe  pain  may  tolerate 
very  large  doses.  The  dangers  of  over-dosage,  how- 
ever, are  much  less  with  Demerol. 

Chronic  nerve  pain  such  as  neuritis,  radiculitis, 
the  shooting  pains  of  tabes  dorsalis,  intercostal 
neuralgias  following  thoracoplasty  have  been  always 
difficult  to  treat  and  are  not  satisfactorily  relieved 
with  the  opiates.  For  such  cases  we  have  found  that 
Demerol  is  superior  to  morphine.  In  many  instances, 
where  appropriate  doses  of  Demerol  were  admin- 
istered at  regular  intervals  of  3 hours,  the  pain  often 
abated  to  such  a degree  that  the  question  arose 
whether  further  medication  was  necessary  or 
whether  the  patient  was  psychoneurotic  and  magni- 
fied his  complaints! 
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For  chronic  chest  conditions  where  the  use  of 
codeine  or  morphine  is  undesirable  because  of  de- 
pression of  the  cough  reflex,  Demerol  has  proved 

I itself  to  be  more  than  satisfactory. 

There  remains  to  be  discussed  the  matter  of 
analgesia  in  obstetrics,  which  promises  to  be  of 
increasing  importance.  Demerol  is  being  used  for 
this  purpose  in  many  institutions  with  uniformly 
good  results.6  Once  labor  is  well  established,  the 
administration  of  150  mgms.  intramuscularly  imme- 
diately alleviates  the  restlessness  and  the  severe  pain 
without  interfering  with  the  course  of  labor.  If  any- 
thing, the  first  stage  appears  to  be  accelerated.  The 
mother  usually  rests  well  between  contractions,  can 
I easily  be  aroused  for  questioning  or  given  supportive 
therapy  without  difficulty.  A second  dose  of  100  to 
150  mgms.  may  be  given  within  three  hours,  but  it 
should  not  be  repeated  if  delivery  is  expected  shortly 
thereafter.  The  majority  of  patients  require  no  more 
than  2 doses.  If  labor  is  prolonged,  however,  100 
mgms.  may  be  given  every  3 hours.  Although 
Demerol  may  be  used  in  conjunction  with  scopala- 
mine  or  barbiturates,  their  use  is  not  absolutely 
necessary.  The  fetus  is  usually  born  in  good  condi- 
tion and  the  incidence  of  depression  is  not  greater 
than  what  one  would  expect  from  the  course  of 
labor,  complications  and  the  general  anesthetic  used 
during  the  second  stage.  Blood  loss  is  not  excessive 
and  the  fundus  contracts  down  properly  with 
oxytocics. 

A symptom  closely  related  to  pain,  which  may  be 
successfully  alleviated  with  Demerol,  is  pruritis.  This 
is  in  contrast  to  opiates  which  commonly  produce 
pruritis  and  are  therefore  contraindicated  for  most 
skin  diseases.  Patients  with  chronic  eczema  in  par- 
ticular are  made  more  comfortable  with  Demerol  so 
that  the  decreased  scratching  contributes  to  the 
quicker  response  of  appropriate  ointments. 

Demerol  has  been  used  successfully  in  alleviating 
the  reactions  to  fever  therapy,  particularly  those 
associated  with  the  rapid  method  of  antisyphilitic 
therapy.  If  150  mgms.  are  administered  shortly  be- 
fore or  simultaneously  with  the  mapharsen-typhoid 
injection  and  repeated  at  the  height  of  the  fever,  the 
patient  will  be  relatively  free  of  the  more  severe 
reactions  and  usually  will  remain  asleep  throughout 
the  period  of  therapy. 

The  antispasmodic  action  of  Demerol  for  the 
relief  of  colicky  pain  has  already  been  mentioned. 
Because  of  this  action,  it  is  of  definite  value  for  the 
treatment  of  acute  and  chronic  asthmatic  conditions. 


which  are  contraindications  for  morphine.  Twenty- 
five  or  35  mgms.  subcutaneously,  a dose  much 
lower  than  that  required  for  either  analgesia  or 
sedation,  will  relieve  the  average  patient  with  an 
acute  asthmatic  attack  within  10  minutes.  Where 
sedation  is  also  desired  as  much  as  100  mgms.  may 
be  given  every  3 hours.  There  is  little  danger  of 
respiratory  depression.  The  rapidity  and  duration  of 
action  as  well  as  the  degree  of  reaction  is  not  as 
great  as  with  epinephrine.  The  oral  route  is  not  very 
effective  for  the  acute  attack  because  of  the  delayed 
response,  but  it  is  of  undoubted  value  in  chronic 
asthmatic  conditions,  particularly  those  associated 
with  bronchitis.  With  an  appropriate  dose,  indi- 
vidually determined  for  each  patient,  administered 
several  times  daily  and  before  retiring,  it  is  possible 
to  decrease  the  number  and  severity  of  the  attacks. 
Demerol  is  purely  a symptomatic  measure  and  does 
not  alter  in  any  way  the  course  of  the  disease.  With 
acute  respiratory  infections,  the  asthma  may  become 
so  severe  that  only  epinephrine  or  aminophvlline 
(parenteral)  is  effective.  However,  when  the  acute 
phase  subsides  Demerol  is  again  helpful.  Many 
patients  prefer  it  to  ephedrine  since  it  is  more  potent 
and  will  continue  to  give  relief  although  taken  con- 
stantly for  several  months.  An  occasional  patient  is 
not  benefited  because  the  atropine-like  effect  of 
drying  the  secretions  may  temporarily  aggravate 
the  condition. 

The  sedative  effect  of  Demerol  is  made  use  of  as 
a pre-anesthetic  agent  for  which  purpose  it  is  as 
effective  as  morphine.7  It  will  provide  adequate 
psychic  sedation,  facilitate  the  induction  of  anes- 
thesia and  reduce  the  amount  of  anesthetic  agent 
required  to  produce  the  optimum  degree  of  narcosis 
comparable  to  that  expected  of  morphine.  Its  ability 
to  dry  secretions  more  effectively  than  morphine, 
the  lower  incidence  of  unfavorable  side  reactions 
and  the  comparable  lesser  depression  of  respiration 
and  other  vital  functions  are  all  in  Demerol’s  favor. 

As  a somnifacient,  Demerol  is  not  too  effective 
because  this  action  is  very  brief.  In  fact,  in  an  occa- 
sional patient  the  converse  reaction,  stimulation, 
may  occur  and  the  patient  be  kept  awake.  If  in- 
somnia is  a major  complaint,  it  is  advisable  to  supple- 
ment Demerol  with  a more  potent  soporific. 

One  should  avoid  repeated  large  doses  of  either 
Demerol  or  morphine  because  of  cumulative  tox- 
icity. In  the  case  of  Demerol,  this  may  take  the 
form  of  cerebral  irritation  or  convulsions,  while 
cerebral  depression  with  marked  respiratory  diffi- 
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culty  is  the  rule  with  morphine.  Convulsive  seizures 
have  occurred  with  Demerol  if  the  dose  exceeds  200 
mgms.  every  2 hours.  This  has  been  particularly 
noted  in  previous  opiate  addicts  who  abuse  Demerol 
as  a substitute  drug.8  It  has  never  been  noted  with 
therapeutic  doses,  although  minimal  signs  such  as 
tremors  and  uncoordinated  muscular  movements 
may  occur  in  an  occasional  patient.  This  represents 
an  indication  for  decreasing  the  dose  or  discontinua- 
tion of  the  drug. 

With  the  exception  of  cerebral  irritability  with 
large  doses,  Demerol  is  relatively  a safe  drug.  Pro- 
longed use  has  not  resulted  in  alteration  of  the 
hematopoietic  system  or  produced  disturbances  in 
liver  or  kidney  function.  In  contrast  to  morphine  it 
may  be  used  freely  in  patients  with  liver  or  kidney 
disease.  To  date  no  disease  or  other  medication  has 
been  found  incompatible  with  Demerol. 

Significant  side  reactions  have  been  noted  in  25 
per  cent  of  hospitalized  or  bedridden  patients  re- 
ceiving the  drug  parenterally.  These  reactions  are 
usually  of  minor  importance  and  do  not  as  a rule 
inconvenience  the  patient  to  any  appreciable  degree. 
The  commonest  reaction  is  dizziness  which  occurs 
in  approximately  22  per  cent  of  the  patients.  It 
resembles  a “feeling  of  being  drunk,”  “floating  on 
air,”  “lightheadedness”  and  may  be  described  as  a 
headache.  Unless  associated  with  other  reactions  it 
is  not  very  disturbing  and  with  repeated  use  of  the 
drug  may  diminish  in  intensity  or  subside  com- 
pletely. Nausea  and  vomiting  have  been  noted  in 
approximately  4 and  8 per  cent  respectively.  These 
also  subside  promptly  if  the  drug  is  continued.  The 
incidence  is  much  lower  than  that  noted  with  mor- 
phine. Perspiration  and  dryness  of  the  mouth  may  at 
times  be  marked. 

With  exception  of  perspiration,  all  these  re- 
actions occur  with  a higher  incidence  and  severity 
in  ambulatory  patients.  Thus  dizziness  is  noted  in 
5 9 per  cent  of  the  patients,  nausea  in  26  per  cent 
and  vomiting  in  12  per  cent.  Tolerance  to  the  un- 
pleasant reactions  usually  occurs  with  prolonged  use 
but  the  majority  of  patients  may  experience  mild 
side  effects  with  each  dose  for  several  weeks  or 
months.  Of  particular  importance  is  the  occurrence 
of  weakness  and  syncope  that  are  noted  only  in 
ambulatory  patients.  Since  Demerol  possesses  vaso- 
dilating properties,  the  compensatory  mechanisms 
necessary  to  maintain  the  circulation  in  the  upright 
posture  may  be  temporally  overcome.  If  the  patient 
is  advised  to  seek  a recumbent  position  as  soon  as 


weakness  is  noted  the  reaction  may  be  aborted  or 
decreased  in  severity.  Because  of  the  higher  inci- 
dence of  reactions  and  the  possibility  of  syncope  the 
drug  should  be  used  with  caution  in  the  ambulatory 
patient.  It  may  be  necessary  to  determine  for  each 
patient  the  optimum  dose  required  for  therapeutic 
effects  and  to  reach  this  dose  slowly  as  tolerance  to 
the  side  effects  develop.  Under  no  circumstance 
should  the  drug  be  given  intravenously  or  in  a dose 
higher  than  35  mgm.  hypodermically  if  the  patient 
is  ambulatory. 

When  a normal  pain-free  subject  is  given  Dem- 
erol, the  psychic  effects  are  described  variously 
depending  on  the  psychological  make-up  of  the 
individual  and  perhaps  the  occurrence  of  the  side 
effects  previously  mentioned.  A good  number  may 
experience  unpleasant  dreams  or  disagreeable  sensa- 
tions. The  majority,  however,  experience  a sense  of 
well-being  or  euphoria.  Some  subjects  feel  as  if  they 
had  a “good  cocktail,”  others  feel  “uplifted,”  “stimu- 
lated” or  “less  despondent.”  Although  Barlow9 
noted  this  response  in  90  per  cent  of  his  normal 
subjects,  this  incidence  is  much  higher  than  one  en- 
counters in  the  bona  fide  use  of  the  drug  in  the 
practice  of  medicine.  The  presence  of  pain  and  ill- 
ness decrease  the  incidence  to  no  higher  than  10  per 
cent.  Nevertheless,  the  implications  of  this  reaction 
are  obvious  since  many  patients  or  subjects  will  re- 
quest repetition  of  the  drug.  There  is  therefore  little 
doubt  that  Demerol  will  result  in  habituation.  How- 
ever, repeated  use  of  Demerol  does  not  mean  that 
the  patient  has  developed  a habit.  The  patient  may 
require  continued  use  of  the  drag  because  of  a 
specific  beneficial  therapeutic  effect  such  as  anal- 
gesia. If  the  patient  requests  the  drug  for  non- 
specific reasons  and  no  need  for  its  administration  is 
evident  then  the  possibilitv  of  habituation  is  likely. 
Whether  or  not  such  individuals  will  develop  physi- 
cal dependence  with  continuation  of  the  habit  is  still 
unknown.  The  unstable  individual  who  ordinarily 
resorts  to  drugs  has  not  had  the  opportunity  to  use 
Demerol  for  a sufficient  period  of  time  to  answer 
this  point.  It  is  known,  however,  that  patients  re- 
ceiving Demerol  for  many  months  may  have  the 
drug  discontinued  without  encountering  symptoms 
or  signs  of  abstinence.  On  the  other  hand,  physical 
dependence  to  Demerol  does  occur  in  opiate  addicts 
where  a substitution  addiction  is  not  uncommon. 
Himmelsbach8a  has  demonstrated  that  physical 
dependence  can  be  produced  in  post-addicts  upon 
administration  of  Demerol  for  a period  of  one  to 


DEMEROL  — BATTER  MAN 


*7 


three  months.  However,  the  abstinence  phenomena 
are  very  mild  and  unless  trained  observers  and  sub- 
jects familiar  with  the  symptoms  are  used,  they  may 
be  overlooked  and  considered  insignificant.  Al- 
though all  the  facts  are  not  yet  available  and  the 
drug  has  not  had  extended  use,  it  is  evident  that  the 
addiction  liability  is  much  less  than  any  of  the 
opiates  and  its  occurrence  in  the  bona  fide  practice 
of  medicine  will  probably  be  rare. 

In  summary,  Demerol  has  a wide  range  of  useful- 
ness and  possesses  many  advantages  over  morphine. 
Although  its  analgetic  properties  are  slightly  less 
and  the  duration  of  action  shorter  than  morphine, 
these  are  more  than  counterbalanced  by  the  lower 
incidence  of  toxicity.  The  likelihood  of  respiratory 
depression,  urinary  depression  and  deep  narcosis  is 
rare.  Its  spasmolytic  action  allows  it  to  be  used  in 
conditions  where  morphine  and  allied  drugs  are 
contraindicated.  Although  habituation  is  possible, 
Demerol  possesses  a lesser  liability  than  any  opiate 
for  the  development  of  physical  dependence. 
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Meditating  upon  the  editor’s  question,  “How 
would  the  Wagner  Bill  affect  physicians  and 
the  public?”  I visualize  an  answer  in  terms  of  effects 
upon  people— patients  and  doctors— whom  1 know. 

I think  of  a man  who  used  to  be  a neighbor  of 
mine,  and  who  now  works  in  a factory  in  Bridge- 
port; of  a secretary  in  a midwestern  city  making 
about  $2,000  a year;  of  a farm  family  in  northern 
Vermont.  1 know  these  people  all  dread  the  thought 
of  sickness  as  the  most  upsetting  financial  uncer- 
tainty in  their  family  prospect. 

If  the  Wagner  Bill  were  law,  the  war  worker  and 
the  secretary  would  pay  into  a national  Social 
Security  Fund  in  addition  to  payments  for  old  age, 
unemployment,  and  other  purposes,  i x/2  per  cent  of 
their  current  earnings,  earmarked  for  physicians’ 
services  and  hospitalization.  Their  employers  would 
contribute  an  equal  amount.  My  farmer  friend, 
having  no  employer,  would  pay  3 per  cent.  When 
sickness  came,  each  of  these  people  would  go  to  a 
doctor  in  his  community,  or  a group  clinic,  or  a hos- 
pital of  his  own  choosing;  as  they  do  now.  There 
would  be  one  big  difference.  They  would  pay  no 
bills  for  their  care.  The  Social  Security  Fund  would 
pay. 

I know  also  that  these  three  people,  like  other 
American  families,  are  spending  now,  on  the  average, 
3 per  cent  of  their  annual  income  for  physicians’ 
services  and  for  hospitalization.  Therefore,  what 
they  would  pay  into  the  Social  Security  Fund  for 
medical  purposes  would  not  be  new  money  out  of 
their  pockets,  but  would  be  only  the  averaging  and 
the  regularizing  of  previously  irregular,  unpredict- 
able, and  therefore  burdensome  payments. 

I think  of  a medical  friend  who  has  spent  his  life 
as  that  rarity  on  Manhattan  Island,  a general  practi- 
tioner; of  a full-time  professor  of  medicine  in  a 
midwestern  university;  of  a surgeon  in  a small  place 
in  Texas;  and  of  an  administrator  who  has  to  balance 
the  budget  of  a hospital  in  Pennsylvania. 


My  general  practitioner  in  New  York  would  pre- 
sumably keep  on  being  chosen  as  physician  by  the 
same  patients  who  were  coming  to  him  before  the 
law  was  passed;  and  probably  also  by  other  people 
who  formerly  had  no  regular  doctor  because  they 
were  too  uncertain  about  being  able  to  pay  one.  He 
would  be  paid  out  of  the  Social  Security  Fund,  either 
according  to  an  agreed  fee  schedule  or  on  a capita- 
tion basis  (so  much  a year  for  each  person  who 
selected  him  as  regular  doctor).  The  method  of 
payment  would  be  according  as  he  and  the  majority 
of  the  other  individual  practitioners  of  his  district 
decided  that  they  wished  to  be  paid. 

My  full  time  professor  of  medicine  would  keep 
on  drawing  his  salary  from  the  Medical  School  and 
treating  patients  of  all  economic  groups  in  the 
University  Hospital  and  Clinic.  Probably  this  hos- 
pital would  make  an  arrangement  with  the  health 
insurance  authorities  whereby  it  would  furnish 
physicians’  services  and  hospital  care  to  those  per- 
sons who  chose  this  institution  and  its  staff  as  their 
regular  medical  resource.  T he  health  insurance  fund 
would  pay  the  University. 

My  surgical  friend  in  the  Southwest  heads  a group 
clinic  which  now  provides  medical  service  under  a 
voluntary  prepayment  plan  covering  perhaps  half 
of  the  population  of  the  county,  treating  other  1 
patients  on  a fee  basis.  The  group  would  keep  on, 
collecting  from  the  insurance  fund  instead  of  from 
patients. 

The  hospital  administrator  in  Pennsylvania  might 
have  fewer  financial  worries.  The  social  insurance 
fund  would  pay  for  most  of  his  patients;  the  others 
would  be  mostly  relief  cases,  who  would  either 
be  paid  for  by  local  or  state  governments  as  they 
are  now,  or  be  transferred  by  these  governments  to 
the  national  system,  into  which  local  or  state  funds 
would  pay  in  behalf  of  these  people.  This  hospital 
is  now  a member  of  a Blue  Cross  Plan.  This  Plan 
might  continue,  offering  supplementary  insurance 
to  people  who  wanted  to  be  assured  of  private  or 
semi  private  rooms,  instead  of  the  minimum  or 
“ward”  accommodations  covered  by  the  health  in- 
surance fund;  and  perhaps  also  making  contracts 
with  the  health  insurance  authorities  to  administer 
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all  the  payments  from  the  social  insurance  fund  to 
the  hospitals  in  its  area. 

I visualize  that  these  doctors  in  their  own  local- 
ities, like  thousands  of  others  elsewhere,  and  these 
patients,  like  millions  of  other  citizens,  would  share 
in  responsible  ways  through  their  chosen  representa- 
tives in  administering  the  health  insurance  scheme 
in  their  districts;  that  purely  professional  questions, 
such  as  a doctor’s  qualifications  as  a surgeon  or  other 
specialist,  would  be  handled  by  professional  bodies; 
that  questions  of  finance  and  administration  would 
be  dealt  with  by  lay  or  by  mixed  lay  and  medical 
groups,  as  required;  that  a medical  and  a lay  officer 
would  work  in  each  district  in  his  respective  field, 
with  local  advisory  committees.  Broad  questions 
of  standards  and  policies  would  clear  through  state 
or  regional  boards,  and  their  professional  and  lay 
officials,  so  that  few  matters  would  have  to  be 
referred  to  the  national  government. 

When  one  reads  Title  IX  of  the  Wagner  Bill,  the 
section  concerned  with  physicians  and  hospitaliza- 
tion, one  finds  most  of  it  dealing  with  general 
policies  and  with  administrative  machinery  at  the 
Federal  level.  This  would  perturb  me  if  I thought 
this  were  the  whole  story,  because  I don’t  believe 
and  don’t  know  any  one  who  does  believe  that  the 
medical  services  and  the  hospital  care  of  a hundred 
million  people  can  be  run  from  Washington. 

I know  that  the  U.  S.  Public  Health  Service  can 
point  to  years  of  accomplishment  and  of  non  politi- 
cal administration  of  the  tasks  entrusted  to  it.  It  has 
a signal  record  of  working  cooperatively  rather 
than  dictatorially  with  state  and  local  agencies.  The 
Social  Security  Board,  the  financial  authority  in  the 
Wagner  Bill,  has  also  made  a fine  record  of  non 
partisan  administration.  The  charge  that  the  Wagner 
Bill  would  make  a “gauleiter”  of  the  Surgeon  Gen- 
eral of  the  Public  Health  Service  strikes  me  as  non- 
sense. Before  one  could  take  that  seriously  it  would 
be  necessary  to  rewrite  the  law,  revamp  the  Public 
Health  Service,  and  remake  the  American  people. 

The  present  draft  of  the  Bill,  however,  does  not 
take  enough  into  account  that  many  people  and 
most  physicians  would  like  any  such  law  to  blue- 
print the  obligation  of  decentralized  administration, 
with  participation  of  local  physicians,  agencies,  and 
people  in  their  health  services.  Being  convinced  that 
no  bill  of  this  kind  will  be  passed  until  Congress  is 
satisfied  that  such  would  be  the  policy,  I am  not 
worried  about  a threat  to  democracy. 


We  now  have  some  national  standards  for  hos- 
pitals and  for  certain  services  defined  by  voluntary 
agencies— the  American  College  of  Surgeons,  for 
example— and  moderately  upheld  in  practice.  A 
national  system  would  utilize  these  standards,  de- 
velop them  through  professional  bodies  as  the  present 
draft  of  the  law  provides,  and  would  be  able  to 
promote  their  application  in  rural  areas  and  in  sec- 
tors of  medical  service  not  now  reached.  These 
standards  must  be  flexible  and  must  be  adapted  by 
local,  state,  and  regional  authorities,  in  order  to  be 
workable.  If,  for  example,  the  same  standards  for 
certifying  surgeons  and  opthalmologists  which  are 
applicable  in  New  York  City  or  Chicago  were  ap- 
plied in  western  Oklahoma  or  central  Mississippi, 
nobody  at  all  in  the  latter  areas  would  be  entitled 
to  be  paid  by  the  insurance  fund  for  performing 
major  operations  or  for  treating  eye  diseases.  Again, 
general  policies  for  remunerating  physicians  and 
hospitals  can  properly  be  laid  down  in  a national 
law,  but  the  methods  of  payment  and  the  actual 
amounts  in  given  areas,  or  for  a particular  doctor, 
medical  group,  or  hospital,  cannot  be  settled  at  long 
range.  Medical  education  and  research,  existing  and 
new  experiments  in  group  medical  practice  must  be 
protected  and  promoted.  Quality  of  care  must  be 
advanced  in  these  and  other  ways,  including  methods 
of  payment  that  minimize  commercialism.  Adequate 
incomes  for  physicians  and  hospitals  must  be  pro- 
vided. Rural  shortages  of  physicians  and  hospitals 
must  be  met. 

The  American  people  will  not  tolerate  restric- 
tions upon  their  freedom  to  get  their  health  services 
from  a physician,  a group  clinic,  or  a hospital  staff 
of  their  own  choosing;  and  to  change  their  medical 
resources  when  dissatisfied.  American  physicians 
will  rightly  insist  upon  freedom  to  exercise  their 
judgment  in  diagnosing  and  treating  patients,  and 
their  initiative  in  professional  and  economic  self 
improvement.  “Free  choice”  of  doctor  means  the 
right  of  choice  by  groups  as  well  as  by  individuals. 
Freedom  also  means  the  right  of  doctors  to 
join  with  other  physicians  in  group  medical  prac- 
tice through  organized  hospital  staffs  and  otherwise. 
The  present  draft  of  the  Wagner  Bill  seems  to 
specify  these  rights.  At  various  points  its  wording 
should  be  more  explicit. 

There  remain  two  broad  questions.  First:  do  we 
need  national  action  in  order  to  finance  medical 
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care  for  most  of  our  people?  The  Wagner- Murray- 
Dingell  Bill  is  not  the  first  of  its  kind  before  Con- 
gress, but  it  differs  from  any  predecessor  because 
it  was  initiated  and  outlined  by  a politically  signifi- 
cant group,  not  by  “reformers.”  The  very  section  of 
organized  labor  which  is  largely  responsible  for  this 
Bill  opposed  compulsory  health  insurance  in  prin- 
ciple not  so  many  years  ago.  The  demand  that  the 
uneven,  unpredictable,  and  burdensome  costs  of 
sickness  should  be  met  for  our  people  by  some  kind 
of  distribution;  the  knowledge  that  sickness  costs 
can  be  thus  met;  the  conviction  that  they  must  be 
thus  met  by  national  rather  than  by  local,  state,  or 
merely  voluntary  action:  these  ideas  seem  to  me 
implied  in  the  background  of  the  present  Wagner 
Bill.  I believe  these  ideas  are  held  by  a sufficiently 
large  and  growing  number  of  people  to  keep  this 
issue  in  the  political  arena  until  it  is  settled.  The 
settlement  of  such  a political  issue  can  be  delayed 
by  an  emotionalized  opposition,  but  the  issue  can 
be  put  out  of  the  way  only  by  meeting  the  needs 
and  demands  which  give  it  its  political  edge.  To 
meet  the  demands  requires  a program  of  action  and 
calls  for  the  direction  of  thought  towards  methods 
rather  than  slogans. 

The  major  purpose  of  this  Bill  is  financial;  to  cover 
the  costs  of  medical  care  for  most  of  the  population 
by  organizing  and  regularizing  the  expenditures  of 
the  people  for  these  purposes.  I think  it  is  about  as 
likely  that  a “conservative”  national  administration 
would  make  this  extension  of  Social  Security  as  that 
a “progressive”  one  would  enact  it,  for  somewhat 
different  motives.  I do  not  take  the  present  Wagner 
Bill  as  a final  blueprint  of  legislation,  but  as  Senator 
Wagner  himself  said  of  it,  as  a draft  for  discussion 
and  improvement. 


Second:  do  we  trust  our  governments  enough  to 
give  them  such  responsibilities  as  the  Wagner  Bill 
imposes?  Physicians,  more  than  most  men,  dislike  a 
systematized  network  of  human  relations,  and  par- 
ticularly do  they  object  to  any  exercise  of  authority 
except  their  own  authority  over  a sick  patient.  At 
the  moment,  all  critical  feelings  towards  government 
are  enhanced  by  wartime  restrictions  over  food, 
gasoline,  production  and  distribution,  which  inter- 
fere with  our  wonted  pleasure  of  doing  as  we 
please. 

Unless  we  have  confidence  that  a scheme  like  the 
Wagner  Bill  will  be  run  by  rational  and  friendly 
fellow  citizens  who  feel  responsible  to  us  who  sup- 
port them  in  office,  we  shall  fight  it  as  a threat  to 
freedom.  We  will  keep  out  of  a game  if  we  think 
the  referee  is  crooked  or  power  hungry.  But  if  we 
stand  against  government,  we  shall  nevertheless  have 
to  be  FOR  something.  We  cannot  escape  the  fact 
that  the  financing  of  medical  care  requires  the 
organization  of  payment,  and  that  if  medical  services 
themselves  are  to  measure  up  to  the  demands  of 
science  and  economy,  of  prevention  and  care,  they 
can  no  longer  run,  or  be  paid  for,  as  in  the  days 
when  most  doctors  were  general  practitioners,  when 
specialists  were  few,  laboratories  rare,  and  hospitals 
merely  boarding  houses  for  the  sick  poor.  Those 
who  stand  against  government  will  have  to  develop, 
with  promptness,  organization  of  medical  finances 
and  services  on  a scale  commensurate  functionally 
and  geographically  with  the  needs  of  the  whole 
people.  The  alternative  is  to  utilize  government  as 
our  most  comprehensive  though  not  our  only  agent 
of  organization,  and  by  our  participation  to  keep 
government  our  servant. 


MY  REASONS  FOR  FAVORING  THE  WAGNER-MURRAY-DINGELL  BILL 

Robert  J.  Watt,  Washington,  D.  C. 


The  Author.  International  Representative  Amer- 
ican Federation  of  Labor 


As  a representative  of  the  American  Federation  of 
Labor,  I welcome  this  opportunity  to  present 
my  point  of  view  toward  the  Wagner-Murray- 


Dingell  Bill  (S.  i r 6 1 ) to  the  members  of  the  Con- 
necticut State  Medical  Society  through  the  pages  of 
its  official  Journal.  Since  Title  IX,  “Federal  Medical, 
Hospitalization,  and  Related  Benefits,”  contains  the 
provisions  of  most  direct  interest  to  physicians,  I 
shall  confine  my  discussion  largely  to  this  portion 
of  the  bill. 
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The  American  Federation  of  Labor  has  not  always 
been  favorable  to  compulsory  medical  care  insur- 
ance. However,  experience  has  now  convinced  us 
that  we  can  expect  to  get  adequate  medical  and  hos- 
pital care  for  all  the  people  who  need  it  only  by  this 
means. 

Paying  for  medical  care  in  small  regular  amounts 
through  pay-roll  deductions  during  employment  is 
the  only  method  which  will  enable  workers  to  earn 
insurance  protection  against  illness  or  injury.  It  is 
the  only  method  which  will  release  them  from  the 
clutches  of  the  loan  sharks  to  whom  they  are  often 
obliged  to  resort  for  money  to  pay  the  costs  of  ill- 
ness, or  from  long-term  indebtedness  to  doctors,  or 
the  charity  of  free  care  from  hospitals  and  doctors— 
charity  which  they  do  not  want  and  which  they 
know  will  become  unnecessary  if  they  can  get  the 
costs  of  medical  care  into  their  budgets  through 
insurance. 

A committee  of  the  Connecticut  State  Medical 
Society  has,  I know,  for  several  years  been  studying 
the  need  for  medical  care  and  the  advisability  of 
setting  up  a prepayment  medical  care  plan  under 
medical  society  auspices.  The  1943  report  of  this 
committee  states  the  two  reasons  which  would  lead 
the  Society  to  develop  a plan  for  voluntary  pre- 
paid medical  and  surgical  service:  first,  “the  willing- 
ness to  devise  a means  to  provide  adequate  medical 
care  in  catastrophic  illness  for  persons  of  restricted 
income  and,  second,  the  belief  that  a voluntary  plan 
established  by  the  medical  profession  would  answer 
a public  need  so  that  tax  supported  compulsory  sick- 
ness insurance  will  be  unnecessary.”1 

I believe  this  Committee  is  wrong  in  its  belief  that 
a restricted  voluntary  plan  will  make  compulsory 
medical  care  insurance  unnecessary.  Experience  the 
world  over  has  been  that  voluntary  insurance  has 
been  merely  a prelude  to  compulsory  insurance, 
because  voluntary  insurance  does  not  and  cannot  do 
the  job  that  needs  to  be  done.  Too  many  exceptions 
are  necessary.  People  with  chronic  illness  or  current 
ailments  are  apt  to  be  left  out,  although  these  may 
be  the  very  people  who  find  costs  particularly  bur- 
densome and  are  least  able  to  purchase  the  care  they 
need.  There  are  all  sorts  of  other  restrictions  which 
result  in  the  exclusion  of  those  most  in  need  of  care. 
Most  important  of  all,  no  voluntary  plan  can  ever 
hope  to  reach  the  mass  of  people— particularly  the 
low-income  groups— who  will  come  in  under  a com- 
pulsory plan,  particularly  one  which  has  as  broad 
coverage  as  that  provided  by  S.  1161. 


1 1 

Even  the  hospital  service  plans,  of  which  there 
are  outstanding  and  well  established  examples  in 
Connecticut,  are  reaching  only  a fraction  of  the 
people.  The  1940  census  gives  Connecticut  a popu- 
lation of  over  1,700,000.  In  October  1942,  according 
to  figures  published  in  the  Blue  Cross  Bulletin,  the 
New  Haven  and  Norfolk  plans  together  has  less 
than  325,000  participants,  or  about  19  per  cent  of 
Connecticut’s  pre-war  population,  and  the  rate  of 
increase  appears  to  be  slowing  down.  Voluntary 
prepayment  medical  care  plans  in  the  United  States 
have  been  even  less  successful.  They  are  estimated 
to  cover  not  more  than  3 per  cent  of  the  total  popu- 
lation. 

No  voluntary  plan  can  hope  to  provide  the  spread 
of  risks  and  costs  that  will  be  achieved  through  a 
country-wide  compulsory  insurance  plan,  such  as  is 
contained  in  S.  1161.  Consequently,  no  voluntary 
plan  can  provide  the  financial  soundness  nor  the 
amount  of  funds  which  will  make  possible  adequate 
care  for  the  worker  and  his  family  and  adequate 
remuneration  of  physicians  and  hospitals. 

Title  IX  in  S.  1161  seems  to  the  American  Federa- 
tion of  Labor  to  provide  the  essential  ground  work 
for  a system  of  medical  care  insurance  which  will 
enable  the  people  of  the  United  States  to  pay  for 
their  medical  care  in  small  regular  amounts  through 
pay-roll  deductions  during  employment  without 
disturbing  the  professional  aspects  of  medical  prac- 
tice. Basically,  only  the  methods  of  payment  will  be 
changed.  Free  choice  of  general  practitioner  is 
assured  under  the  bill  and,  even  more  important, 
the  opportunity  for  change  of  physician,  if  the  one 
first  selected  by  a patient  proves  unsatisfactory  to 
him.  Normally,  the  great  bulk  of  insured  workers 
will  continue  to  be  treated  by  the  doctors  who 
already  treat  them,  if  they  have  such  connections. 
Unfortunately,  far  too  many  people  no  longer  have 
a family  physician,  but  tend  to  wait  until  sickness 
comes  before  calling  on  one.  The  insurance  system 
will  provide  an  incentive  for  families  to  choose  their 
physicians  in  advance,  since  they  will  know  that 
payment  in  time  of  illness  will  be  guaranteed  to  the 
physicians  they  select.  Relationships  between  physi- 
cian and  patient  should,  in  fact,  be  improved  since 
the  most  important  barrier  between  them— the  finan- 
cial one— will  be  removed. 

I favor  the  provision  in  the  bill  which  makes  the 
specialist  available  on  recommendation  of  a physi- 
cian. I am  convinced  that  lay  people  are  ordinarily 
incompetent  to  determine  whether  or  not  they  need 
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a specialist  or  what  type  they  require  for  the  illness 
from  which  they  may  be  suffering.  Certainly,  a 
choice  guided  by  a physician  is  likely  to  be  much 
more  satisfactory  than  a choice  determined  on  the 
chance  advice  of  neighbors  or  a hunt  through  the 
telephone  book.  For  the  unusual  case  or  circum- 
stances, the  bill  leaves  opportunity  for  specialist 
service  without  going  through  the  general  practi- 
tioner. 

I favor  the  provisions  of  Title  IX  which  allow  all 
general  practitioners  licensed  in  a State  to  enter  the 
system  or  stay  out,  as  they  choose:  to  carry  on  a 
full-time  insurance  practice,  a mixed  practice— part 
insurance  and  part  private— or  to  confine  them- 
selves entirely  to  private  patients.  I am  equally  in 
favor  of  the  provision  which  limits  specialist  fees 
from  insurance  funds  to  physicians  who  meet  pro- 
fessional standards,  assuring  that  they  really  have 
special  competence.  Paragraph  (4)  in  section  905 
of  title  IX  makes  it  clear  that  these  standards  will  be 
based  on  standards  and  certifications  developed  by 
competent  professional  agencies  and  that  the  Sur- 
geon General  will  determine  what  these  standards 
shall  be  only  after  consultation  with  the  Advisory 
Medical  and  Hospital  Council,  a professional  coun- 
cil on  which  physicians  will  have  adequate  repre- 
sentation. 

The  inclusion  of  x-ray  and  laboratory  benefits 
seems  to  me  essential  if  physicians  are  to  practice 
in  accordance  with  modern  methods.  I need  not 
emphasize  to  physicians  the  extent  to  which  doctors 
and  patients  go  without  these  necessary  aids  to 
scientific  medical  practice  because  patients  cannot 
afford  the  cost.  The  inclusion  of  hospitalization 
benefits  is  equally  important. 

Working  people  have  long  experienced  the  evils 
of  cheap  medical  care,  obtained  through  certain 
types  of  contract  practice.  We  recognize  that  the 
doctor,  as  well  as  the  worker,  is  worthy  of  his  hire. 
It  seems  to  us  that  S.  1161  protects  the  physicians 
and  that  there  should  be  money  enough  to  provide 
them  with  incomes  which  will  be  at  least  as  good,  and 
generally  better,  than  the  incomes  earned  by  doctors 
now.  This  applies  to  general  practitioners  and  to 
specialists.  Insurance  practice  won’t  pay  all  doctors 
incomes  as  high  as  those  earned  by  a very  small  per- 
centage of  physicians  who  earn  very  large  amounts. 
But  it  can  pay  every  doctor  a fair— and  even  a gen- 
erous-reimbursement for  insurance  services.  The 
high-income  doctor,  serving  the  rich,  can  keep  right 
on  with  that  as  a non  insurance  practice. 


We  believe  that  just  as  we  are  able  to  do  better 
work  if  we  are  well  paid  and  have  assurance  that 
work  and  pay  will  continue,  so  will  the  doctor  be 
able  to  carry  on  more  satisfactorily  when  he  can 
estimate  his  income  in  advance  and  knows  that  he 
will  be  paid  for  all  the  service  he  renders  instead  of, 
as  at  present,  for  only  part  of  it. 

The  policy  laid  down  in  paragraph  (7)  of  section 
905  of  the  bill  that  the  method  of  payment  of  gen- 
eral practitioners  shall  be  that  which  the  majority 
of  them  in  a given  locality  elect  seems  to  us  a sound 
principle. 

We  approve  designation  of  a physician  as  the 
administrator  of  title  IX.  The  long  and  honorable 
reputation  of  the  Office  of  Surgeon  General  of  the 
United  States  Public  Health  Service  seems  to  us  to 
make  him  the  logical  selection  for  this  position.  We 
believe  there  are  definite  advantages  in  having  medi- 
cal care  and  public  health  coordinated  through 
administration  by  one  agency.  We  take  for  granted 
that  the  same  persons  will  not  be  responsible  for 
both  public  health  and  medical  care,  but  it  seems  to 
us  advantageous  to  have  both  services  under  one 
administrative  head  so  that  these  related  services 
can  and  will  be  coordinated. 

We  believe  that  it  is  advisable  to  give  the  Surgeon 
General  final  responsibility  for  administrative  mat- 
ters, rather  than  to  have  him  share  it  with  an  ad- 
visory council.  Experience  has  shown  that  councils 
and  commissions  make  clumsy  administrators.  A 
carefully  picked  group  of  outstanding  and  repre- 
sentative people,  among  whom  there  is  adequate 
representation  of  physicians,  will,  however,  have 
strong  powers  of  persuasion.  No  responsible  admin- 
istrator would  consider  or  dare  act  without  their 
advice  or  contrary  to  their  opinion.  The  bill  requires 
the  Surgeon  General  to  consult  with  this  Council 
on  all  important  matters.  Paragraph  (b)  of  section 
904,  “National  Advisory  Medical  and  Hospital 
Council,”  and  paragraph  (6)  of  section  905,  “Guid- 
ing Principles  and  Provisions  for  Administration,” 
set  up  specific  points  for  consultation.  Point  (C)  of 
paragraph  (6)  makes  quite  clear  the  need  for  ade- 
quate payments  to  practitioners  and  assurance  of 
other  assistance  to  “provide  professional  and  finan- 
cial incentives  for  the  professional  advancement  of 
practitioners  and  encourage  high  standards  in  the 
quality  of  services  furnished.” 

The  inclusion  of  grants-in-aid  for  medical  educa- 
tion, research,  and  prevention  of  disease  and  disabil- 
ity seems  to  us  to  provide  further  guarantees  that 
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a good  quality  of  medical  care  can  he  expected 
under  title  IX  of  S.  1161,  and  that  further  progress 
in  medicine  will  be  constantly  encouraged. 

The  American  Federation  of  Labor  recognizes 
clearly  that  the  cooperation  of  the  medical  pro- 
fession is  essential  if  the  provisions  of  this  bill  are 
to  be  carried  out  successfully.  We  are  anxious  for 
this  cooperation.  We  are  appreciative  of  the  letter 
sent  to  Senator  Wagner  bv  the  Committee  of  Physi- 
cians for  Improvement  in  Medical  Care,  some  of 
whose  leaders  are  residents  of  Connecticut  and  mem- 
bers of  your  State  Medical  Society.  This  letter  stated 
that  the  Committee  considers  the  bill  “broadly  con- 
ceived in  a spirit  of  service”  and  pointed  out  that 
“it  provides  a framework  and  a basis  for  discussion 
from  which  it  is  sincerely  hoped  that  a constructive 
program  for  improved  medical  care  and  health 
care  of  the  American  people  may  be  developed  . . .” 
The  Committee  urges  the  medical  profession  to 
place  their  expert  knowledge  “unreservedly  at  the 
disposal  of  the  legislature.”  Such  comment  is  con- 


structive and  helpful.  It  is  needed.  We  want  Con- 
gress to  pass  the  best  possible  bill— a bill  which  will 
be  satisfactory  alike  to  the  physicians  and  the  people 
for  whose  health  they  are  responsible.  We  shall  not 
be  satisfied  with  negative  criticism  or  suggestion  for 
inadequate,  half-way  measures— extensions  of  volun- 
tary schemes,  proposals  for  care  of  the  indigent  only. 
We  are  convinced  that  the  American  people  need  a 
national  system  of  medical  care  insurance  and  we 
intend  to  use  every  effort  to  see  that  they  get  it. 

Now,  when  we  are  in  a period  of  high  wages  and 
employment,  seems  to  us  a strategic  time  to  extend 
the  provisions  of  the  Social  Security  Act.  Then,  if 
conditions  become  less  favorable,  at  a later  period 
after  the  war,  we  shall  have  set  up  protections  which 
will  benefit  all  of  us.  I urge  the  physicians  of  Con- 
necticut to  adopt  a constructive  attitude  toward  this 
bill  and  to  join  with  us  in  promoting  its  passage. 

REFERENCE 

i.  Connecticut  State  Medical  Society,  “Committeee  on  Pre- 
paid Medical  Service,  1943,  Report.  Connecticut  State  Med- 
ical Journal,  May  1943,  vol.  7,  pp.  364-365. 


...  TO  BE  INCLUDED 

Kingsley  Roberts,  m.d.,  New  York 


The  Author.  Director,  Medical  Administration 
Service,  Inc.,  New  York 


'T'he  mechanics  involved  in  setting  up  a round- 
A the-clock  over-all  national  health  program  are 
as  delicate  and  complicated  as  the  mechanics  of  a 
bomb  sight.  Both  require  tricky  balance,  good 
timing  and  accuracy  of  action.  To  insure  all  these, 
the  component  parts  must  be  assembled  with  the 
utmost  care. 

For  a health  program  to  pay  off  in  results  com- 
mensurate to  the  money  and  energy  invested, 
medical  care  of  the  people  must  be  of  high  quality; 
that  high  quality  care  must  reach  all  persons,  regard- 
less of  their  economic  standings;  and  the  machinery 
must  be  easily  and  honestly  administered  in  order 
that  the  incidence  and  severity  of  disease  may  be 


reduced  and  the  standard  of  national  health,  conse- 
quently, raised. 

Although  I,  as  an  m.d.,  am  not  qualified  to  ex- 
pound on  anything  but  the  medical  administration 
of  such  a bill,  there  are  certain  related  factors  which 
must  be  considered.  Take,  first,  the  problem  of 
paying  for  the  distribution  of  medical  care  to  mil- 
lions of  persons.  Obviously  it  would  have  to  be 
done  through  taxation  and  salary  deductions.  Any 
health  bill  which  will  tax  a great  portion  of  the 
people,  or  deduct  contributions  from  their  salaries, 
must  be  built  on  the  premise  that  the  entire  portion 
of  taxed  individuals  will  have  every  right  to  expect 
equitable  benefits  from  money  paid.  It  would  there- 
for seem  necessary  to  allow  for  a planning  period 
which  will  permit  the  building  and  equipping  of 
facilities  where  none,  or  inadequate  ones,  exist.  That 
is  a very  important  factor  in  considering  the  qual- 
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ity  of  care  since  physicians  cannot  be  expected  to 
give  high  quality  medical  care  unless  adequate 
diagnostic  and  therapeutic  facilities  are  at  their 
disposal. 

When  such  plans  reach  a point  of  practicable 
operation  we  come  to: 

THE  MEDICAL  ADMINISTRATION  OF  A NATIONAL  HEALTH 
PLAN 

In  order  to  minimize  confusion  and  set  specific 
standards,  there  is  no  doubt  that  such  a plan  would 
have  to  work  from  a central  (in  the  case  of  the 
United  States,  a Federal)  agency.  At  the  same  time, 
to  facilitate  the  ultimate  administration,  it  is  abso- 
lutely necessary  to  have  the  cooperation  of  local 
individuals.  Assuming  that  these  local  administrators 
have  a thorough  understanding  of  local  problems, 
they  must  be  given  the  power  to  administer  the 
plan  as  best  suits  local  needs.  Without  such  power 
they  are  likely  to  treat  their  jobs  as  mere  political 
appointments,  thus  vitiating  the  effort  at  the  outset. 

Specifically,  the  machinery  of  the  distribution  of 
medical  care  through  local  administrators  (respon- 
sible at  all  times  to  a central  standard-setting  agency) 
should  take  as  the  hub  of  operations  the  local  hos- 
pital. 

I should  like  to  point  out  here  that  the  hospital, 
as  we  are  accustomed  to  considering  it,  would 
have  to  undergo  a change.  It  would  become  a Local 
Health  Service  Center  from  which  all  extensions 
of  medical  service  could  emanate. 

Consequently,  all  licensed  practitioners  should 
be  able  to  join  the  Health  Service  Faculty,  and 
should  be  permitted  to  remain  active  as  long  as  they 
observe  the  standards  and  by-laws  of  the  institution. 
That,  of  course,  would  be  one  control  of  the  quality 
of  medical  care.  Additional  control  is  possible  where 
there  is  no  fee  for  service,  but  where  physicians  are 
retained  on  a yearly  salary  for  either  full  or  part 
time  activity,  or  on  a capitation  basis. 

Surveys  of  existing  organizations  in  various  parts 
of  the  country  and  in  typical  American  cities  and 
towns  lead  us  to  believe  that,  under  the  auspices 
of  various  elements  of  the  community  fused  into  a 
governing  board,  most  of  our  existing  voluntary 
hospitals  could  be  turned  into  health  service  cen- 
ters. To  accomplish  this  it  would  be  absolutely 
necessary  for  the  local  medical  societies  to  cooperate 
fully  in  providing  professional  personnel  and  pro- 
grams. 

(Note:  A further  extension  of  such  a plan  as  this 


is  available  in  a pamphlet  prepared  by  Medical 
Administration  Service,  entitled  “A  Blueprint:  The 
V Plan.”  Space,  here,  does  not  permit  a sufficiently 
comprehensive  delineation  of  the  plan  to  show  its 
full  value  medically  and  economically.) 

From  this  point  we  come  to: 

THE  COVERAGE  OF  A NATIONAL  HEALTH  PROGRAM 

In  order  to  include  the  widest  possible  section  of 
the  people,  a Federal  prepayment  plan  should  be 
set  to  a high  income  limit  ($5000).  This  would 
take  in  at  least  90%  of  the  employed  people.  Pay- 
ment for  the  care  of  dependency  brackets  and  very 
low  income  groups  would  be  augmented  by  grants 
from  tax-raised  funds.  At  the  other  end  of  the  line 
higher  income  group  brackets  must  also  be  con- 
sidered. That  is  why  I feel  it  advisable  to  plan  a 
national  health  program  in  such  a way  that  it  could 
work  in  conjunction  with  voluntary  health  insur- 
ance plans.  Subscribers  to  voluntary  plans  would 
then  have  available  to  them  the  “luxury”  and  op- 
tional services  both  in  and  out  of  the  hospital. 

In  extending  the  distribution  of  medical  care  to 
rural  areas,  a national  health  program  can  be  greatly 
helped  by  the  formation  of  independent  groups  of 
physicians  in  areas  where  the  building  of  regular 
Health  Service  Centers  must  start  from  scratch. 

Such  independent  groups  would  have  to  be  recog- 
nized and  administered  just  as  though  they  were 
operating  from  a recognized  Health  Service  Center. 
The  pooling  of  their  diagnostic  equipment,  ancil- 
lary forces,  etc.,  would  serve  temporarily,  until 
regular  facilities  could  be  established.  The  physi- 
cians, in  this  case,  would  have  to  be  paid  on  a 
capitation  basis. 

I don’t  see  how  medical  care  of  high  quality  can 
be  distributed  under  any  Federal  Health  bill  with- 
out the  use  of  coordinated  medical  practice  as  a 
universal  system.  Although  this  might  not  be  pos- 
sible immediately,  the  entire  program  should  be  so 
directed  that  groups  could  be  formed  rapidly.  It 
will  be  noted  that  this  observation  does  not  take 
into  consideration  the  method  of  payment  to  physi- 
cians. 

Mr.  Arthur  J.  Altmeyer,  Chairman  of  the  Social 
Security  Board,  in  an  address  to  the  American 
Public  Health  Association*  presented  a 7-point 
program.  I should  like  to  quote  5 points  which  I 
believe  might  serve  as  an  excellent  basis  for  think- 

* Hotel  Pennsylvania,  New  York,  October  12,  1943 
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ing  in  terms  of  the  National  benefits  to  be  derived 
from  such  a program: 

“The  health  service  of  the  future  should  be  com- 
prehensive and  coordinated,  embracing  community 
health  and  individual  health,  prevention  and  cure 
The  public  wants  comprehensive  health 
services  of  high  quality  . . . The  public  wants 

health  services  for  all  according  to  their  needs,  and 
not  limited  according  to  their  individual  ability  to 
pay  . . . The  public  is  prepared  to  pay  for  the 


health  services  it  wants  . . . The  public  counts 

on  help  from  all  who  have  special  skills  in  health 
matters,  whether  public  officers  or  private  practi- 
tioners.” 

Medically  speaking,  I believe  it  is  essential  to 
determine  the  highest  possible  goal,  in  terms  of 
National  Health,  and  to  design  a program  which 
will  reach  that  goal  with  the  greatest  expedience, 
on  a sound  professional  and  economic  basis  for 
physicians  and  patients  alike. 


A NEW  YORK  PHYSICIAN  SPEAKS 

Laurance  D.  Redway,  m.d.,  Ossining , N.  Y. 


The  Author.  Member,  Publication  Committee , 
N.  Y . State  journal  of  Medicine ; Member,  Editorial 
Board,  Westchester  (N.  Y.)  Medical  Bulletin 


T have  no  quarrel  with  the  principle  of  Social 
-*■  security.  1 should  like  to  see  the  old  age  and 
unemployment  provisions  strengthened  from  time 
to  time,  provided  this  is  done  with  a reasonable 
regard  to  the  ability  of  the  country  to  maintain 
this  strengthening  on  the  basis  of  equitable  taxation 
of  all  classes  of  the  population. 

My  disgust  with  the  Medical  and  Hospital  Pro- 
visions of  S.  1 1 6 1 ; H.R.  2861,  is  unbounded,  and  at 
times  the  expression  of  this  disgust  is  unprintable. 
This  disgust  arises  from  the  realisation  that  the  med- 
ical and  hospital  provisions  of  this  Bill  could  be 
seriously  offered  for  consideration  in  the  Congress 
of  a country  supposedly  dedicated  to  the  mainte- 
nance of  the  principles  and  rights  clearly  expressed 
in  its  constitution.  My  disgust  further  arises  from 
the  fact  that  the  people  are  thereby  compelled  to 
give  serious  consideration,  through  their  represen- 
tatives, in  that  Congress,  to  the  creation  of  a new 
form  of  slavery:  namely,  that  of  the  medical  pro- 
fession of  the  United  States  to  the  Surgeon  General 
of  the  United  States  Public  Health  Service.  This 
official  has  never  been  elected  by  the  people  but 


has  always  been  appointed  by  the  administration  in 
power.  He  has  never  been  responsible  to  the  people 
at  the  polls.  And  yet  it  is  proposed  in  these  Bills  to 
turn  over  the  destiny  and  direction  of  the  entire 
medical  profession  of  the  United  States  to  him  with 
control  of  public  money  for  the  expenditure  of 
which  he  is  not  responsible  to  the  people  at  the 
polls. 

I he  sum  of  $3,000,000,000,  more  or  less,  would 
be  available  under  this  Bill  to  implement  the  med- 
ical and  hospital  provisions.  I he  Government  in 
effect,  proposes  to  buy  the  medical  profession  and 
its  institutions  for  $3,000,000,000.  About  45,000 
physicians  are  now  in  the  Federal  service;  120,000 
physicians  at  the  present  time  are  available  for  civil- 
ian practice.  If  you  divide  120,000  into  $3,000,000,- 
000  you  will  find  that  the  government  proposes  to 
pay  for  each  slave  physician  about  $25,000,  or  again 
roughly  about  the  cost  of  his  education,  with  the 
hospitals  and  the  medical  schools  thrown  in. 

This  is  a Democracy  and  the  people  may  have 
what  they  want.  If  they  want  this  sort  of  thing 
they  can  have  it  and  pay  for  it,  just  as  they  had 
prohibition  and  paid  for  it.  People  have  had  it  in 
other  countries  and  the  effects  on  medical  practice 
and  the  public  health  are  available  to  any  one  who 
is  interested. 
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“At  the  time  that  our  State  society  was  formed, 
in  1792,  the  medical  profession  was  in  a bad  condi- 
tion. There  was  then  no  well  defined  boundary 
between  it  and  empiricism.  The  formation  of  our 
society  at  once  created  such  a boundary,  and  by 
enclosing  the  profession  within  the  barriers  of  a pre- 
scribed education,  protected  it  from  ignorant  in- 
truders who  might  otherwise  come  in  to  degrade  and 
injure  it.  And  if  the  principles  which  lie  at  the 
foundation  of  our  society  could  be  carried  out  into 

J 

full  operation,  with  the  cordial  and  uniform  support 
of  the  community,  there  would  be  almost  no 
empiricism,  and  the  benefits  of  educated  skill  would 
be  secured  to  the  public  as  thoroughly  as  it  can  be 
done  by  any  organization.  Whatever  of  deficiency 
there  is  in  the  attainment  of  this  object  is  not  to  be 
attributed  to  any  defect  in  the  organization  itself, 
but  to  the  obstacles  which  lie  in  the  way  of  its  per- 
fect operation. 

“There  is  one  very  common  error  in  the  public 
mind  on  this  subject,  which  ought  to  be  corrected. 


It  is  supposed  that  our  State  society  was  formed  for 
the  benefit  of  physicians,  to  protect  them  from  the 
evils  resulting  from  competition  with  ignorance  and 
imposture.  This  is  by  no  means  the  case.  The  great 
object  of  our  organization  is  to  defend,  not  physi- 
cians, but  the  people , against  the  injury  which  they 
are  liable  to  suffer  from  quackery.  And  it  proposes 
to  effect  this  important  purpose  by  the  only  way  in 
which  it  can  be  done;  that  is,  by  securing  to  the 
community  the  services  of  a body  of  well  educated 
physicians.  The  mistake  has  been  in  supposing  the 
means  to  be  the  end;  and  too  often  has  the  protec- 
tion of  law  been  considered  as  a gratuity,  conferred 
on  physicians  as  a very  deserving  order  of  men,  for 
their  sole  benefit;  whereas  the  great  design  is  to 
bestow  a benefit  upon  society  at  large,  and  the 
advantage  which  accrues  to  the  profession  is  inci- 
dental, and  in  fact  subsidiary,  to  that  design. 

“Public  sentiment  should  be  enlightened  on  this 
point.  The  people  should  be  made  to  see  that  it  is 
their  own  interest,  which  should  prompt  them,  on 
the  principle  of  self-preservation,  to  maintain,  by 
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the  sanctions  of  law,  those  barriers  which  experience 
has  shown  to  be  the  most  effectual  in  guarding 
them  against  the  monstrous,  and  often  deadly,  evils 
of  ignorance  and  imposture  in  the  practice  of 
medicine. 

“The  medical  profession,  let  the  people  under- 
stand, is  not  dependent  on  the  protection  of  law, 
and  it  comes  not  to  their  hall  of  legislation  to  beg 
any  favor.  It  can  have  its  own  organization,  and 
stand  upon  its  own  character  alone.  If  the  charter 
should  be  surrendered,  and  the  plan  of  voluntary 
association  should  be  adopted  in  full,  renouncing  all 
dependence  upon  law,  those  who  entered  into  it 
would  probably  enjoy  as  much  emolument  from  the 
practice  of  medicine  as  they  now  do.  But,  as  law 
gives  authority  and  steadiness  to  any  organization, 
and  makes  it  to  have  a wider  hold  upon  the  com- 
munity, our  society  without  a legal  organization 
would  not  contain  as  many  members  as  it  now  has, 
and  irregular  and  irresponsible  practitioners  would 
multiply.  Under  such  a state  of  things  the  society 
itself  would  be  more  pure  and  more  free  from  em- 
piricism than  it  is  now;  and  its  members,  a noble 
brotherhood,  with  an  unsullied  honor,  and  actuated 
by  stern  principle  and  devotion  to  the  interests  of 
medical  science,  would  secure  the  confidence  of  the 
better  part  of  the  community.  But  while  our  society 
and  the  profession  would  perhaps  experience  no 
real  detriment  from  the  change,  the  public  would 
suffer  from  abounding  quackery,  beguiling  on  every 
hand  the  ignorant  and  the  unwary.” 

From  an  Address  by  Dr.  W or thingt on  Hooker  given  before 
the  Connecticut  Medical  Society  May  8,  1844 

The  Future  of  Medical  Care 

Social  Security  is  on  the  march.  Concomitant  with 
the  huge  struggle  of  the  nations  on  land  and  sea 
and  in  the  air  the  wheels  of  social  changes  have 
gained  momentum.  Twenty-six  years  ago  we 
watched  aghast  while  Russia  struggled  with  a revo- 
lution. Today  in  the  United  States  as  well  as  in  the 
British  Isles,  New  Zealand  and  Australia  social 
forces  are  asserting  themselves.  On  the  surface  it  is 
an  evolution;  in  reality  it  is  but  the  continuation  of 
that  same  revolution. 

The  program  of  compulsory  health  insurance 
has  been  in  operation  for  many  years  in  various 
parts  of  the  world.  The  reports  of  the  successes  and 
failures  of  these  programs  are  still  reverberating 
in  our  ears.  Recently  the  labor  group  in  the  United 


States  opposed  compulsory  health  insurance.  Now 
this  group  has  reversed  its  stand  and  expresses  the 
conviction  that  this  is  the  only  method  which  will 
assure  the  desired  end  results:  viz.,  adequate  medical 
and  hospital  care  for  all  the  people  who  need  it. 
Elsewhere  in  this  issue  we  present  varying  views 
on  the  Wagner-Murray-Dingell  Bill  by  representa- 
tives from  different  fields  of  endeavor.  It  is  con- 
ceded unlikely  that  this  bill  will  receive  any  action 
for  several  months.  Hearings  probably  will  not  come 
till  late  next  spring  and  when  they  do  it  now  seems 
unlikely  that  the  medical  measures  of  the  bill  will 
receive  any  favorable  action.  However,  health  in- 
surance bills  have  been  introduced  into  congress 
prior  to  S 1 16.  There  will  be  other  such  bills  appear- 
ing until  this  great  problem  of  adequate  medical 
care  for  the  masses  is  settled  and,  because  all  this 
is  true,  the  physicians  of  this  vast  country  of  ours 
who  should  be  most  concerned  with  such  proposed 
measures  must  become  familiar  with  them.  “If  we 
stand  against  government,  we  shall  nevertheless 
have  to  be  FOR  something,”  to  quote  Michael  M. 
Davis. 

The  implications  of  the  medical  provisions  of  the 
present  Wagner-Murray-Dingell  Bill  are  enormous. 
It  is  not  a question  of  extracting  from  the  people 
any  more  funds  than  they  are  now  spending  for 
medical  care  but  of  distributing  the  payment  of 
these  funds.  There  is  the  provision  also  that  some 
of  the  medical  care  is  to  be  included  under  hospital 
care.  Perhaps,  as  Dr.  Kingsley  Roberts  advocates  in 
this  issue  of  the  Journal,  this  will  mean  that  the  local 
hospitals  are  to  become  the  health  centers  of  the 
community.  Labor  reminds  us  that  voluntary  in- 
surance plans  for  medical  care  have  always  ended  in 
compulsory  plans,  so  why  waste  time  making  the 
experiment?  In  the  last  analysis  it  would  seem  to 
be  a question  of  whether  or  not  we  trust  our  Fed- 
eral government  to  administer  such  a bill.  Do  we 
want  more  bureaucracy?  Should  we  allow  the 
Surgeon  General  of  the  Public  Health  Service,  even 
with  the  help  of  an  advisory  council,  to  plan  our 
lives  for  us?  After  all,  advisory  councils  may  be 
made  out  of  any  kind  of  cloth  the  master  tailor 
desires.  Is  all  this  a threat  to  our  freedom  and  are 
we  by  the  passage  of  this  bill  going  to  sell  ourselves 
to  the  politicians? 

Constructive  thought  by  the  best  medical  minds 
in  our  country  is  needed  if  we  are  to  have  any  sem- 
blance of  independence  in  the  care  of  the  sick.  We 
must  admit  that  the  old  methods  of  medical  care 
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have  not  been  adequate  at  each  and  every  cross- 
road in  these  United  States.  With  the  realization 
that  we  are  living  in  the  midst  of  a social  revolu- 
tion and  to  the  end  that  we  as  a profession  may  not 
become  engulfed  therein  and  the  public  as  our 
patients  may  continue  to  receive  the  best  medical 
care  this  country  affords,  we  urge  your  serious 
thought  and  concerted  action. 

The  Special  Meeting  of  the  House 
of  Delegates 

The  complete  report  of  the  transactions  of  the 
recent  meeting  of  the  House  of  Delegates  warrants 
he  attention  of  every  member  of  our  Society.  The 
decisions  which  our  representatives  made  at  this 
meeting  will  have  a far  reaching  effect  upon  the 
affairs  of  medicine  in  our  State  and  we  have  every 
reason  to  sincerely  believe  that  these  necessary  and 
important  steps  represent  real  progress. 

A survey  of  the  history  of  the  activities  of  our 
Secretary’s  office  since  its  inception  shows  that  a 
permanent  home  for  our  organization  will  surely 
increase  its  usefulness,  not  only  for  ourselves  but 
will  greatly  aid  the  effort  which  our  Society  is 
making  toward  cooperating  with  those  groups  allied 
to  medicine  which  are  also  devoted  to  public  service. 

The  decision  for  our  Society  to  proceed  with  a 
prepayment  plan  for  medical  insurance  comes  after 
five  years  of  consistent  and  thoughtful  work  on  the 
part  of  our  committee.  Our  particular  Connecticut 
contribution  to  this  complex  subject  as  incorporated 
in  this  plan  will  be  viewed  with  great  interest 
throughout  this  country  and  it  should  be  enthusi- 
astically received  by  our  members. 

The  establishment  of  a Woman’s  Auxiliary  for 
our  Society  also  is  a timely  enterprise.  Our  part  as 
physicians  in  keeping  the  public  properly  informed 
on  medical  affairs  will  be  greatly  augmented  by  an 
organized  group  of  the  wives  of  our  members.  The 
success  of  similar  organizations  in  other  states  leaves 
no  question  as  to  the  importance  and  timeliness  of 
this  decision. 

The  Foot  in  the  Door 

Why  was  not  the  medical  profession  consulted 
when  the  program  of  obstetric  and  pediatric  care 
for  wives  and  children  of  service  men  was  formu- 
lated? Why  was  this  program  not  initiated  by  proper 
legislation  instead  of  by  the  back  door  method  of 


appropriations?  What  assurance  have  we  that  the 
Children’s  Bureau  will  cease  to  operate  this  program 
after  the  present  emergency  is  over?  Is  not  this  the 
foot  in  the  door  for  further  bureaucratic  control  of 
the  practice  of  medicine? 

All  these  and  many  more  questions  must  occur 
to  the  physician  faced  with  a decision  of  whether 
or  not  he  will  support  the  Children’s  Bureau  pro- 
gram for  care  of  families  of  men  in  the  armed 
forces.  In  a high  handed  manner  this  program  of 
obstetric  and  pediatric  care  was  put  into  operation 
without  the  advice  of  the  medical  profession.  No 
legislation  was  ever  secured  and  because  of  this 
fact  the  first  appropriation  requested  for  its  opera- 
tion was  rejected  by  Congress.  When  the  President 
repeated  his  request  for  funds,  Congress  conceded, 
not  once  but  repeatedly. 

Many  of  the  state  medical  societies  expressed  their 
approval  of  the  program  before  they  realized  its 
implications.  In  the  majority  of  the  states  (only 
North  Dakota,  Texas  and  Louisiana  have  not  voted 
approval  at  the  present  time)  acceptance  has  come, 
not  from  organized  medicine,  but  from  the  State 
Departments  of  Health.  The  physicians  of  the 
United  States  are  willing  to  care  for  any  and  every 
service  man’s  wife  and  children  without  thought 
of  recompense.  Commendable  as  is  the  object  of 
this  program,  we  must  object  to  the  bureaucratic 
manner  in  which  it  has  been  initiated  and  is  now 
operated. 

I bis  is  the  wrong  time  to  refuse  to  play  the 
game.  As  individuals  we  must  decide  whether  or 
not  we  will  participate  in  the  Children’s  Bureau 
program.  As  a profession  we  cannot  lend  our  sup- 
port to  any  program  of  medical  care  in  the  develop- 
ment of  which  we  have  had  no  part. 

This  is  bureaucracy.  Watch  it  grow!  What  may 
we  expect  after  the  present  emergency  is  over?  Be- 
ware of  the  foot  in  the  door! 

The  New  Year  Message 

A New  Year  message  comes  to  us  from  Dr. 
Worthington  Hooker,  whose  address  before  our 
Society  one  hundred  years  ago  is  a landmark  in  our 
annals.  In  addition  to  many  other  talents,  Worthing- 
ton Hooker  was  important  as  a medical  statesman 
and  his  work  as  a member  of  committees  and  as  Vice 
President  of  the  American  Medical  Association  was 
outstanding.  At  the  time  of  his  death  in  1867  he  was 
Professor  of  the  Theory  and  Practice  of  Medicine 
at  the  Yale  Medical  School. 


EDITORIALS 


29 


The  Contributions  of  Franklin  to  Medicine 

The  month  of  January  1944  marks  the  2 38th 
birthday  of  Benjamin  Franklin,  who,  it  has  been 
said,  possessed  the  finest  mind  that  the  Western 
Hemisphere  has  yet  produced.  By  profession  a 
printer  and  publisher  his  career  as  a statesman  and 
physicist  made  him  one  of  the  world’s  great  men. 
In  addition  to  these  talents  he  was  also  an  inventor, 
an  engineer,  an  oceanographer,  a meteorologist,  a 
botanist  and  a medical  scientist.  In  this  last  role  he  is 
interesting  to  us  for  his  contributions  to  the  field  of 
medicine  were  of  high  order. 

Although  Benjamin  Franklin  had  no  formal  medi- 
cal education  his  research  on  the  common  cold,  lead 
poisoning  and  other  ailments,  was  outstanding.  Some 
of  his  contributions  to  medical  literature,  such  as  his 
letters  to  Dr.  Cadwallader  Evans  and  Benjamin 
Vaughan,  upon  the  causes  of  Colica  Pictonum  (“dry 
stomachache”),  and  his  numerous  papers  on  catarrhs 
and  contagious  colds,  have  become  classical. 

In  the  course  of  his  associations  with  prominent 
medical  men  of  his  time,  Franklin  spoke  with 
William  Heberden,  distinguished  London  doctor, 
about  the  practice  of  inoculation  against  smallpox. 
He  persuaded  Heberden  to  write,  in  the  midst  of 
many  interruptions,  a pamphlet  entitled  “Some 
Account  of  the  Success  of  Inoculation  for  the  Small 
Pox  in  England  and  America,  Together  with  Plain 
Instructions  by  Which  any  Person  lYIay  be  Enabled 
to  Perform  the  Operation  and  Conduct  the  Patient 
through  the  Distemper  (1759).”  Heberden  had  it 
printed  at  his  own  expense  and,  to  the  eight  pages 
of  the  brochure,  Franklin  added  a four  page  preface 
in  which  he  declared  there  was  no  longer  any  doubt 
as  to  the  value  of  inoculation.  It  was  in  hope  of 
teaching  poor  parents  how  to  inoculate  their  own 
children  that  Franklin  sent  1,500  copies  to  Phila- 
dephia.  In  Europe,  Franklin’s  good  sense  was  so 
respected,  that  Dr.  Jan  Ingenhousz,  the  court  physi- 
cian to  Maria  Theresa  and  Joseph  II,  sought  his 
advice  before  inoculating  the  young  princes  of  the 
imperial  family. 

One  of  Franklin’s  sagest  observations  on  the  sub- 
ject of  medicine  was  that  “Quacks  are  the  greatest 
liars  in  the  world— except  their  patients.”  Accord- 
ingly, he  was  instrumental  in  debunking  the  “animal 
magnetism”  therapy  cure  practiced  by  Friedrich 
Mesmer.  Early  in  1784  Afesmer’s  cult  was  a tre- 
mendous fad  in  Paris,  numbering  Lafayette  and 
nobles  of  high  rank  in  his  following.  Franklin,  as  a 
member  of  the  Royal  Medical  Society  of  Paris,  was 


appointed  by  King  Louis  XVI  to  serve  on  a com- 
mission examining  Mesmer’s  doctrines  and  experi- 
ments. It  was  largely  through  his  report  that  the 
charlatan  was  exposed  and  Mesmer  was  forced  to 
discontinue  his  practice. 

The  world  is  indebted  to  Franklin  for  the  inven- 
tion of  bi-focal  lenses.  It  was  in  1784,  while  Franklin 
was  ambassador  to  France,  that  he  developed  this 
important  optometric  discovery.  The  78-year-old 
sage  always  wore  glasses  and  he  could  not,  without 
them,  “distinguish  a letter  even  of  large  print.”  But 
the  story  is  best  told  in  his  own  words:  “Before  that 
year  I had  used  two  pair  of  spectacles  which  1 
shifted  occasionally,  as  in  travelling  I sometimes  read 
and  often  wanted  to  regard  the  scenery.  Finding  this 
change  troublesome  and  not  always  sufficiently 
ready,  I had  the  glasses  cut  and  half  of  each  kind 
(of  lens)  associated  in  the  same  circle.” 

Franklin  was  a pioneer  in  the  diagnosis  of  lead 
poisoning.  His  letters  on  the  subject  are  classics  in 
literature.  To  Cadwallader  Evans,  in  1768,  Franklin 
wrote  that  he  had  long  believed  lead  poisoning  to 
be  due  “to  a metallic  cause  only;  observing  that  it 
affects,  among  tradesmen,  those  that  use  lead,  how- 
ever different  their  trades:  as  glaziers,  letter  found- 
ers, plumbers,  potters,  white-lead  makers  and  paint- 
ers.” Drawing  on  his  own  background  as  a printer, 
Franklin  expressed  in  another  letter  the  belief  that 
lead  poisoning  among  typesetters  was  due  to  the 
particles  of  metal  swallowed  with  their  food  by 
slovenly  workers  who  ate  their  meals  without  wash- 
ing their  hands. 

Franklin’s  theories  on  the  causes  and  cures  for  the 
common  cold  are  essentially  the  sum  total  of  what 
anyone  today  knows. 

Even  though  he  could  never  have  heard  of  virus 
disease,  he  deduced  that  colds  were  carried  by 
“particular  effluvia  in  the  air”  and  also  believed  that 
colds  were  contagious.  His  theory  maintained  that 
colds  were  spread  by  crowds  gathered  in  unven- 
tilated quarters  and  breathing  foul,  stagnant  air.  His 
theories  on  air  conditioning  were  developed  as  a 
corollary  to  this  observation.  In  illustrating  how 
colds  may  be  prevented,  Franklin  advised  frequent 
bathing  (in  an  era  when  baths  were  regarded  as 
unwholesome),  regular  physical  exercise,  sound  diet 
and  fresh  air. 

In  1745  Franklin  wrote  at  length  to  Cadwallader 
Colden  on  the  dilatation  of  the  ventricles  of  the  heart 
and  the  cure  of  the  yaws.  A treatise  of  uncertain 
date,  called  “A  Conjecture  as  to  the  Cause  of  the 
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Heat  of  the  Blood  in  Health  and  of  the  Cold  and 
Hot  Fits  of  Some  Fevers”  was  found  in  Franklin’s 
handwriting  among  the  papers  of  Mr.  Colden. 

Franklin  also  used  his  inventive  genius  in  the  field 
of  medicine.  His  brother,  John,  wrote  him  of  his 
need  of  a flexible  catheter  to  draw  off  urine  from 
infected  bladders.  In  December,  1752,  Franklin  de- 
vised the  first  flexible  catheter  known  to  American 
medical  history.  Franklin  wrote  about  it  to  his 
brother  as  follows:  “I  went  immediately  to  the 
silversmith’s  and  gave  directions  for  making  one 
(sitting  by  till  it  was  finished  that  it  might  be  ready 
for  this  post).” 

In  response  to  a request  of  John  Pringle,  president 
of  the  Royal  Society  of  Medicine,  Franklin  wrote 
an  account  of  the  beneficial  effects  of  electricity  on 
paralytic  cases,  which  he  had  observed  through  ex- 
periments he  himself  conducted  on  paralytic  victims. 
Franklin’s  report  was  conservative. 

“I  never  knew  any  advantage  from  electricity  in 
palsies  that  was  permanent,”  he  wrote  candidly. 
“And  how  far  the  apparent  temporary  advantage 
might  arise  from  the  exercise  in  the  patient’s  journey 
and  coming  daily  to  my  house,  or  from  the  spirits 
given  by  the  hope  of  success,  enabling  them  to  exert 
more  strength  in  moving  their  limbs,  I will  not 
pretend  to  say.” 


Physicians  Honored  by  Tuberculosis 
Association 

Joseph  T.  Linde,  health  officer  of  New  Haven, 
member  of  the  State  Tuberculosis  Commission  and 
past  president  of  the  State  Medical  Society,  was 
reelected  president  of  the  Connecticut  Tuberculosis 
Association  at  its  annual  meeting  on  October  26. 
Hugh  B.  Campbell,  also  a past  president  of  the  State 
Medical  Society  and  superintendent  of  Uncas-on- 
Thames,  was  reelected  vice-president.  Among  those 
elected  to  the  executive  committee  were  John  C. 
Rowley  of  Hartford  and  David  R.  Lyman  of  Wall- 
ingford. 


Probe  Drug  Deaths 

Misuse  of  Merck’s  Doryl  powder  packed  in 
ampules  has  caused  seven  deaths  in  various  parts  of 
the  United  States,  the  drug  division  of  the  State 
Dairy  and  Food  Commission  reports. 

Doryl  for  external  use  was  formerly  packaged 
0.15  grams  to  the  ampule  enough  to  make  20  ccs.  It 
is  used  in  the  eyes  for  glaucoma.  Doryl  is  also  used 
internally  for  relief  of  retention  of  urine  following 
a surgical  operation.  For  this  use  it  comes  in  liquid 
form,  1 cc  to  the  ampule. 

In  at  least  seven  cases,  nurses  have  mistakenly  used 
the  powder,  which  is  approximately  600  times  as 
powerful  as  the  liquid  dose,  to  make  1 cc  of  the 
liquid.  In  each  case  death  has  resulted  in  from  ten 
to  twenty  minutes.  As  a result  the  company  has 
recalled  the  ampules  of  powder. 

Inspectors  of  the  drug  division  of  the  Dairy  and 
Food  Commission  have  checked  every  hospital,  drug 
wholesaler  and  large  retail  outlet  in  an  endeavor  to 
locate  every  ampule  of  the  powder  shipped  into 
Connecticut.  Less  than  two  dozen  were  found  and 
placed  under  embargo. 

Druggists  having  any  of  the  product  on  hand  are 
asked  to  notify  the  Commission  at  once. 


State  Pharmacists  Addressed  by  Physicians 

The  Connecticut  Association  for  the  Advance- 
ment of  Professional  Pharmacy,  meeting  in  New 
Haven  on  October  26,  conducted  a forum  discussion 
on  medical  therapy.  Participating  in  this  forum  were 
Dm.  E.  M.  Blake,  William  T.  Salter,  Ilona  de  Suto- 
Nagy,  Reginald  Gillson,  and  Martin  Heinemann  of 
the  Yale  University  School  of  Medicine;  Dr. 
Matthew  Griswold,  chief  of  the  Cancer  Research 
Division,  Connecticut  State  Department  of  Health: 
Charles  W.  Noyes,  pharmacist-in-chief,  New  Haven 
Hospital;  and  Joseph  Siladi,  Treasurer  of  the  Asso- 
ciation. Guest  speakers  were  Drs.  Madeline  Holland 
and  John  N.  AdcDonnell  of  Philadelphia. 
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PURPOSES  AND  FUNCTIONING  OF  THE  NEW  COUNCIL  ON  MEDICAL 
SERVICE  AND  PUBLIC  RELATIONS  OF  THE  AMERICAN 

MEDICAL  ASSOCIATION 


/T*he  Council  was  authorized  by  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion at  its  annual  session  in  Chicago  in  June,  1943. 
The  members  of  the  Council  were  immediately 
appointed  by  the  Board  of  Trustees.  Section  4 of 
Chapter  IX  of  the  By-Laws  provides  that  the  duties 
of  the  Council  shall  be  as  follows: 

“(1)  To  make  available  facts,  data  and  medical 
opinions  with  respect  to  timely  and  adequate  ren- 
dition of  medical  care  to  the  American  people; 

“(2)  to  inform  the  constituent  associations  and 
component  societies  of  proposed  changes  affecting 
medical  care  in  the  nation; 

“(3)  to  inform  constituent  associations  and  com- 
ponent societies  regarding  the  activities  of  the 
Council; 

“(4)  to  investigate  matters  pertaining  to  the 
economic,  social,  and  similar  aspects  of  medical 
care  for  all  the  people; 

“(5)  to  study  and  suggest  means  for  the  dis- 
tribution of  medical  services  to  the  public  consis- 
tent with  the  principles  adopted  by  the  House  of 
Delegates,  and 

“(6)  to  develop  and  assist  committees  on  medical 
service  and  public  relations  originating  within  the 
constituent  associations  and  component  societies 
of  the  American  Medical  Association. 

“In  the  exercise  of  its  functions,  this  Council, 
with  the  cooperation  of  the  Board  of  Trustees, 
shall  utilize  the  functions  and  personnel  of  the 
Bureau  of  Legal  Medicine  and  Legislation,  the 
Bureau  of  Medical  Economics  and  the  Department 
of  Public  Relations  in  the  Headquarters  Office.” 

The  Council  is  also  bound  by  the  actions  of  the 
House  of  Delegates  on  the  subject  of  medical  care 
and  its  distribution,  notably  the  platform  adopted 
in  1937  as  amended  and  amplified  in  subsequent 
years  by  the  various  resolutions  and  reference 
committee  reports  adopted  by  the  House  of  Dele- 
gates. 

In  order  to  carry  out  these  functions,  the  Council 
has  organized  as  follows: 

ORGANIZATION 

Officers.— The  Council  shall  elect  annually  a 
chairman,  a vice-chairman,  and  a full-time  secre- 
tary. 


An  executive  committee  of  three  shall  be  created, 
which  shall  include  the  Chairman,  the  Council 
member  of  the  Board  of  Trustees,  and  a third  mem- 
ber to  be  chosen  annually  from  the  duly  appointed 
or  elected  members  of  the  Council  on  Medical 
Service  and  Public  Relations.  This  committee  shall 
exercise  such  functions  as  are  delegated  to  it  by 
the  Council. 

The  central  office  of  the  Council  is  to  be  located 
in  the  office  building  of  the  American  Medical 
Association  in  Chicago,  Illinois. 

The  functions  of  the  Council  outlined  in  the 
By-Laws  are  closely  integrated  and  cannot  well  be 
considered  separately.  To  carry  them  out  it  is 
obvious  that  the  Council  must  have  adequate  sources 
of  information,  maintain  close  contact  with  con- 
stituent associations  and  component  societies  and 
establish  close  relationship  with  the  already  existing 
Bureaus  and  Departments  of  the  Association. 

The  Council,  therefore,  subject  to  the  approval 
of  the  Board  of  Trustees,  has  decided  on  the  follow- 
ing methods  of  operation: 

1.  In  carrying  out  the  directive  in  the  By-Laws 
as  to  relationship  with  the  other  Bureaus  and  De- 
partments of  the  Association,  the  Council  has  estab- 
lished close  collaboration  (a)  with  the  Bureau  of 
Medical  Economics,  which  has  been  asked  and  has 
expressed  the  willingness  to  do  the  research  on  many 
of  the  economic  problems  necessary  for  the  Coun- 
cil’s study,  and  which  is  well  equipped  to  carry  out 
such  research;  (b)  with  the  Bureau  of  Legal  Medi- 
cine and  Legislation.  Joint  bulletins  will  be  issued 
with  that  Bureau  on  legislative  matters.  Attempt  will 
be  made  to  effect  wider  distribution  and,  if  neces- 
sary, more  frequent  publication  of  such  bulletins; 
(c)  with  the  Department  of  Public  Relations.  The 
Council  shall  utilize  the  sources  of  information  of 
this  department  and  joint  bulletins  may  be  issued 
from  time  to  time  with  it,  and  if  indicated  with 
other  bureaus  of  the  American  Medical  Associa- 
tion. All  planning  will  be  to  avoid  overlapping  of 
functions  and  duplication  of  effort. 

2.  The  Council  on  Medical  Service  and  Public 
Relations  has  extended  the  sources  of  information 
of  the  American  Medical  Association  on  problems 
with  which  the  Council  is  specifically  concerned. 
Through  its  membership  and  by  cooperation  with 
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constituent  associations  and  component  societies 
and  the  utilization  of  other  facilities,  the  Council 
will  disseminate  such  information  toward  effecting 
its  objectives.  The  Secretary  of  the  Council,  with 
its  approval,  will  undertake  such  travel  as  may  be 
necessary. 

3.  In  order  that  constituent  associations  and  com- 
ponent societies  may  be  kept  informed  of  the 
activities  of  the  Council,  and  of  proposed  changes 
in  the  status  of  medical  care,  and  that  the  Council 
may  be  of  assistance  to  those  assocations  and  socie- 
ties, the  Council  has  requested  each  State  Association 
to  designate  an  existing  committee  or  create  a new 
committee  to  function  with  the  Council  on  a State 
level. 

Each  State  organization  has  also  been  requested 
to  contact  each  component  society  in  the  State  and 
ask  it  similarly  to  designate  or  form  a committee 
to  function  in  connection  with  the  programs  of  the 
Council.  Where  such  organization  is  feasible,  it 
has  been  suggested  that  committees  be  created  along 
the  lines  of  congressional  districts. 

Such  State  and  county  committees  have  been 
urged  to  keep  the  Council  informed  of  their  local 
problems  and  activities. 

State  organizations  also  will  be  requested  from 
time  to  time  to  conduct  experiments  in  the  various 
methods  of  medical  care  and  to  inform  the  Council 
of  their  results  so  that  the  Council  may  study  and 
evaluate  the  experiments  and  transmit  the  informa- 
tion acquired  to  all  concerned. 

4.  The  Council  feels  that  under  its  directive 
it  is  its  duty  to  endeavor  to  evolve  such  modifica- 


tions of  our  present  system  of  medical  care  as  may 
be  necessary  to  cover  all  the  people  and  be  in 
accord  with  the  traditions  of  American  Medicine 
as  to  high  standards  of  medical  care  and  the  Amer- 
ican tradition  of  free  enterprise  as  already  outlined 
in  paragraph  1 of  the  Council’s  Policies  previously 
published.  To  accomplish  this,  study  must  be  made 
of  all  economic,  social,  and  similar  aspects  of  such 
care. 

5.  In  order  that  the  above  program  may  be 
effectively  carried  out,  the  Secretary  of  the  Coun- 
cil, with  the  guidance  of  the  Council  in  conformity 
with  the  above  expressed  relationships  with  other 
Bureaus  and  Departments,  shall  inform  the  profes- 
sion through  the  various  State  organizations  of  all 
pending  national  legislation  and  bureau  directives 
affecting  the  practice  of  medicine.  It  shall  likewise 
be  his  duty  with  the  guidance  of  the  Council,  to 
arrange  for  medical  representation  at  meetings  and 
hearings  pertaining  to  medical  care,  collaborating 
in  the  representation  with  other  Councils  and 
Bureaus  of  the  American  Medical  Association  who 
have  an  interest  in  this  same  subject. 

6.  The  Secretary  is  instructed  with  the  super- 
vision of  the  Council,  and  in  collaboration  with 
the  Department  of  Public  Relations,  to  disseminate 
information  concerning  the  activities  of  the  Council 
through  the  publications  of  the  American  Medical 
Association  and  the  various  state  medical  journals, 
and  to  prepare  and  release  information  on  medical 
care. 

The  Council  has  already  issued  its  Statement  of 
General  Policies,  and  it  will  act  in  accordance  with 
those  Policies  and  the  above  methods  of  functioning. 


ANNUAL  SECRETARIES-EDITORS  CONFERENCE  AT  A.  M.  A.  HEADQUARTERS 


On  Friday  and  Saturday,  November  19  and  20, 
the  State  Medical  Society  Secretaries  and  Journal 
Editors  met  for  their  annual  conference  at  the  head- 
quarters of  the  American  Medical  Association  in 
Chicago.  Many  familiar  faces  were  missing— 


Arthur  T.  McCormack  of  Kentucky,  recently  de- 
ceased, Harry  H.  Shoulders  of  T ennessee  and  Hol- 
man Taylor  of  Texas  on  the  sick  list,  and  a large 
group  now  in  the  service  including  among  others 
Clarence  Munns  of  Kansas,  Henry  Davidson  of  New 
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Jersey  and  Roy  Holmes  of  Michigan.  The  keynote 
of  the  conference  was  a two-fold  one,  expressed  in 
activities  of  the  profession  in  relation  to  the  present 
war  and  in  the  increasing  invasion  of  government 
agencies  in  the  field  of  medical  practice. 

MEDICAL  CARE  IN  RURAL  AREAS 

Roger  I.  Lee  of  Boston,  chairman  of  the  Board 
of  Trustees  of  the  A.M.A.,  called  the  conference  to 
order  and  welcomed  the  various  state  society  repre- 
sentatives to  535  North  Dearborn  Street.  John  S. 
Bouslog  of  Denver,  secretary  of  the  Colorado  State 
Medical  Society,  was  chosen  chairman  and  presided 
throughout  the  Conference  with  skill  and  precision. 
James  E.  Paullin,  president  of  the  American  Medical 
Association,  in  his  address  to  the  Conference  re- 
minded his  audience  that  the  supplying  of  medical 
care  to  and  the  relocation  of  physicians  in  the  rural 
areas  constitute  the  great  problem  facing  the  medi- 
cal profession  today. 

PROBLEMS  OF  ASSIGNMENT  OF  PHYSICIANS  IN  ARMED 
FORCES 

Deputy  Surgeon  General  George  F.  Lull,  U.  S. 
Army,  presented  some  of  the  problems  relative  to 
the  assignment  of  the  duties  of  military  surgeons. 
General  Lull  called  attention  to  the  fact  that  the 
teachings  of  the  last  war  which  dominate  our 
present  text  books  are  not  applicable  today.  Many 
physicians  complain  of  being  misassigned.  They 
may  actually  have  been  misassigned  because  of  the 
difficulty  which  exists  in  attempting  to  assign  all 
specialists  in  their  particular  specialty.  T he  problem 
of  postwar  training  is  not  as  great  as  we  may  believe 
it  to  be.  The  majority  of  physicians  will  go  directly 
back  to  what  they  were  doing  prior  to  the  war, 
leaving  as  a problem  only  the  younger  group  with 
no  previous  practice.  Physicians  in  this  war  are 
learning  self  reliance,  how  to  work  with  the  facilities 
at  hand,  and  the  responsibility  of  having  many  men 
dependent  upon  them.  It  is  true  that  many  physicians 
in  the  service  complain  of  nothing  to  do,  but  it  is 
because  they  are  unable  to  see  what  should  be  done. 
The  type  of  warfare  being  waged  in  the  Pacific  area 
is  entirely  different  from  that  in  North  Africa.  The 
American  soldier  is  getting  better  medical  care  than 
he  received  at  home.  There  is  difficulty  getting  some 
of  the  wounded  back.  In  the  Pacific  it  sometimes 
requires  eight  litter  bearers  to  get  one  wounded 
man  out  of  the  combat  area.  By  and  large  the  physi- 
cian who  had  a responsible  position  in  civil  life  today 
has  a responsible  position  in  the  Army. 


NEEDS  OF  ARMY  TODAY 

The  Army  according  to  General  Lull,  now  needs 
from  5,000  to  7,000  more  physicians  in  addition  to 
replacements  from  among  the  recent  graduates. 

HOSPITAL  TRAINING  OF  MEDICAL  GRADUATES 

The  problem  of  hospital  training  of  our  medical 
students  as  they  graduate  was  discussed  by  Victor 
Johnson,  Secretary  of  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  A.M.A.  In  his  opening 
remarks  Mr.  Johnson  called  attention  to  the  fact  that 
in  1947  the  American  Medical  Association  will  be 
100  years  old.  In  his  opinion  the  acceleration  of  the 
medical  school  program  is  the  only  emergency 
feature  of  medical  education  which  may  be  retained 
to  advantage  after  the  war  is  over.  There  seems  to  be 
no  need  of  wasting  three  months  out  of  each  medi- 
cal school  year  in  a vacation  when  four  or  five  weeks 
will  suffice.  This  accelerated  program  can  be  carried 
out  with  admissions  to  and  graduations  from  medical 
school  limited  to  once  a year  as  formerly. 

The  acceleration  of  the  premedical  program  is 
quite  a different  problem  as  this  involves  not  only 
an  increase  in  the  rate  but  also  in  the  load.  Pre- 
medical  school  students  already  are  experiencing 
difficulty  meeting  the  requirements  laid  down  by 
the  Army  and  Navy. 

A reduction  of  the  length  of  the  internship  as 
now  in  effect  would  be  undesirable  as  a permanent 
part  of  the  program  of  medical  education.  It  should 
be  considered  only  as  a necessary  wartime  casualty. 

At  the  close  of  the  war  it  is  planned  to  have  avail- 
able a printed  list  of  all  the  educational  opportunities 
open  to  physicians  returning  from  service. 

WORK  OF  THE  A.M.A. 

Herman  L.  Kretschmer,  president-elect  of  the 
A.M.A.,  in  his  address  to  the  Conference  recounted 
many  of  the  complaints  being  voiced  against  the 
A.M.A.  which  had  come  to  his  ears  as  he  traveled 
about.  Dr.  Kretschmer  described  the  work  of  the 
parent  association  through  its  various  officers  and 
councils. 

PROCUREMENT  AND  ASSIGNMENT  SERVICE 

The  work  of  the  Procurement  and  Assignment 
Service  was  brought  up  to  date  by  Harold  S.  Diehl, 
member  of  the  Directing  Board.  Dr.  Diehl’s  remarks 
revealed  the  present  need  for  more  physicians  for 
the  armed  forces,  the  methods  now  being  employed 
to  obtain  these,  and  the  relationship  of  Selective 
Service  to  Procurement  and  Assignment. 
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WAR  PARTICIPATION  COMMITTEES 

Since  the  advent  of  the  present  emergency  Walter 
F.  Donaldson  of  Pittsburgh  has  been  chairman  of 
a War  Participation  Committee.  From  time  to  time 
Dr.  Donaldson,  Pennsylvania’s  experienced  State 
Society  Secretary,  has  advocated  and  urged  the 
formation  of  war  participation  committees  within 
each  state  and  component  medical  societies.  At  this 
time  Dr.  Donaldson  brought  forth  two  more  excel- 
lent reasons  for  such  a committee,  ( i ) to  express 
appreciation  to  the  families  of  physicians  in  the  serv- 
ice, and  (2)  to  supervise  the  preservation  of  ade- 
quate war  records. 

THE  NEW  COUNCIL  ON  MEDICAL  SERVICE  AND  PUBLIC 
RELATIONS 

The  work  of  the  new  Council  on  Medical  Service 
and  Public  Relations  created  by  the  House  of  Dele- 
gates of  the  A.M.A.  at  its  1943  session  was  ably  out- 
lined by  its  chairman,  Louis  H.  Bauer  of  Long  Island, 
N.  Y.  Dr.  Bauer  reminded  the  Conference  that  this 
new  Council  must  not  be  stampeded  into  advo- 
cating any  set  plan  of  medical  care  but  that  it  felt 
obligated  to  study  and  assess  all  the  different  systems 
of  medical  care  thus  far  proposed  with  a view  to 
evolving  something  that  may  be  applicable  over  the 
entire  country.  To  date  only  10  per  cent  of  the 
people  are  enrolled  in  approved  group  hospital 
insurance  plans.  The  Council  has  approved  the  prin- 
ciple of  voluntary  plans  for  medical  care  but  has 
found  none  of  the  present  plans  entirely  satisfactory. 
The  question  of  diagnostic  centers  as  well  as  state 
aid  centers  must  receive  further  study.  No  one 
answer  to  the  problem  of  a plan  for  prepaid  medi- 
cal care  will  be  found  for  the  entire  United  States. 
The  Council  hopes  it  will  be  able  to  offer  a system 
of  medical  care  in  accord  with  the  standard  of  free 
enterprise  and  with  the  present  American  high 
standards  of  quality. 

The  Council  plans  to  amplify  and  extend  the 
present  sources  of  information  of  the  A.M.A.  Be- 
cause this  will  be  a two  way  program,  county  as 
well  as  state  Committees  on  Medical  Service  and 
Public  Relations  should  be  organized.  The  Bureau 
of  Medical  Economics  will  do  research  work  on 
many  of  the  economic  problems.  Joint  bulletins 
will  be  issued  with  the  Bureau  of  Legal  Medicine 
and  Legislation  on  legislative  matters  which  are  to 
be  widely  diseminated.  Information  will  be  dis- 
seminated through  the  various  medical  journals  and 
through  the  press,  the  local  committees  being  ex- 


pected to  utilize  the  latter  channel.  It  is  important 
that  the  public  be  taken  into  our  confidence. 

In  the  opinion  of  the  Council,  Dr.  Bauer  stated 
that  it  is  not  advisable  at  present  to  establish  a lobby 
in  Washington. 

MEDICAL  LEGISLATION  IN  CONGRESS 

J.  W.  Holloway,  Jr.,  director  of  the  Bureau  of 
Legal  Medicine  and  Legislation,  outlined  the  medi- 
cal legislation  before  the  present  Congress.  The 
Chiropractic  Bill  permitting  chiropractors  to  treat 
Federal  employees  is  still  in  committee  and  probably 
will  be  reported  unfavorably. 

No  early  action  on  the  Wagner-Murray-Dingell 
Bill  is  expected.  Hearings  will  probably  not  come 
till  late  in  the  spring  and  the  medical  measures  of 
the  bill  will  not  receive  favorable  action,  according 
to  reliable  advice.  It  is  important,  however,  that  the 
members  of  the  profession  continue  to  study  this  bill. 

The  Codification  Bill  of  the  U.  S.  P.  H.  Service 
has  been  passed.  This  bill  permits  osteopaths  to  be 
appointed  as  reserve  officers  for  the  duration  and  for 
six  months  after  the  war. 

The  Barden-LaFollette  Bill  to  rehabilitate  civilians 
has  been  passed.  This  provides  for  physical  restora- 
tion of  the  disabled.  It  creates  advisory  committees 
on  federal  and  state  levels.  Developments  in  this 
field  should  be  watched  closely. 

The  House  Appropriations  Committe  has  rejected 
an  appropriation  of  $1,000,000  for  relocating  physi- 
cians in  critical  areas.  It  was  felt  by  the  House  that 
this  problem  could  be  met  by  local  communities. 
The  bill  is  now  before  a Senate  committee. 

The  program  to  provide  obstetrical  and  pediatric 
care  for  service  men’s  wives  and  children  was 
initiated  by  the  Children’s  Bureau  in  1941  without 
the  aid  of  any  legislation.  The  Children’s  Bureau 
simply  made  the  money  available,  adding  to  the 
original  amount  during  the  following  summer.  Bills 
on  this  program  all  died  in  Congress  but  in  January 
1943  the  President  asked  Congress  for  $1,200,000 
for  this  program.  This  request  was  rejected  by  the 
House  Appropriations  Committee  on  the  ground 
that  there  had  been  no  legislation  passed.  However, 
the  Senate  conceded  to  the  President’s  request  and 
the  House  reversed  its  decision.  The  original 
$1,200,000  lasted  only  two  or  three  months.  It  was 
followed  by  a request  in  July  1943  for  $4,400,000 
and  in  September  for  $18,620,000,  all  of  which  was 
granted.  Following  action  by  the  House  of  Delegates 
of  the  A.M.A.  last  June,  an  effort  was  made  in 
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Congress  to  have  payments  under  this  program 
made  directly  to  the  recipients  of  medical  care  and 
not  to  the  physicians  and  the  hospitals  as  now 
arranged.  This  was  defeated.  No  hearing  has  ever 
been  held  to  discuss  the  merits  of  this  program. 

THE  MATERNITY  AND  CHILD  CARE  PROGRAM 

Fernald  Foster’s  opening  remarks  on  this  program 
go  to  the  very  heart  of  the  problem:  “A  discussion 
of  this  program  would  have  been  much  more  to  the 
point  if  it  had  been  conducted  before  the  program 
went  into  effect  rather  than  now.”  North  Dakota, 
Louisiana  and  Texas  are  the  only  states,  according 
to  Dr.  Foster,  which  have  not  approved  the  mater- 
nity and  child  care  program  of  the  Children’s 
Bureau.  In  the  majority  of  states  organized  medicine 
has  not  approved  it  but  the  program  has  been  en- 
dorsed by  the  State  Department  of  Health.  The 
plan  does  not  take  into  consideration  all  complica- 
tions and  emergencies.  (Dr.  Daily  of  the  Children’s 
Bureau  refuted  this  statement.)  This  program  may 
well  be  an  entering  wedge  for  the  complete  social- 
ization of  medicine.  The  Michigan  State  Medical 
Society  has  disapproved  the  program  but  permits 
individual  physicians  to  enter  into  the  plan  if  they 
wish. 

In  the  discussion  of  this  subject  Dr.  Bauer  of  the 
A.  M.  A.  who  is  a member  of  the  Advisory  Com- 
mittee of  the  Children’s  Bureau  revealed  just  how 
little  an  advisory  committee  can  do  in  changing 
policies.  The  Advisory  Committee  in  this  instance 
had  recommended  that  intercurrent  disease  in  preg- 
nancy be  paid  for  outside  the  program  if  of  not 
more  than  seven  days  duration.  The  question  as  to 
whether  or  not  this  program  was  for  the  duration 
only  or  merely  a foot  in  the  door  was  discussed 
with  considerable  fervor  and  it  was  emphasized  that 
the  plans  for  this  program  had  never  been  laid 
before  the  medical  profession.  In  spite  of  the  suc- 
cessful functioning  today  in  several  sections  of  the 
LTnited  States  of  cash  payment  plans  for  medical 
care,  Dr.  Daily  offered  the  old  argument  that  bene- 
fit payments  to  the  individual  are  not  satisfactory 


because  the  physician  and  the  hospital  are  not  al- 
ways paid  under  this  method.  (The  1943  House  of 
Delegates  of  A.  M.  A.  asked  Congress  to  change 
the  method  of  payment  under  this  program,  insti- 
tuting cash  benefit  payments  directly  to  the  recipi- 
ents. Congress  voted  against  this  change.)  Dr. 
George  Kress,  Secretary  of  the  California  Medical 
Association,  expressed  the  opinion  that  the  only 
hope  we  as  physicians  have  in  preventing  the  con- 
tinuation of  this  program  as  it  is  now  set  up  is  to 
educate  our  Congressmen  not  to  continue  voting- 
appropriations  for  the  program. 

COOPERATIVE  MEDICAL  ADVERTISING  BUREAU 

1 he  dinner  meeting  of  the  Journal  Editors  was 
devoted  to  the  presentation  of  the  work  of  the 
Council  on  Pharmacy  and  Chemistry  by  its  secre- 
tary, Austin  E.  Smith,  and  to  a discussion  of  the 
operation  of  the  Cooperative  Medical  Advertising 
Bureau.  The  anomalous  position  of  the  Bureau  as 
a part  of  the  A.  M.  A.  and  yet  in  competition  with 
the  Journal  of  the  A.  M.  A.  was  emphasized.  Many 
of  the  state  journal  editors  have  been  dissatisfied 
with  their  relationships  with  the  Cooperative  Med- 
ical Advertising  Bureau  and  this  has  been  due 
chiefly  to  lack  of  information  obtainable  on  the 
operation  of  the  Bureau.  1 he  opinion  was  ex- 
pressed that  the  Bureau  could  operate  more  to  the 
advantage  of  the  state  journals  if  it  were  divorced 
from  the  A.  M.  A.,  or  at  least  given  more  independ- 
ence of  operation.  Recently  the  Trustees  of  the 
A.  Ad.  A.,  at  the  request  of  the  various  state  journal 
editors,  increased  the  Advisory  Committee  of  the 
Bureau  to  five  so  that  at  the  present  time  the  Com- 
mittee consists  of  the  following:  Olin  West,  secre- 
tary of  the  A.  Ad.  A.,  Chairman;  Will  Braun,  busi- 
ness manager  of  the  Journal  of  the  A.  Ad.  A.;  E.  M. 
Shanklin,  editor  of  the  Journal  of  the  Indiana  State 
Medical  Association;  Walter  E.  Vest,  editor  of  the 
West  Virginia  Medical  Journal;  and  Stanley  B. 
Weld,  editor  of  the  Connecticut  State  Adedical 
Journal.  This  committee  plans  to  meet  four  times 
a year. 
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MEDICINE  AND  THE  WAR 


THE  FAMILY  PHYSICIAN  AND  THE  U.  S.  CADET  NURSE  CORPS 

Thomas  Parran,  m.d.,  f.a.c.p.,  Washington,  D.  C. 


The  Author.  Surgeon  General  of  the  United  States 
Public  Health  Service 


npHE  needs  of  the  war  effort  make  imperative  a 
considerable  increase  in  the  numbers  of  nurses 
for  essential  civilian  and  military  services.  To  aid  in 
meeting  this  need,  the  Congress,  in  passing  the  Bol- 
ton Act,  has  created  the  United  States  Cadet  Nurse 
Corps. 

It  is  natural  that  young  women  who  contemplate 
joining  the  Cadet  Nurse  Corps  will  turn  to  the 
family  physician  for  advice  and  guidance  on  this 
matter.  In  pointing  out  to  the  prospective  cadet 
nurse  some  of  the  reasons  why  she  is  needed  and 
how  joining  the  Corps  will  benefit  both  herself  and 
her  country,  the  physician  on  the  home  front  will 
be  making  still  another  patriotic  contribution  to 
the  prosecution  of  the  war.  Furthermore,  it  is  to  the 
physician’s  own  interest  to  stimulate  recruitment, 
since  as  his  load  of  work  becomes  heavier,  nurses 
can  be  of  increasing  assistance  to  him  not  only  in 
hospitals  but  also  in  his  office  and  in  his  patients’ 
homes. 

To  aid  the  physician  in  giving  counsel  which  is 
specific  and  which  will  lead  to  action  on  the  part 
of  the  Cadet  Nurse  candidate,  the  following  sugges- 
tions are  offered. 

THE  BOLTON  ACT 

In  essence,  the  Bolton  Act  provides  for  grants-in- 
aid  to  nursing  schools  whereby  the  student  nurse  is 
relieved  of  the  burden  of  tuition,  fees,  and  other 
expenses  which  she  ordinarily  would  have  to  meet 
herself,  and  in  addition  she  is  paid  a monthly  stipend. 
Schools  participating  in  the  program  will  continue 
to  select  their  students  and  to  plan  and  operate  their 
own  curricula.  Certain  broad  requirements  are 
specified  with  regard  to  minimum  standards  of 
nursing  education,  acceleration  of  the  curriculum, 


and  agreement  by  each  cadet  nurse  that  she  will 
continue  in  military  or  essential  civilian  nursing 
service  for  the  duration  of  the  war. 

I he  effect  of  the  Bolton  Act  will  be  to  produce 
more  nurses  by  stimulating  recruitment  of  students 
and  by  speeding  up  training.  Recruitment  of  student 
nurses  has  met  severe  competition  from  the  many 
opportunities  available  at  present  to  high  school 
graduates,  especially  in  the  uniformed  services  and 
in  war  industry,  where  pay  is  immediate  without 
fui  t her  training.  Allotments  of  funds  to  the  nursing 
schools  will  aid  in  meeting  this  competition,  and  will 
further  assist  the  schools  in  accelerating  their 
curricula  so  that  training  will  be  more  rapid. 

NEED  FOR  65,000  STUDENT  NURSES 

Several  factors  have  combined  to  create  the 
present  shortage  of  nurses.  Sixty-five  thousand  new 
students  in  our  nursing  schools  this  year  has  been 
set  as  the  goal  to  help  relieve  this  shortage. 

By  recruitment  of  an  increased  number  of  stu- 
dents and  providing  an  accelerated  curriculum  the 
program  will  enable  student  nurses  to  fill  many  of 
the  needs  in  hospitals  and  to  release  graduate  nurses 
for  military  and  civilian  war  services. 

More  people  are  being  hospitalized.  Hospitaliza- 
tion saves  the  physician  s time,  and  civilian  physi- 
cians  are  fewer  in  number  and  busier  now  than  ever. 
Adore  people  are  having  babies.  The  financial  burden 
of  hospitalization  is  less  than  formerly  because 
people  have  higher  incomes  and  because  of  increased 
use  of  hospital  insurance.  Full  hospitals  need  more 
nurses. 

A large  number  of  nurses  have  already  joined  the 
Army  and  Navy  and  many  more  are  needed  as  the 
strength  of  our  forces  increases;  the  current  re- 
quirement is  2,500  nurses  per  month. 

Crowded  living  conditions  in  war-boom  areas 
require  increased  efforts  to  safeguard  the  health  of 
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civilians.  Public  health  nurses  are  key  workers  in 
this  program. 

The  great  increase  in  war  industry  requires  more 
nurses  for  plant  preventive  and  first-aid  services, 

UNITED  STATES  CADET  NURSES 

By  the  distinctive  outdoor  uniform,  hearing  the 
insignia  of  the  United  States  Public  Health  Service 
and  of  the  United  States  Cadet  Nurse  Corps,  the 
cadet  is  identified  as  being  engaged  in  an  activity 
recognized  as  vitally  important  in  the  war  effort. 

Unlike  those  working  at  many  war  jobs,  the 
cadet  receives  full  training  and  standing  in  a pro- 
fession which  will  he  permanently  useful,  both  to 
herself  and  to  society. 

Full  tuition  and  maintenance,  including'  the  uni- 
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form,  are  furnished  the  cadet,  and  in  addition  she 
receives  a regular  monthly  stipend  which,  although 
too  small  to  attract  those  interested  primarily  in 
monetary  return,  is  yet  sufficient  so  that  no  girl  need 
be  deterred  by  financial  obstacles  from  seeking  a 
nursing  education.  Stipends  will  amount  to  $15  pet- 
month  during  the  first  nine  months  of  rationing, 
$20  during  the  next  fifteen  to  twenty-one  months, 
and  $30  or  more  for  the  six  to  twelve  months  re- 
maining before  graduation. 

1 he  prospective  cadet  is  free  to  enter  the  nursing 
school  of  her  choice,  provided  only  that  the  school 
is  participating  in  the  program,  and  that  she  herself 
is  able  to  meet  the  scholastic,  personal  and  physical 
requirements  of  that  school. 

While  the  cadet  is  required  to  agree  that  after 
graduation  she  will  continue  in  essential  nursing  for 
the  duration  of  the  war,  it  is  to  be  emphasized  that 
she  is  not  compelled  to  enter  military  service.  On 
graduation,  she  is  free  to  choose  among  the  military 
services  and  numerous  civilian  nursing  activities.  It 
is  to  be  noted  that  Army  nursing  and  many  civilian 
positions  are  open  to  married  nurses.  Whether  or  not 
a cadet  may  marry  during  her  training  is  dependent 
entirely  on  the  regulations  of  the  school  in  which 
she  is  enrolled. 

JOINING  THE  UNITED  STATES  CADET  NURSE  CORPS 

1 he  young  woman  who  is  interested  in  joining  the 
United  States  Cadet  Nurse  Corps  should  inquire 
from  the  nursing  school  of  her  own  choice  as  to 
whether  it  is  participating  in  the  program.  She  must 
be  a high  school  graduate;  other  admission  require- 
ments vary  among  individual  schools. 


It  is  suggested  that  it  may  be  recommended  to 
prospective  cadets  that  they  obtain  catalogs  of  at 
least  three  schools  before  making  a final  selection.  A 
booklet  entitled  “Nursing  and  How  to  Prepare  for 
It”  will  prove  helpful  to  young  women  and  may  be 
obtained  free  from  the  National  Nursing  Council 
for  War  Service,  1790  Broadway,  New  York,  N.  Y. 

Lists  of  the  1,300  nursing  schools  in  the  United 
States  which  are  accredited  by  State  Boards  of  Nurse 
Examiners  are  also  available  from  the  National 
Nursing  Council  for  War  Service.  The  State  Board 
of  Nurse  Examiners  can  supply  a list  of  the  schools 
in  each  State. 

For  convenient  reference  by  physicians  attention 
is  called  to  the  fact  that  the  annual  Hospital  Num- 
ber of  the  Journal  of  the  American  Medical  Associa- 
tion (the  1943  edition  is  dated  March  27)  indicates, 
in  its  list  of  registered  hospitals,  those  having  an 
accredited  nursing  school. 

Articles  on  the  United  States  Cadet  Nurse  Corps 
are  appearing  currently  in  medical,  nursing  and  hos- 
pital journals.1  Local  nursing  schools,  the  State 
Leagues  of  Nursing  Education,  or  the  Division  of 
Nurse  Education,  U.  S.  Public  Health  Service  of  the 
Federal  Security  Agency,  Washington  2 5,  D.  C.,  can 
supply  additional  information. 

Physicians  are  urged  to  utilize  every  means  to 
stimulate  interest  among  young  women  in  this  new 
opportunity  to  aid  in  meeting  an  urgent  war  need. 

1.  Parran,  T.:  J.  A.  M.  A.,  1943,  122,  752. 


Connecticut  Graduates  More  Aviation 
Physicians 

On  October  27,  1943,  the  School  of  Aviation 
Medicine  at  Randolph  Field,  Texas,  among  others 
graduated  two  more  physicians  from  Connecticut, 
Captain  Harry  A.  Bergendahl  of  Taftville  and  1st 
Lieutenant  John  H.  Gilbert  of  Stamford.  Only  two 
other  New  England  States,  Maine  and  Massachusetts, 
were  represented  in  this  graduating  class. 

At  the  previous  graduation  exercises  of  The 
School  of  Aviation  Medicine  held  earlier  in  Octo- 
ber 1943,  Connecticut  was  again  represented,  this 
time  by  three  more  of  its  physicians.  The  three  thus 
honored  were  Captains  Donald  L.  Ferris,  Green- 
wich, John  S.  Hathaway,  New  Haven,  and  Charles 
E.  Windus.  New  Haven. 
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Army  Hospital  Train  Ready  For  Service, 
After  Training  Use 

Forerunner  of  others  to  come,  a ten-car  hospital 
train  for  the  United  States  Army  Medical  Corps  has 
just  been  completed  and  is  now  in  use  for  training 
purposes  in  Southern  California  before  going  to  a 
combat  area  overseas. 

The  ten-car,  all-steel  train  was  built  at  a cost  of 
$135,000  by  the  Pullman  Standard  Company,  and  is 
illuminated  throughout  with  fluorescent  lamps  in  a 
variety  of  fixtures  all  specially  designed  and  en- 
gineered by  Sylvania  Electric  Products  Inc.,  under 
special  dispensation  of  the  War  Production  Board. 

Staffed  by  five  medical  officers,  seven  nurses  and 
33  enlisted  men,  the  train  is  the  last  word  in  modern 
equipment  and  design  for  the  transport  of  casualties. 
Narrower  and  shorter  than  standard  sized  American 
railroad  cars,  the  cars  of  the  hospital  train  were 
especially  constructed  to  roll  on  the  sharp  curves, 
and  steep  inclines  of  foreign  tracks.  Four  cars  are 
for  personnel,  220-volt  generators  and  steam  boilers 
for  heating  and  ventilating,  kitchen-dining  and 
pharmaceutical  facilities. 

Six  of  the  cars  are  ward  cars,  each  providing 
berths  for  sixteen  bed  patients,  or  more  “sit-up” 
patients  with  the  double  decker  berths  folded  down. 
In  the  center  of  each  ward  car  is  an  emergency  oper- 
ating area,  a cleared  space  free  of  berths.  Stretchers 
may  be  carried  into  the  train  through  double  size 
doors  in  the  center  of  the  car,  placed  on  portable 
standards,  and  used  as  an  operating  table  without 
transfer  of  the  casualty. 

At  these  points,  as  throughout  the  train,  four-foot 
fluorescent  lamps,  set  in  recessed  ceiling  reflectors 
furnish  the  illumination.  Army  specifications  called 
for  fluorescents  for  their  advantages:  they  are  cool, 
glareless  and  eliminate  undesirable  shadows.  From 
the  lighting  point  of  view,  the  train  is  apt  to  be  a 
prototype  for  widespread  postwar  railroading. 

Although  Medical  Corps  officers  aboard  the  train 
said  there  was  no  official  information  on  additional 


trains  to  be  built,  it  has  been  rumored  that  an  order 
for  many  more  hospital  trains  is  nearly  ready  for 
official  announcement. 


Dr.  Klumpp  Honored 

In  recognition  of  his  “distinguished  services  in 
medicinal  chemistry,”  the  Philadelphia  College  of 
Pharmacy  and  Science  conferred  the  honorary  de- 
gree of  doctor  of  science  on  Theodore  G.  Klumpp, 
m.d.,  president  of  Winthrop  Chemical  Company,  at 
the  122-year-old  school’s  commencement  exercises 
at  Philadelphia  (Wednesday  evening,  November  3). 
Dr.  Ivor  Griffith,  president  of  the  college,  which 
was  the  first  school  of  pharmacy  in  the  Western 
Hemisphere,  conferred  the  degree. 

In  an  address,  “Your  World  of  Tomorrow,”  Dr. 
Klumpp  pointed  out  dangers  in  extending  federal 
control  over  science  and  said  the  Wagner-Murray- 
Dingle  Bill  “would  place  in  the  hands  of  a single 
political  appointee  the  power  and  authority: 

“1.  To  hire  doctors— possibly  all  doctors— at  fixed 
salaries  to  provide  medical  service. 

“2.  To  designate  which  doctors  can  be  specialists. 

“3.  To  determine  the  number  of  individuals  for 
whom  a physician  can  provide  service. 

“4.  To  determine  arbitrarily  what  hospitals  or 
clinics  may  provide  services  for  patients.” 

Dr.  Klumpp  predicted  that  because  pharmacy  and 
medicine  are  so  closely  related,  enactment  of  the  bill 
would  result  in  regimentation  of  both  sciences.  He 
said  that  more  than  100  plans  for  extending  medical 
care  are  now  being  tried  and  that  out  of  these  would 
evolve  one  or  several  plans  worthy  of  broader 
application. 

Dr.  Klumpp,  a native  of  New  York  City,  was 
graduated  from  Princeton  in  1924  and  from  Har- 
vard Medical  School  in  1928.  He  taught  internal 
medicine  at  Yale  University  Medical  School  from 
1932  to  1936,  and  still  maintains  his  membership  in 
the  Connecticut  State  Medical  Society. 
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PUBLIC 

AFFAIRS 


MEDICAL  CARE  PROGRAM  OF  THE  OFFICE  OF  COMMISSIONER  OF  WELFARE 

Leonard  Parente,  m.d.,  Hartford 


The  Author.  Medical  Advisor,  Office  of  Commis- 
sioner of  Welfare 


T n order  to  advise  the  State  Office  of  Commissioner 
-*•  of  Welfare  on  matters  concerning  the  medical 
care  program  of  his  department,  Mr.  Robert  J. 
Smith,  Commissioner  of  Welfare  for  Connecticut, 
has  selected  the  following  General  Advisory  Board: 

Mr.  Austin  T.  Barney,  Chairman— to  represent  the 
general  public  and  the  Public  Welfare  Council. 

Dr.  James  R.  Miller— to  represent  the  State  Medi- 
cal Society. 

Dr.  Floyd  R.  Jones— to  represent  the  Connecticut 
State  Dental  Association. 

Mr.  William  B.  Sweeney— to  represent  the  State 
Hospital  Association. 

Miss  Elizabeth  P.  Rice— to  represent  social 
workers. 

Dr.  Leonard  Parente— Medical  Advisor,  Office  of 
Commissioner  of  Welfare. 

This  General  Advisory  Board  held  its  first  meet- 
ing on  August  12,  1943,  and  suggested  the  forma- 
tion of  three  technical  advisory  subcommittees— 
medical,  dental,  and  hospital— to  advise  on  profes- 
sional policies,  standards,  and  procedures  regarding 
those  special  fields.  The  dental  and  hospital  techni- 
cal advisory  committees  were  selected  and  have 
had  several  meetings  in  reference  to  their  special 
field  in  the  medical  care  program.  The  following 
medical  technical  advisory  committee  was  selected 
from  names  presented  by  the  State  Medical  Society: 


James  R.  Miller,  Chairman;  T heodore  S.  Evans, 
Chris  H.  Neuswanger,  David  Gaberman,  Alfred 
Labensky,  D.  C.  Y.  Moore. 

This  committee  held  its  first  meeting  in  New 
Haven  on  September  29,  1943  and  began  to  work 
on  medical  standards  of  kind,  quality,  quantity,  and 
costs.  Since  medical  cost  standards  were  urgently 
needed,  a preliminary  medical  cost  standard  listing 
charges  for  house  calls,  office  calls,  and  consultants’ 
calls  was  developed  by  the  committee  and  presented 
for  approval  to  the  Council  in  behalf  of  the  State 
Medical  Society.  This  approval  has  been  given  by 
the  Council  of  the  Society,  and  the  preliminary  cost 
standard  is  now  available.  This  cost  standard  as 
developed  by  the  advisory  committee  has  been 
accepted  by  the  State  Commissioner  of  Welfare  also 
and  will  be  put  into  immediate  use  by  the  Office  of 
Commissioner  of  Welfare. 

It  is  recognized  under  present  day  cost  of  living 
that  the  cost  standard  offered  is  not  commensurate 
with  the  value  of  the  services  given  by  the  medical 
profession,  and  this  generous  contribution  of  the 
medical  profession  is  fully  appreciated.  Furthermore, 
it  should  be  emphasized  that  this  cost  standard  shall 
not  be  construed  as  establishing  the  charges  for 
similar  services  in  ordinary  practice. 

By  the  proper  use  of  the  general  advisory  board 
and  technical  advisory  committees,  it  is  the  aim  of 
the  Office  of  Commissioner  of  Welfare  to  set  up 
standards  of  kind,  quality,  quantity,  and  cost  for  its 
department  so  that  the  state  welfare  cases  can  be 
assured  of  a good  quality  of  medical  care  at  a 
reasonable  cost. 


4o 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


CONNECTICUT  AND  THE  SOCIAL  SECURITY  ACT 

Charles  G.  Chakerian,  New  London 


The  Author.  Associate  Professor  of  Economics , 
Connecticut  College  and  Lecturer  in  Social  Work, 
Hartford  Seminary  Foundation 


'T'he  1930  decade  will  go  down  in  history  as  the 
period  in  which  the  Federal  Government,  for 
the  first  time,  deviated  from  its  characteristic  tradi- 
tional policy  of  limited  action  and  accepted  sub- 
stantial responsibility  in  the  field  of  public  welfare. 
The  trend  in  question  may  be  said  to  have  made  its 
official  appearance  during  the  Hoover  administration 
of  1930  when  the  President’s  Emergency  Committee 
for  Employment  was  created  to  help  alleviate  con- 
ditions by  stimulating  private  employment  and  by 
promoting  local  relief  programs.  In  the  summer  of 
1931,  the  President’s  Organization  on  Unemploy- 
ment Relief  was  organized;  on  October  5 of  the 
same  year  the  Federal  Farm  Board  made  special 
arrangements  for  selling  wheat  and  cotton  to  relief 
agencies;  and  in  December,  the  United  States  Army 
distributed  blankets,  cots,  and  salvaged  army  cloth- 
ing. In  the  spring  of  1932,  the  Federal  Farm  Board, 
through  the  American  Red  Cross,  gave  flour  milled 
from  surplus  wheat  to  families  on  relief.  Finally,  on 
July  21,  1932,  President  Hoover  signed  the  Emer- 
gency Relief  and  Construction  Act  which  carried 
an  appropriation  of  more  than  two  billion  dollars 
out  of  which  the  Reconstruction  Finance  Corpora- 
tion was  authorized  to  lend  to  cities  for  relief  pur- 
poses the  sum  of  three  hundred  million  dollars. 

From  such  staccato  and  sporadic  beginnings,  the 
trend  of  federal  activity  in  the  field  of  public  wel- 
fare gathered  momentum  during  the  presidency  of 
Franklin  D.  Roosevelt.  In  speedy  succession,  laws 
were  enacted  to  create  or  to  strengthen  the  CWA, 
FERA,  WPA,  PWA,  and  numerous  other  agencies. 
But  perhaps  the  most  far  reaching  development  of 
the  decade  was  the  enactment  of  the  Social  Security 
Act  in  1935.  With  the  passage  of  time,  it  is  increas- 
ingly being  realized  that  this  piece  of  federal  legis- 
lation is  profoundly  affecting  not  only  the  economic 
and  social  lives  of  individuals,  but  also  the  functions, 
the  finances,  the  administrative  machinery,  and  to 


some  extent  the  very  independence  of  the  local, 
state,  and  federal  layers  of  government. 

THE  SOCIAL  SECURITY  ACT 

As  amended  in  1939,  the  Social  Security  Act  is 
an  omnibus  and  an  enabling  measure  of  tremendous 
scope.  Its  economic,  health,  and  welfare  provisions 
fall  into  three  major  categories. 

I.  Social  Insurance.  It  provides  for  two  systems 
of  insurance:  (1)  a federally  administered  old  age 
and  survivors’  benefits  scheme  financed  by  an  income 
tax  on  the  wages  of  “covered”  employees  and  an 
excise  tax  levied  on  their  employers;  (2)  federally 
promoted  and  controlled  but  state  created  and 
administered  programs  of  unemployment  compen- 
sation financed  by  a federal  payroll  tax  levied  on 
employers  in  “covered”  industries. 

II.  Public  Assistance.  Through  the  inducements 
of  grants-in-aid,  the  act  encourages  the  several  States 
to  inaugurate  or  to  extend  previously  established 
systems  of  public  assistance  providing  for  the  main- 
tenance of  needy  (1)  aged  and  (2)  blind  individuals, 
and  (3)  dependent  children. 

III.  Public  Services.  Also  through  the  use  of  the 
grants-in-aid  device,  the  several  States  are  induced 
to  set  up  new  or  to  strengthen  and  extend  existing 
public  services  in  the  fields  of  (1)  child  welfare,  (2) 
crippled  children,  (3)  maternal  and  child  health, 
(4)  public  health,  and  (5)  vocational  rehabilitation. 

There  are  many  other  provisions,  mostly  financial 
and  administrative,  not  directly  related  to  this  article. 
Therefore,  they  need  not  be  considered  at  this  time. 

Having  been  passed  by  Congress,  the  act  received 
Presidential  approval  on  August  14,  1935.  It  has  now 
been  in  force  for  some  eight  years.  What  have  been 
its  effects  on  the  aged  and  venerable  provisions  of 
the  Connecticut  system  of  welfare? 

SOCIAL  INSURANCE 

In  1935,  there  were  no  systems  of  public  insur- 
ance at  work  in  Connecticut.  The  severity  of  the 
1929  depression  had  caused  numerous  unemploy- 
ment insurance  proposals  to  be  submitted  to  the 
Legislature.  Several  commissions  had  been  ap- 
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pointed  to  study  the  matter.  One  of  them,  the  Con- 
necticut Unemployment  Commission,  in  its  report 
to  the  Governor  in  December,  1932,  had  recom- 
mended unanimously  that  “no  legislative  action  re- 
quiring the  setting  up  of  cash  reserves  for  unemploy- 
ment benefits  be  taken  by  the  next  (1933)  General 
Assembly,”  but  urged,  in  traditional  Connecticut 
fashion,  that  firms,  acting  voluntarily,  take  steps  “to 
provide  some  protection  to  their  stable  employees 
against  the  sudden  loss  of  earnings  through  causes 
entirely  beyond  themselves.” 

This  position  was  adhered  to  strictly  with  the 
result  that  at  the  time  the  federal  Act  was  passed 
in  1935,  the  unemployed,  whether  unemployables 
or  otherwise,  were  provided  for  under  the  newer 
federal  emergency  relief  programs  in  which  the  state 
participated. 

The  enactment  into  law  of  the  federal  security 
program  had  immediate  repercussions  in  practically 
all  the  states.  In  Connecticut,  Governor  Wilbur  L. 
Cross  appointed,  at  once,  a special  commission  to 
study  the  matter.  In  reporting  back  to  him  in 
November,  1936,  a majority  of  the  Commission 
urged  the  immediate  establishment  of  an  unemploy- 
ment insurance  system  for  two  reasons:  ( 1 ) to  help 
the  able  bodied  unemployed,  and  (2)  to  take  ad- 
vantage of  the  federal  taxes  which  otherwise  would 
be  lost  to  the  state. 

On  November  30,  1936,  a special  session  of  the 
General  Assembly  convened  by  the  Governor  acted 
favorably  on  the  proposal  with  the  result  that  Con- 
necticut for  the  first  time  in  its  history  embarked  on 
a comprehensive  system  of  state  unemployment  in- 
surance. On  December  3,  the  measure  was  submitted 
for  approval  to  the  Federal  Government  which 
approved  it  five  days  later.  Further  evidence  that 
such  action  was  at  least  partially  the  result  of  the 
somewhat  coercive  nature  of  the  federal  Act  is 
found  in  the  Governor’s  message  to  the  General 
Assembly.  In  convening  the  special  session,  he  stated 
that  “it  now  remains  for  you  to  consider  an  Act 
providing  for  Unemployment  Compensation,  which 
must  be  passed  early  in  December,  in  order  to  secure 
all  possible  benefits  from  the  Federal  Government. 
This  situation  creates  an  acute  emergency.  It  is  for 
the  General  Assembly  to  determine  whether  the 
State  shall  adopt  an  unemployment  compensation 
plan  in  harmony  with  the  provisions  of  the  Social 
Security  Act,  which,  becoming  operative  as  of 
January  1,  1936,  lavs  a tax  on  the  payrolls  of  large 
groups  of  employers  for  unemployment  compensa- 


tion. If  you  take  favorable  action  by  early  Decem- 
ber on  a bill  meeting  the  requirements  of  the  Social 
Security  Act,  ninety  per  cent  of  the  income  from 
these  taxes  will  be  available  to  the  State  of  Con- 
necticut for  unemployment  benefits,  and  the  ex- 
pense of  administration  of  the  plan  will  be  borne  by 
the  Federal  Government.  If  you  fail  to  enact  such 
a law  by  early  December,  the  proceeds  of  these 
taxes— for  1936,  at  least— will  become  a part  of  the 
general  revenue  of  the  Federal  Government,  subject 
to  such  uses  as  Congress  may  direct.”  Flere  is  a 
perfect  example  of  the  use  of  the  tax  power  to  effect 
social  reforms. 

Once  adopted  the  plan  developed  with  phenom- 
enal rapidity.  As  of  March  31,  1943,  the  cumulative 
collection  and  interest  totalled  $125,147,399  out  of 
which  more  than  $28,500,000  were  paid  in  benefits, 
leaving  a balance  of  more  than  $96,500,000  in  avail- 
able funds.  The  Board’s  annual  report  for  the  1941 
fiscal  year  reports  the  following  facts  regarding  the 
operation  of  the  Connecticut  system:  The  approved 
and  administrative  budget  was  $1,501,909  of  which 
amount  the  state  contributed  $40,593.  There  were 
10,545  subject  firms  and  780,000  “covered”  workers. 
Out  of  a total  of  70,656  claims  filed,  55,658  were 
allowed  with  the  result  that  there  were  6,566  bene- 
ficiaries weekly,  the  funds  paid  out  amounting  to 
$3,234,000  for  a total  of  341,427  compensated  weeks. 

The  Old  Age  and  Survivors’  Benefits  system  is  an 
outright  federal  scheme  calling  for  no  state  partici- 
pation. But  that  the  social  and  economic  life  of  the 
several  States  is  likely  to  be  affected  by  the  measure 
once  it  becomes  fully  operative  there  can  be  little 
doubt.  As  of  June  27,  1941,  accounts  numbering 
865,133  had  been  established  for  Connecticut  em- 
ployees. On  the  monthly  benefit  rolls  there  were 
7,053  beneficiaries  receiving  monthly  benefits  in 
excess  of  $135,000.  A clearer  indication  of  its 
economic  significance  to  Connecticut  is  found  in 
the  contributions  collected.  They  amount  to 
$19,982,000  in  the  first  nine  months  of  the  fiscal  year 
ended  June  30,  1943. 

PUBLIC  ASSISTANCE 

In  1935,  as  in  1635,  the  basic  principle  of  poor 
relief  in  Connecticut  was  local  responsibility.  The 
selectmen,  acting  in  the  capacity  of  overseers  of  the 
poor,  supported  paupers  either  in  almshouses  or  by 
giving  them  outdoor  relief  in  cash  or  in  kind.  The 
state  government  performed  certain  limited  func- 
tions, such  as  reimbursing  towns  for  aid  granted 
paupers  having  no  settlement;  collecting  informa- 
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tion  and  statistics  on  pauperism  and  the  administra- 
tion of  the  poor  laws  and  publishing  same  with 
appropriate  comments;  inspecting  and  visiting  wel- 
fare institutions  and  promoting  desirable  service 
standards.  It  is  significant  that  this  situation  still  pre- 
vails in  the  field  of  general  public  assistance.  Could 
the  reason  lie  in  the  fact  that  the  Federal  Govern- 
ment has  stayed  on  the  whole,  outside  this  realm  of 
public  welfare? 

By  contrast,  the  1935  Conneticut  provisions  for 
the  care  of  the  needy  (1)  aged  and  (2)  blind  indi- 
viduals, and  (3)  dependent  children  have  undergone 
major  modifications  under  the  impact  largely  of  the 
Social  Security  Act. 

The  Aged.  The  1935  Legislature,  in  conformity 
with  growing  public  pressure  but  more  especially 
in  anticipation  of  forthcoming  federal  financial 
. grants,  adopted  a system  of  old  age  assistance  which 
contained  a provision  permitting  its  modification  in 
response  to  future  federal  legislation.  The  Connecti- 
cut law,  which  became  effective  May  1,  1935,  stated 
that  no  applications  were  to  be  received  prior  to* 
October  1,  1935,  and  no  grants  were  to  be  made 
prior  to  April  15,  1936.  The  Federal  Government 
approved  the  measure  on  February  4,  1936,  and 
federal  funds  were  made  available  on  April  15, 
1936.  By  April,  1943,  approximately  one  half  million 
dollars  a month  was  being  paid  more  than  16,000 
beneficiaries.  Federal  contributions  to  Connecticut 
for  old  age  assistance  amounted  to  $3,182,134.93 
during  the  fiscal  year  ended  June  30,  1942.  From 
the  old  age  assistance  tax  $2,225,000  was  secured 
necessitating  an  additional  loan  of  $2,500,000  from 
the  State  General  Fund.  As  it  operated  over  this 
first  seven  year  period,  the  measure  gave  strong  indi- 
cations of  evolving  into  a full-fledged  pension 
system. 

The  Blind.  Most  of  the  1935  provisions  for  the 
blind  in  Connecticut  were  for  medical,  welfare,  and 
educational  services  rather  than  for  relief  and  main- 
tenance. It  is  true  that  a 1921  law  had  authorized  the 
Board  of  Education  of  the  Blind  to  extend  aid  in 
their  own  homes  to  needy  adult  blind  residents  of 
the  state  to  the  extent  of  not  more  than  $30  per 
month.  The  Board,  however,  never  undertook  to 
provide  relief,  “the  contention  being  that  the  sup- 
port of  indigent  blind  persons  should  devolve  upon 
the  towns  where  they  have  a legal  residence,  as 
provided  for  by  statute.”1  The  Board  did  expend  in 
1935  some  $20,000  for  highly  specialized  forms  of 
relief  and  service,  involving  medical  and  hospital 


care,  and  follow-up  procedure.  Special  needs  were 
met  and  in  some  instances  relief  allotments  of  other 
agencies  were  supplemented.  But  the  needv  blind 
were  still  cared  for,  by  and  large,  under  the  pauper 
laws  of  the  state. 

As  a result  of  various  pressures,  the  Board  of 
Education  of  the  Blind  submitted  a plan  to  Wash- 
ington which  was  approved  on  February  4,  1936, 
and  under  which  it  chose  to  function  through  June 
of  the  same  year.  During  this  five  month  period  an 
average  of  155  needy  blind  individuals  were  aided 
with  the  help  of  some  $10,000  from  federal  grants 
over  and  above  expenditures  from  state  funds. 

From  July  1,  1936  on,  the  Board  of  Education  for 
the  Blind  went  back  to  its  established  ways  of  doing 
its  work  and  refused  to  send  in  further  requests  for 
federal  funds.  Finally  the  1937  Legislature  accepted 
the  State  Pauper  Law  Commission’s  recommendation 
to  so  amend  the  old  age  assistance  law  as  to  extend 
to  needy  blind  individuals,  regardless  of  age,  the 
provisions  thereof.  Such  action  was  in  1938  approved 
by  the  federal  Social  Security  Board.  Connecticut 
thus  embarked  on  a program  of  assistance  to  the 
blind  through  which  a total  of  $4,733  was  paid  157 
beneficiaries  during  the  month  of  April,  1943.  Fed- 
eral contributions  to  the  program  during  the  fiscal 
year  ended  June  30,  1942,  totalled  $34,411.39. 

The  Dependent  Children.  With  respect  to  depend- 
ent children,  the  Connecticut  picture  in  1935  was 
confusing,  to  say  the  least.  There  were  in  operation 
the  following  five  plans:  (1)  widows’  aid,  (2)  town 
charges,  (3)  state  paupers,  (4)  children  committed 
to  the  commissioner  of  welfare  or  (5)  to  the  county 
homes. 

Some  of  the  requirements  set  forth  in  the  fore- 
going measures  were  so  extreme  and  the  assistance 
granted  under  the  plans  was  at  times  so  meagre  that 
but  a small  portion  of  the  children  and  relatives  for 
whose  benefit  the  programs  were  devised  were 
reached  satisfactorily.  Moreover,  because  of  the 
jumble  of  administrative  provisions,  it  was  quite 
possible  for  the  investigators  working  under  each 
one  of  the  five  plans  to  call  on  the  same  family  on 
the  very  same  day. 

To  remedy  this  situation  and  more  especially  to 
benefit  from  substantial  federal  funds  available  to 
Connecticut,  the  1941  Legislature  adopted  an  aid-to- 
dependent-children  measure  in  conformity  with  the 
provisions  of  the  federal  Social  Security  Act.  In 
March,  1943,  there  were  2,012  families,  with  5,119 
children,  receiving  an  average  of  $62.55  or  a total 
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of  $125,850.  Connecticut  received  from  the  federal 
Treasury  a total  of  $378,200  during  the  first  three 
quarters  of  the  fiscal  year  ended  June  30,  1943.  It  is 
yet  too  early  to  state  with  any  degree  of  definiteness 
whether  the  new  scheme  will  effectively  remedy 
the  shortcomings  inherent  in  the  old  set-up. 

PUBLIC  SERVICES 

When  it  comes  to  the  public  service  provisions  of 
the  Social  Security  Act,  we  find  that,  in  the  main, 
their  impact  on  Connecticut  has  meant  an  extension 
and  a strengthening  of  previously  established  activ- 
ities rather  than  the  inauguration  of  new  ones.  Such 
was  the  case  with  (1)  child  welfare,  (2)  maternal 
and  child  health,  and  (3)  public  health  services,  and 
(4)  vocational  rehabilitation.  By  contrast,  the  serv- 
ices for  crippled  children  provisions  necessitated  the 
establishment  of  a new  division  in  the  State  Depart- 
ment of  Health  and  the  launching  of  an  entirely 
new  service  program  at  a cost,  over  and  above 
federal  grants,  of  $60,000  per  year  in  state  appro- 
priations. 


CONCLUSION 

The  operation  of  the  federal  measure  is  largely 
responsible  for  the  establishment  in  Connecticut  of 
at  least  four  completely  new  programs:  ( 1 ) unem- 
ployment compensation;  (2)  old  age  assistance;  (3) 
aid  to  needy  blind;  (4)  services  to  crippled  children. 

In  addition,  the  following  five  previously  estab- 
lished state  measures  were  strengthened  and  ex- 
tended with  the  assistance  of  federal  grants,  and 
altered  somewhat  under  federal  direction  and  con- 
trol: (1)  aid  to  dependent  children;  (2)  child  wel- 
fare, (3)  public  health,  (4)  maternal  and  child  health 
services;  and  (5)  vocational  rehabilitation. 

The  foregoing  survey  definitely  establishes  the 
fact  that  in  the  short  space  of  eight  years,  the  slow 
evolving,  traditional  welfare  system  of  Connecticut 
experienced  major  alterations  under  the  impact  of 
the  Social  Security  Act. 
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Federal  Administrative  Agencies 

Insurance,  Assistance,  and  Service 
Provisions  of  the  Social  Security 
Act 

Connecticut  State  Administrative 
Agencies 

I.  Insurance 

1.  Bureau  of  Employment  Security, 
Social  Security  Board  (Fed.  Sec. 
Agency) 

1 . Unemployment  Compensation 
(Title  III) 

1.  Division  of  Unemployment  Compen- 
sation, Department  of  Labor  & Factory 
Inspection 

2.  Bureau  of  Old  Age  & Survivors  In- 
surance, Social  Security  Board  (Fed. 
Sec.  Agency) 

2.  Old  Age  & Survivors  Insurance 
(Title  II) 

II.  Public  Assistance 

Bureau  of  Public  Assistance,  Social 
Security  Board  (Fed.  Sec.  Agency.) 

1.  Aid  to  the  Aged  (Title  I) 

2.  Aid  to  the  Bhnd  (Title  X) 

3.  Aid  to  Dependent  Children 
(Title  IV) 

Bureau  of  Public  Assistance,  Office  of 
Commissioner  of  Welfare 

III.  Public  Services 

1.  Maternal  & Child  Health  Division, 
Children’s  Bureau  (Dep’t  of  Labor) 

1.  Maternal  & Child  Health  Services 
(Title  V:  Part  1) 

1.  Maternal  & Child  Hygiene,  Bureau  of 
Child  Hygiene,  Department  of  Health 

2.  Crippled  Children’s  Division,  Chil- 
dren’s Bureau  (Dep’t  of  Labor) 

2.  Services  for  Crippled  Children 
(Title  V:  Part  2) 

2.  Division  of  Crippled  Children,  Bureau 
of  Child  Hygiene,  Department  of 
Health 

3.  Child  Welfare  Division,  Children’s 
Bureau  (Dep’t  of  Labor) 

3.  Child  Welfare  Services  (Title  V: 
Part  3) 

3.  Division  of  Child  Care,  Bureau  of 
Child  Welfare,  Office  of  Commissioner 
of  Welfare 

4.  Vocational  Division,  Office  of  Edu- 
cation (Fed.  Sec.  Agency) 

4.  Vocational  Rehabilitation  (Title 
V:  Part  4) 

4.  Division  of  Vocational  Rehabilitation, 
Bureau  of  Vocational  Education, 
Board  of  Education 

5.  Division  of  State  Relations,  Public 
Health  Service  (Fed.  Sec.  Agency) 

5.  Public  Health  Services  (Title  VI) 

5.  Department  of  Health,  10  different 
bureaus,  and  in  addition,  7 Connecticut 
towns  & cities  benefited  from  Title  VI 
funds  in  1942-43 
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SPECIAL 

MEETING  OF 

HOUSE  OF 

DELEGATES 

A special  meeting  of  the  House  of  Delegates  of  1 he  Connecticut  State  Medical  Society  was  held  in 
New  Haven  December  8,  1943.  The  following  agenda  was  considered. 


The  Budget  for  1944 

Recommended  by  the  Council  and  adopted  by  the 
House  of  Delegates  December  8,  1943 
The  Society  has  2,023  active  members.  Of  these 
55  are  exempt  from  the  payment  of  dues  because  of 
longevity,  leaving  1,968  active  dues-paying  mem- 
bers. At  $ 1 5 annual  dues  the  net  revenue  to  the 
Society,  after  deducting  5%  for  county  secretaries, 
would  be  $28,044  which  would  be  ample  to  meet 
the  necessary  and  expanding  needs  of  the  Society 
with  a small  surplus.  However,  460  members  are 
serving  our  country  and  are  not  required  to  pay  dues 
to  the  Society.  This  serves  temporarily  to  reduce 
the  annual  income  of  the  Society  by  approximately 
$7,000  and  it  is  anticipated  that  before  the  end  of 
1944,  75  more  members  may  be  in  the  military  serv- 
ice. In  order  that  the  affairs  of  the  Society  may  go 
on  without  interruption  during  the  war  and  expand 
in  some  ways,  the  Council  recommends  to  the  House 
of  Delegates: 

That  the  annual  dues  for  1934  be  $20  per  inember 
and  that  the  following  budget  be  adopted. 

Council  expense  $ 250.00 

Chairman  of  Council  ... 300.00 

A.  M.  A.  Delegates 450. oo1 

Secretary’s  Annuity  1,000.00 

Annual  Meeting  Expense i,2oo.oo2 

Prepaid  Medical  Service  Committee 700. oo3 

Treasurer’s  Miscellaneous  2,ooo.oo4 

Secretary’s  Office: 

Personal  Services  16.200.005 

Rent  1,200.00 

Miscellaneous  ...  1 ,200.00 

Journal  4,000.00s 


$28,500.00 

]This  item  is  increased  over  previous  years  be- 
cause the  Society  now  has  three  delegates  to  the 
American  Medical  Association  instead  of  two. 

2This  is  an  unusual  item  in  the  budget  because 
ordinarily  the  expenses  of  the  Annual  Meeting  are 
paid  from  the  receipts  of  the  commercial  exhibits. 


It  has  not  been  possible  to  have  commercial  exhibits 
during  the  past  two  meetings  and  it  is  uncertain 
whether  it  will  be  possible  to  hold  the  exhibits  in 
1 944’ 

3Reduced.  I he  expenses  of  this  committee  have 
not  been  as  large  as  was  anticipated  and  it  is  hoped 
that  they  may  be  further  reduced  in  the  coming 
year. 

4This  item  covers  all  incidental  expenses  of  the 
operation  of  the  Society  and  is  here  reduced  from 
the  previous  figure  of  $2,400,  excepting  1943. 

5This  item  is  increased  by  $4,000  to  provide  an 
executive  assistant  in  the  secretary’s  office  as  has  been 
recommended  by  the  Council. 

increased  $400  because  of  the  increased  cost  of 
paper  and  personal  service. 

Report  of  the  Committee  On  Prepaid 
Medical  Service 

James  R.  Miller,  Chairman 

Thomas  P.  Murdock  Stanley  B.  Weld 

J.  Harold  Root  Herbert  Thoms 

Oliver  L.  Stringfield  Berkley  Ad.  Parmelee 

The  state  committee  on  prepaid  medical  service, 
in  accordance  with  instructions  from  the  House  of 
Delegates  in  May,  met  with  the  committees  on  pre- 
paid medical  service  which  have  been  appointed  by 
the  presidents  of  each  of  the  county  associations. 
Two  meetings  have  been  held;  the  first  on  July  1 
and  again  on  December  2. 

Members  of  the  state  committee  attended  each  of 
the  semi-annual  meetings  of  the  county  associations 
in  October  and  by  this  means,  as  well  as  by  the  re- 
ports of  the  county  committees,  it  was  evident  that 
there  is  “adequate  interest  and  promise  of  support 
of  a prepaid  medical  service  plan,  sufficient  to  justify 
the  state  committee  to  proceed  with  the  develop- 
ment of  the  details  of  a plan  which  shall  be  sub- 
mitted to  the  House  of  Delegates  as  soon  as  it  is 
ready.” 

During  the  summer  the  state  committee  explored 
the  possibility  of  developing  a prepaid  medical  serv- 
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ice  plan,  on  a cash  payment  basis,  underwritten  by 
a commercial  insurance  carrier,  instead  of  under  a 
service  contract  as  was  suggested  in  the  report  of 
this  committee  to  the  House  of  Delegates  in  May 
of  1943. 

The  chairman  of  the  state  committee  conferred 
with  responsible  representatives  of  three  large  Con- 
necticut insurance  carriers  which  write  this  type 
of  insurance.  From  these  conferences  the  impression 
was  gained  that  no  one  of  these  three  companies  is 
prepared  at  this  time  to  develop  a prepaid  medical 
program  in  cooperation  with  the  State  Medical 
Society.  The  studies  made  by  the  state  committee 
led  to  the  information  that  commercial  insurance 
companies  now  carry  hospital  insurance  of  various 
types  of  prepaid  medical  care  for  about  200,000 
people  in  Connecticut.  In  addition  to  this,  somewhat 
less  than  500,000  are  covered— for  hospitalization 
only— by  the  various  non  profit  hospitalization  plans 
operating  in  the  State. 

The  chairman  of  the  state  committee  on  prepaid 
medical  service  and  the  secretary  of  the  Society 
visited  the  home  office  of  the  Commercial  Casualty 
Company  in  Newark,  New  Jersey,  and  ascertained 
that  this  Company  is  interested  in  writing  the  type 
of  insurance  that  the  State  Medical  Society  has  in 
mind.  The  Company  is,  in  fact,  ready  to  cooperate 
with  the  State  Society  in  developing  a contract  to 
meet  the  needs  of  Connecticut  particularly  and  to 
conduct  an  insurance  service  in  conformity  with 
the  standards  established  by  the  State  Medical 
Society.  Several  further  conferences  were  held  with 
representatives  of  the  Commercial  Casualty  Com- 
pany and  a contract  has  been  prepared  coopera- 
tively by  representatives  of  the  Society  and  the 
Company.  The  proposed  contract  and  its  supporting 
fee  table  have  been  distributed  to  the  members  of 
the  House  of  Delegates. 

The  state  committee  on  prepaid  medical  service 
recognizes  that  there  are  details  in  the  contract  and 
items  in  the  fee  table  that  will  need  minor  revision 
but  in  general  it  is  believed  that  the  contract  accom- 
plishes  the  purposes  that  the  committee  holds  as 
desirable.  Special  attention  is  directed  to  the  follow- 
ing features: 

(a)  The  contract  is  to  be  sold  by  the  company 
with  the  approval  of  the  Connecticut  State  Medical 
Society.  This  arrangement  does  not  prevent  any 
other  corporate  carrier  from  soliciting  the  Society’s 
approval  of  its  contract  and  it  is  to  be  assumed  that 
approval  would  be  granted  if  standards  are  main- 
tained which  are  satisfactory  to  this  Society. 


(b)  An  advisory  committee  from  the  State  Medi- 
cal Society  is  provided  for  in  the  contract  for  the 
purpose  of  reviewing  disputed  claims. 

(c)  Neither  the  Society  nor  any  of  its  members 
are  obliged  to  assume  the  financial  risks  of  the  proj- 
ect. The  committee  feels  that  the  assumption  of 
such  a risk  justifies  the  corporate  carrier  in  taking 
an  opportunity  to  make  a reasonable  profit,  for  the 
conduct  of  a large  insurance  undertaking  calls  for 
capital  funds,  special  skill  and  experience,  none  of 
which  are  possessed  in  adequate  amounts  by  the 
Society. 

(d)  The  provision  that  dependent  subscribers 
receive  only  80%  of  the  fee  table  schedule  is  worthy 
of  special  consideration.  This  logical  principle  recog- 
nizes that  non  wage  earning  dependents,  paying  a 
lower  premium  rate,  should  receive  less  indemnity 
than  the  wage  earning  principal  subscriber  who 
pays  the  full  premium. 

The  Schedule  of  Operations  has  been  compiled 
with  the  utmost  care  with  the  view  to  establishing 
relative  values  for  the  several  professional  services. 
It  is  believed  this  schedule  is  as  liberal  as  can  be  ex- 
pected for  the  premium  charged  in  the  contract  and 
although  it  is  possible  to  make  certain  relative  ad- 
justments of  fees  on  the  Schedule  any  considerable 
increase  will  serve  to  raise  the  premium  to  a level 
which  would  affect  the  volume  of  sales. 

The  contract  was  presented  to  the  members  of 
the  county  committees  at  the  meeting  held  on 
December  2 and  at  that  time  it  was  unanimously 
agreed  to  support  the  state  committee  on  four 
points: 

(a)  That  a plan  of  prepaid  medical  service  be 
developed. 

(b)  That  it  is  not  wise  for  the  Connecticut  State 
Medical  Society  to  embark  in  the  insurance  business. 

(c)  That  it  is  not  desirable  to  develop  a non  profit 
plan  such  as  was  contemplated  in  the  report  of  the 
state  committee  to  the  House  of  Delegates  in  May 
of  1943. 

(d)  That  a prepaid  medical  service  plan  should 
be  developed  if  possible  by  a commercial  insurance 
carrier  with  the  advice  and  assistance  of  the  Con- 
necticut State  Medical  Society. 

This  committee  has  gained  the  impression  that 
the  members  of  the  Society  favor  the  immediate 
development  of  this  plan  because  the  times  are 
favorable  from  an  economic  point  of  view  and 
because  certain  groups  are  demanding  that  this  type 
of  service  be  developed  now  by  the  Government 
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since  it  has  not  been  done  by  the  medical  pro- 
fession. 

In  proposing  that  this  insurance  be  written  by  a 
commercial  carrier  the  committee  wishes  to  point 
out  that  such  a relationship  between  a state  society 
and  a commercial  carrier  has  never  been  tried  but  in 
the  opinion  of  the  committee  the  frontiers  of  social 
progress  are  not  yet  closed  and  it  is  possible  that 
Connecticut  may  take  pride  in  this  pioneer  effort. 
It  is  to  be  assumed  that  this  method  of  meeting  a 
social  need  is  in  keeping  with  the  character  of  Con- 
necticut citizens.  They  feel  most  secure  in  dealing 
with  established  business  organizations,  they  believe 
thoroughly  in  individual  enterprise  and  that  suitable 
reward  should  be  earned  by  such  enterprise. 

The  committee  anticipates  that  the  plan  may  be 
criticized  because  it  is  not  all  inclusive  but  it  is 
suggested  that  the  Society  meet  this  criticism  with 
equanimity  for  the  development  of  prepaid  medical 
insurance  is  among  the  most  complex  social  projects 
that  could  be  undertaken  and  experience  with 
ambulatory  or  domiciliary  medical  care  has  been, 
and  can  be,  unfortunate.  It  is  the  belief  of  the  com- 
mittee that  the  simpler  type  of  surgical  benefits 
should  be  undertaken  first  with  the  hope  that  later 
the  coverage  might  be  extended  to  other  fields  of 
medical  care. 

The  committee  wishes  to  express  its  gratitude  to 
the  corporate  insurance  company  under  considera- 
tion from  whom  it  has  received  painstaking  and 
understanding  cooperation. 

The  committee  suggests  the  following  program  of 
action  be  taken  by  the  House  of  Delegates. 

(a)  That  the  Connecticut  State  Medical  Society 
approve  the  development  of  a prepaid  medical  serv- 
ice plan  on  a cash  indemnity  basis  to  be  undertaken 
by  a commercial  insurance  carrier. 

(b)  That  the  state  committee  on  prepaid  medical 
service  be  instructed  to  perfect  forthwith  the  neces- 
sary arrangements  to  accomplish  this  end. 

(c)  That  the  Council  be  authorized  to  approve 
any  prepaid  medical  service  plan  before  it  is  offered 
to  the  public  as  approved  by  the  Connecticut  State 
Medical  Society. 

Report  of  the  Committee  On  the 
Woman’s  Auxiliary 

At  its  annual  meeting  in  May  1943,  the  House  of 
Delegates  voted  that  the  Council  appoint  a com- 


mittee of  seven  members  “to  inquire  into  the  desir- 
ability of  the  organization  of  a Woman’s  Auxiliary 
of  the  Society,  and  the  necessary  steps  to  be  taken 
in  the  formation  of  such  an  auxiliary  if  it  is  recom- 
mended as  advisable.”  On  June  18,  the  Council  ap- 
pointed the  following  physicians  to  serve  on  this 
committee: 

Alfred  Labensky,  New  London  Jessie  W.  Fisher,  Middletown 
John  D.  Booth,  Danbury  Cole  B.  Gibson,  Meriden 

Martha  L.  Clifford,  Hartford  E.  Myles  Standish,  Hartford 
Ralph  L.  Gilman,  Storrs 

The  Committee  was  instructed  to  report  back  to 
the  Council  by  December  1,  but,  with  the  permis- 
sion of  the  Chairman  of  the  Council,  this  report  is 
being  made  directly  to  the  House  of  Delegates  at 
this  time  in  order  that  definite  action  may  be  taken. 

The  Committee  held  its  first  meeting  July  15.  The 
constitution  and  by-laws  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association  were  reviewed 
as  well  as  several  folders  and  bulletins  setting  forth 
the  purposes  and  program  of  that  organization  and 
its  component  state  auxiliaries.  It  was  agreed  that 
such  an  organization  would  be  a very  desirable 
adjunct  to  the  Society.  Ways  and  means  of  present- 
ing the  project  to  the  members  and  their  wives  and 
of  attempting  to  determine  their  wishes  were 
tentatively  drawn  up  and  the  chairman  was  em- 
powered to  work  out  the  details  with  the  Secretary. 

In  the  October  issue  of  the  Journal  there  was  an 
editorial  setting  forth  a number  of  salient  facts 
regarding  the  Woman’s  Auxiliary.  At  its  meeting  on 
September  28,  the  Council  voted  to  have  each 
Councilor  present  the  question  at  his  county 
association  meeting.  Two  county  associations  voted 
favorably  upon  it.  A second  editorial  was  published 
in  the  November  Journal,  calling  special  attention 
to  the  letter  to  be  sent  to  each  member  and  urging 
them  and  their  wives  to  fill  in  and  return  the  accom- 
panying postcard  indicating  whether  or  not  they 
were  in  favor  of,  and  would  support  such  an  organi- 
zation. The  committee  also  wrote  to  a number  of 
state  societies  having  woman’s  auxiliaries  and  the 
replies  indicated  that  such  an  organization  could  be, 
and  was,  a distinct  asset  to  the  societies. 

The  postal  replies  have  not  been  as  numerous  as 
the  committee  had  hoped  for.  The  results  to  date  are 


as  follows: 

Number  of  replies  from  members. 349 

Number  in  favor 268 

Number  not  in  favor 76 

Number  neutral  e 
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Number  of  replies  from  wives  of  members  216 


Number  in  favor 176 

Number  not  in  favor 36 

Number  neutral  4 


The  committee,  as  a group,  are  convinced  that  a 
Woman’s  Auxiliary  to  the  Connecticut  State  Medi- 
cal Society  should  be  established;  and  that,  if  prop- 
erly organized,  it  should  become  a source  of  con- 
siderable strength  in  furthering  sound  health  educa- 
tion and  legislation  and  in  building  up  and  maintain- 
ing good  relations  between  the  medical  profession 
and  the  lay  public.  We  feel  that  the  relatively  small 
number  of  replies  makes  it  impossible  for  us  to  state 
unequivocally  that  the  Society  as  a whole  is  heartily 
in  favor  of  it.  We  do  believe,  however,  that  the 
members  have  had  a fair  chance  to  express  their 
opinion  and  that  of  those  replying  a good  majority 
favor  the  establishment  of  a Woman’s  Auxiliary. 
We  are  not  sure  it  represents  a true  cross  section 
of  opinion. 

In  view  of  the  facts  stated  above  and  predicated 
on  whether  the  House  of  Delegates  believes  the 
results  of  our  work  represent  adequate  support  to 
warrant  such  action,  we  make  the  following  recom- 
mendations: 

1.  That  the  House  of  Delegates  accept  this  report 
and  formally  approve  the  establishment  of  a 
Woman’s  Auxiliary  to  the  Connecticut  State  Medi- 
cal Society,  such  auxiliary  to  be  a component  part 
of  the  Woman’s  Auxiliary  to  the  American  Medical 
Association. 

2.  That  the  House  of  Delegates  establish  an  Ad- 
visory Committee  to  the  Woman’s  Auxiliary  and 
instruct  the  Council  to  submit  nominations  for  this 
committee  annually  beginning  with  the  annual  meet- 
ing in  1944,  such  committee  to  consist  of  not  more 
than  five  members. 

3.  T hat  the  House  of  Delegates  request  the  Coun- 
cil to  confer  with  the  Program  Committee  for  the 
annual  session  of  the  annual  meeting  in  1944  in  order 
to  arrange  for  a meeting  of  the  wives  of  members 
during  that  session  for  the  purpose  of  organizing  the 
Auxiliary. 

4.  That  the  House  of  Delegates  request  the  Coun- 
cil to  invite  the  Woman’s  Auxiliary  of  the  American 
Medical  Association  to  send  representatives  to  that 
meeting  to  discuss  the  project  and  advise  in  properly 
establishing  the  organization. 

Respectfully  submitted  for  the  committee, 
Ralph  L.  Gilman,  Chairman 


Proceedings 

Special  meeting  of  the  House  of  Delegates,  Connecticut 
State  Medical  Society,  held  Wednesday,  December  8,  1943, 
at  the  New  Haven  Medical  Association,  364  Whitney 
Avenue,  New  Haven,  Connecticut.  The  meeting  was  called 
to  order  at  3:33  P.  M.,  President  George  M.  Smith  presiding. 

President  Smith:  I will  call  the  meeting  of  the  House 
of  Delegates  to  order,  and  I will  ask  the  Secretary  to  read 
the  roll  call.  And  in  doing  so,  I will  request  that  all  alternates 
respond  to  the  roll  call  when  the  names  of  the  delegates 
whom  they  are  representing  are  called. 

Secretary  Barker  called  the  roll,  and  the  following  dele- 
gates and  alternates  were  present: 

Officers 

George  M.  Smith,  President 
H.  Gildersleeve  Jarvis,  President-elect 
Hugh  B.  Campbell,  Treasurer 
Creighton  Barker,  Executive  Secretary 

Councilors 

Arthur  B.  Landry,  Hartford  County 
Charles  T.  LaiMoure,  Tolland  County 
Charles  Russman,  Middlesex  County 
Herbert  Thoms,  New  Haven  County 
George  H.  Gildersleeve,  New  London  County 


Fairfield  County 


Berkeley  Ad.  Par  melee 
Cornelius  S.  Conklin 
George  B.  Garlick 
James  D.  Gold 
J.  Grady  Booe 


H.  B.  Lambert 
R.  A.  Keddy 
Fritz  Ad.  Adeyer 
Charles  H.  Sprague 
Oliver  L.  Stringfield 


Hartford  County. 


C.  Charles  Burlingame 
B.  Bayliss  Earle 
H.  Ad.  Costello 
Harvey  B.  Goddard 
William  R.  Hanrahan 
Max  Climan 
B.  B.  Robbins 
Austin  Kilbourn 

Edward 


Thacher  W.  Worthen 
William  Levy 
John  L.  AdcDermott 
James  R.  Adiller 
D.  C.  Y.  Moore 
Charles  T.  Schechtman 
Edward  J.  Turbert 
Stanley  B.  Weld 
. Whalen 


» 

Litchfield  County 


Arthur  H.  Jackson  John  F.  Kilgus 

W.  Bradford  Walker 


Middlesex  County 

Frank  H.  Couch  Jessie  W.  Fisher 

Adario  L.  Palmieri 


New  Haven  County 


Patrick  J.  Brennan 
Charles  S.  Culotta 
Theodore  S.  Evans 
\ATilliam  J.  H.  Fischer 
Joseph  L.  Harvey 
S.  Ad.  Atkins 

Maurice 


Ralph  E.  McDonnell 
Thomas  P.  Murdock 
Louis  H.  Nahum 
J.  Harold  Root 
Walter  I.  Russell 
Frederick  N.  Sperry 
. Strauss 
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New  London  County 

Charles  G.  Barnum  Thomas  Soltz 

Albert  C.  Freeman  William  H.  Weidman 

Tolland  County 
(None) 

Windham  County 

Ralph  L.  Gilman  William  Mac  Shepard 

President  Smith:  The  first  item  in  the  order  of  business 
is  the  budget  for  1944.  1 will  call  upon  Dr.  Campbell,  our 
Treasurer,  to  explain  the  budget. 

Dr.  Campbell:  Mr.  Chairman  and  Members  of  the  House 
of  Delegates.  You  all  have  in  your  hands  in  the  agenda  a 
comprehensive  explanation  of  the  budget.  I think  it  might 

be  emphasized  that  with  the  absence  from  the  Society  of 

over  500  members,  in  view  of  the  fact  that  they  are  exempt 
from  dues,  it  must  of  necessity  reduce  the  income  of  the 
Society  by  the  amount  which  they  should  pay.  And  it 
seemed  only  fair  to  the  Council,  in  setting  up  this  budget, 
that  we  who  are  at  home  should  in  part,  at  least,  assume  the 
responsibilities  for  those  men  who  are  sacrificing  more  prob- 
ably than  we.  So  you  will  note  that  it  is  recommended, 
therefore,  that  the  annual  dues  be  $20  per  member,  and  that 
the  budget  be  adopted  as  set  forth.  A number  of  these 
items  have  a small  reference  number  after  them  which 
explains  the  reason  for  either  an  increase  or  decrease.  And 
as  you  will  note,  the  first  two  items  are  the  same  as  in 
previous  years. 

The  additional  delegate  to  the  A.  M.  A.  necessitates  an 
increase  in  the  amount  in  that  particular  item.  The  next 
item,  Secretary’s  Annuity,  remains  the  same.  The  Annual 
iMeeting  expense,  as  explained  under  reference  2,  this  item 
in  the  budget  occurs  because  generally  the  expenses  are  paid 
from  the  receipts  of  the  commercial  exhibits,  and  it  is  quite 
probable  that  we  will  not  have  that  income  available  from 
that  source  this  year. 

The  Prepaid  Medical  Service  Committee  is  reduced  some- 
what from  what  it  lias  been  in  previous  years.  The  Treas- 
urer’s miscellaneous  item  of  $2,000  is  approximately  $400 
less  than  in  the  previous  years.  Under  the  Secretary’s 
office,  personal  services  are  $16,200,  which  is  an  increase  of 
$4,000,  because  I think  it  is  apparent  to  us  all  that  the  work 
in  the  office  is  increasing,  and  that  it  is  unfair  to  expect  the 
Executive  Secretary  to  carry  all  the  detail  which  he  has  had 
to  take  care  of  in  the  past.  Consequently,  it  is  hoped  that 
the  House  of  Delegates  will  see  that  this  is  an  essential  item, 
so  that  that  difficulty  may  be  overcome. 

The  rent,  miscellaneous,  are  the  same;  and  an  increase  is 
asked  of  $400  for  the  Journal  to  the  amount  of  $4,000  because 
of  the  increased  cost  of  paper  and  personal  services. 

That,  therefore,  makes  a budget  of  $28,500,  which  would 
be  approximately  the  same  budget  if  all  the  members  of  the 
Society,  including  those  who  are  in  active  service,  were 
here  and  paving  $15  dues.  So  that  the  budget  as  presented 
to  you  is  for  $28,500,  and  I move  its  adoption. 

The  motion  was  seconded. 

President  Smith:  It  has  been  moved  and  seconded  that 
this  report  on  the  budget  for  1944  accepted.  Will  you 


discuss  this  question  any  further?  If  not,  I will  put  the 
question. 

The  motion  was  passed  unanimously. 

President  Smith:  The  third  item  is  the  report  of  the 
Trustees  of  the  Building  Fund,  and  the  presentation  of  a 
resolution  from  the  Council.  I am  asking  the  Secretary  of 
the  Society  to  present  the  Council’s  resolution.  After  that, 
I will  ask  Dr.  Gold  to  explain  the  report. 

Secretary  Barker:  Mr.  President,  the  trustees  of  the 
Society’s  Building  Fund  have  submitted  a preliminary  report 
to  the  Council,  and  in  order  that  the  trustees  may  proceed 
with  their  planning,  the  Council  adopted  that  part  of  the 
preliminary  report  relating  to  the  location  of  the  headquar- 
ters building  for  the  Society  in  New  Haven;  and  the 
Council  recommends  to  the  House  of  Delegates  that  the 
projected  headquarters  building  be  located  in  New  Haven, 
and  that  the  trustees  of  the  Building  Fund  proceed  with  their 
planning  on  the  basis  of  that  decision.  I move  the  adoption 
of  the  resolution. 

The  motion  was  seconded. 

President  Smith:  It  has  been  moved  and  seconded  that 
the  report  of  the  Trustees  of  the  Building  Fund,  as  presented 
by  Dr.  Barker,  be  accepted.  Will  you  discuss  this  question? 

Dr.  Gold:  Mr.  President,  may  I say  a word? 

President  Smith:  Dr.  Gold. 

Dr.  Gold:  The  Building  Fund  Committee  met  a number 
of  times,  and  the  first  question  that  was  presented  at  each 
meeting  was  the  geographic  location  of  the  building.  Hart- 
ford, New  London,  Waterbury,  Bridgeport  and  New  Haven 
were  mentioned  as  possibilities.  New  London  was  discarded, 
Bridgeport  was  discarded,  unanimously,  and  the  same  with 
Waterbury.  That  left  Hartford  and  New  Haven. 

After  a full  discussion  at  each  meeting,  it  was  finally  de- 
cided that  New  Haven  was  the  logical  place,  situated 
geographically  as  it  is,  the  accessibility  for  the  majority  of 
the  members  of  the  Society.  The  building  is  built  for  the 
Society.  It  is  not  a political  football.  And  for  that  reason 
they  decided  New  Haven  would  be  the  proper  location, 
and  they  so  recommended  to  the  Council  and  to  you.  I 
trust  that  you  will  consider  it  and  uphold  the  vote  of  the 
committee. 

President  Smith:  Is  there  any  further  discussion? 

Dr.  Whalen:  Mr.  President  and  Delegates:  I first  want 
to  express  my  and  our  appreciation  of  the  work  that  the 
trustees  have  done.  I am  sure  that  it  has  been  sincerely  done. 
I speak  in  no  schoolboy  attitude  of  defending  the  home 
town,  or  shouting  for  a better  place  than  New  Haven.  But 
I would  like  to  call  attention  and  point  out  to  the  delegates 
that  there  are  some  good  reasons  why  the  capital  city  of 
the  state  might  be  a better  place  for  the  central  office  of 
this  Society.  This  is  not  a schoolhouse  that  we  intend  to 
erect,  and  so  we  have  to  give  no  thought  to  the  children 
and  the  traffic  hazards.  And  so  the  fact  that  doctors  might 
have  to  travel  a little  farther  to  go  to  the  central  office 
should  have  no  weight  in  our  decision  as  to  where  this 
central  office  should  be  placed.  It  is  a small  state,  and  the 
number  of  rimes  that  an  individual  doctor  has  to  visit  the 
state  office  physically  is  infrequent. 

Most  of  our  work  with  the  office  of  the  Executive  Secre- 
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tary  is  done  by  telephone,  and  it  is  but  infrequently  that  we 
visit  it  ourselves.  So  that  it  is  a matter  of  no  moment  where 
the  office  be  placed  as  far  as  the  physical  handicaps  that 
go  with  the  visiting  to  the  office. 

I see  by  the  Connecticut  Health  Bulletin  that  we  have 
state  medicine.  We  are  all  seeking  to  avoid  socialized  medi- 
cine. We  all  fear  federalized  medicine.  As  a stopgap  to 
federalized  medicine,  which  we  fear,  I think  that  we  might 
take  uo  w'it’n  the  state  organizations  a closer  contact,  so 
that  the  benefits  of  what  the  state  is  now  doing  under  state 
medicine  be  brought  to  all  the  doctors. 

Let  me  read,  and  tire  you  for  a moment,  what  is  in  Hart- 
ford at  the  present  time,  of  which  we  ought  to  be  taking 
a most  active  part  in,  and  having  a close  contact  with. 
There  is  the  Insurance  Commissioner,  and  we  will  be  hear- 
ing about  him  this  afternoon;  Bureau  of  Laboratories,  Bureau 
of  Industrial  Hygiene,  and  the  Bureau  of  Mental  Hygiene, 
the  Tuberculosis  Commission,  the  Bureau  of  Public  Health 
Education,  the  Bureau  of  Venereal  Diseases,  Mental  Hygiene, 
Cancer  Research,  the  Division  of  Crippled  Children,  and 
lately,  the  Division  of  Maternity  and  Child  Welfare,  of 
which  the  Federal  Government  has  now  appropriated 
eighteen  million  dollars,  a portion  of  which  must  be  spent 
in  Connecticut,  and  must  be  spent  out  of  the  Hartford 
offices. 

I think  of  a state  society  as  a great  clearing  house  for  the 
knowledge  and  help  that  this  office  and  this  organization 
could  be  to  the  craft.  We  need  a little  more  interest  in  what 
the  state  is  doing,  and  I think  the  physical  contact  of  having 
the  office  nearby  the  State  Capitol  would  amplify  and 
broaden  these  activities. 

The  objections  to  Hartford,  I can  think  of  none  except 
that  it  is  near  to  politicians,  of  which  we  need  have  no 
contact  with  except  on  our  own  initiative. 

I would  urge  you  to  give  consideration  to  Hartford  as 
the  point  of  a state  office  for  the  State  Medical  Society,  not 
again,  as  I say,  due  to  any  loyalty  to  the  home  town,  but 
for  a greater  efficiency  for  this  organization,  which  is  not 
a scientific  organization,  but  a manner  of  bringing  close  to 
the  doctor  in  the  outskirts  of  the  state  what  is  being  done, 
what  is  available,  and  how  better  he  can  conduct  his 
practice. 

President  Smith:  Thank  you.  Dr.  Whalen. 

Dr.  Sprague:  Mr.  President,  Delegates:  I presume  from 
the  excellence  of  the  work  done  by  the  Council  that  most 
of  the  matters  the  doctor  has  so  eloquently  referred  to  have 
been  well  considered.  If  we  go  back  a little  to  the  history 
of  Connecticut,  it  would  seem  that  the  capitol  was  located 
at  Hartford  because  it  was  the  central  point,  and  at  that 
time  probablv  the  population  was  so  distributed  that  there 
were  as  many  people  in  the  vicinity  of  Hartford  as  are 
now  in  the  vicinity  of  New  Haven.  But  that  has  changed 
somewhat,  and  presumably  the  Council  thought  very 
thoughtfully  about  serving  with  the  state  building  of  the 
State  Medical  Society  a larger  population.  And  as  I under- 
stand it— I may  be  incorrect— but  as  I understand  it,  in  the 
vicinity  of  New  Haven  there  is  a larger  medical  population 
than  there  is  in  the  vicinity  of  Hartford.  And  I presume  that 
may  have  been  one  of  the  things  that  influenced  their  deci- 
sion in  this  matter,  their  recommendation;  and  for  that 


reason  I would  strongly  urge  that  the  state  building  be 
erected  in  New  Haven. 

Dr.  Thoms:  Of  course,  as  Dr.  Sprague  has  said,  I am 
familiar  with  a great  many  of  the  arguments  pro  and  con 
for  locating  this  office  in  New  Haven,  but  a good  many  of 
the  delegates  may  not  be  so  familiar  with  them,  and  I would 
ask,  if  the  Secretary  is  agreeable,  if  he  would  give  us  some 
statistical  information  about  this  subject.  He  knows  it  bet- 
ter than  anybody  else.  I would  also  ask  him  to  tell  us  a little 
bit  of  something  about  how  the  office  functions  in  New 
Haven  as  it  ;s  now.  He  perhaps  knows  what  I mean.  There 
are  many  groups  that  come  here  from  all  over  the  state  to 
meet  in  our  office.  There  isn’t  a day  goes  bv  that  there 
aren’t  two  or  three  conferences  meeting  there.  We  would 
all  like  to  know  something  about  that,  and  also  something 
about  this  geographical  location,  and  the  number  of  physi- 
cians that  live  in  the  vicinity  of  New  Haven.  If  he  is  willing 
to  do  that,  I am  sure  it  would  be  very  informative  to  the 
House  of  Delegates. 

President  Smith:  Dr.  Barker. 

Secretary  Barker:  1 would  like  to  have  you  understand, 
Mr.  President  and  members  of  the  House  of  Delegates,  that 
I speak  without  prejudice,  which  has  already  been  recorded. 
This  is  no  personal  controversy.  But  I can  perhaps  give 
you  a picture  of  what  we  do.  It  may  controvert  some  state- 
ments that  Dr.  Whalen  lias  made,  but  I make  that  denial 
on  the  basis  of  fact.  First,  Dr.  Whalen  said  that  there  was 
not  much  provocation  for  members  of  the  Society  to  come 
to  the  state  office.  That,  of  course,  is  not  the  fact,  sir.  There 
is  not  a week  that  goes  by  that  there  is  not  a committee 
meeting  in  my  office,  and  that,  perforce,  draws  men  from 
everywhere  in  the  state.  And  there  have  been  some  pecu- 
liarities of  those  meetings,  I think  particularly  of  the  meet- 
ings of  the  Committee  on  Public  Health,  which  is  a very 
active  and  large  committee,  and  which  serves  in  an  advisory 
capacity  to  the  State  Department  of  Health. 

Now,  that  committee  has  in  its  membership  men  from 
all  over  the  state.  It  is  that  way  by  design.  It  is  in  our 
by-laws  that  it  must  be  so.  And  in  addition  to  the  regular 
representatives  of  the  counties,  that  are  elected  as  represen- 
tatives of  their  county  associations,  there  are  many  other 
members  on  that  committee  who  have  been  appointed  for 
peculiar  qualifications  and  reasons.  It  is  the  largest  and, 
except  for  our  Council,  the  most  active  committee  in  our 
Society.  That  committee,  through  no  design  on  my  part,  I 
assure  you,  because  I often  do  not  attend  their  meetings, 
always  meets  in  our  office,  crowded  as  it  is.  Now,  it  could 
well  meet  in  the  State  Department  of  Health,  because  it 
is  an  advisory  committee  to  the  Department  of  Health,  and 
the  Commissioner  is  almost  always  present.  If  he  is  not,  it 
is  always  true  that  one  or  two  of  his  representatives  are 
present. 

Nowr,  through  some  desire  of  their  own— Dr.  Howard,  the 
chairman  of  that  committee  is  here— they  have,  with  one 
or  two  exceptions,  always  elected  to  meet  in  our  office, 
which,  for  so  large  a committee,  is  at  present  inadequate. 
And  I can  think  of  no  reason  why  they  do  it  except  that 
it  is  more  accessible  to  the  larger  number  of  members  of  the 
committee. 

That  is  also  true  of  the  Committee  on  Industrial  Health. 
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It  is  not  as  large  a committee,  but  more  often  than  not— 
not  invariably,  but  more  often  than  not— it  meets  here 
through  a design  of  their  own.  I have  never  brought  this 
committee  together,  only  to  send  notices  out  when  I have 
been  directed  to  do  so. 

Now,  there  must  be  some  reason  that  motivates  them  to 
do  that.  I may  say  with  respect  to  the  Committee  on  Indus- 
trial Health  that  it  hardly  ever  meets  in  our  office,  because 
it  meets  in  the  evening,  but  it  chooses  to  meet  in  New 
Haven  at  one  of  our  clubs.  Now,  there  are  good  clubs  in 
Hartford,  but  I think  there  must  have  been  some  reason  that 
motivated  them  to  more  often  than  not  elect  to  have  their 
meetings  here. 

And  as  you  look  over  the  composition  of  these  committees 
at  present,  certainly  a less  amount  of  travel  is  involved  to 
come  here  than  to  go  elsewhere. 

On  the  basis  solely  of  distribution  of  population,  more  than 
half  of  the  membership  of  the  State  Society  is  composed 
of  the  membership  of  the  New  Haven  and  Fairfield  County 
Associations.  Now,  the  actual  number  is  1079  out  of  2023, 
or  2027,  or  thereabouts.  It  is  slightly  more  than  half  of  the 
total  membership  that  comes  from  Fairfield  and  New  Haven 
Counties. 

If  you  look  at  Hartford— and  I am  always  pleased  to  look 
at  Hartford;  it  is  a lovely  place  to  look  at— it  is  a nice  place 
to  be,  but  if  you  look  at  the  location  on  the  map,  you  will 
see  that  north  of  Hartford  there  is  really  a very  small  med- 
ical population.  Now,  the  same  thing  might  be  said  about 
New  Haven,  that  south  of  New  Haven  there  is  no  medical 
population  whatever  except  the  fellows  serving  in  the  Coast 
Guard.  But  spread  along  to  the  west  of  us,  from  here  west- 
ward to  Greenwich,  is  certainly  the  third  if  not  the  second 
largest  concentration  of  medical  population  in  the  state.  And 
except  for  minor  variations  of  route,  anyone  from  that  popu- 
lous district— they  have  slightly  under  500  members  down 
there— would  pretty  near  have  to  go  through  here  to  get 
to  Hartford.  Again  I emphasize  my  rebuttal  of  Dr.  Whalen’s 
statement,  that  there  is  provocation,  and  constant  provoca- 
tion, and  consistent  provocation  for  members  of  this  Society 
to  meet  at  the  state  office.  And  that  is  something  that  is 
going  to  increase  rather  than  decrease.  Those  are  facts,  and 
I hope  you  will  accept  them  as  such. 

Now,  perhaps  this  is  a matter  of  opinion,  but  I believe 
that  it  is  my  privilege  to  express  an  opinion  without  preju- 
dice or  heat.  It  is  true  that  Hartford  is  the  capitol  of  this 
state,  and  it  is  true  that  the  government  is  located  there, 
and  we  have,  and  I hope  an  increasingly  valuable  contact 
with  government.  It  is  one  of  my  ambitions  to  be  constantly 
of  public  service  through  our  state  government,  and  I think 
to  a modest  degree  we  have  accomplished  that  during  the 
past  few  years. 

The  times  when  it  is  actually  necessary  to  be  in  Hartford 
for  that  purpose,  except  during  the  biennial  session  of  the 
General  Assembly,  are  relatively  rare.  Now,  it  is  far  easier  for 
me— I am  on  the  road  half  of  the  time  anyway— to  go  to 
Hartford  to  confer  with  the  officials  of  government, 
which  I always  find  a pleasure,  than  it  is  to  move  a com- 
mittee the  size  of  Dr.  Howard’s  committee,  a large  portion 
of  it,  to  Hartford  for  a meeting. 

It  would  almost  seem  that  I am  arguing  against  myself, 


that  I have  to  spend  so  much  time  in  Hartford  that  I would 
prefer  that  the  office  be  located  there.  But  from  a purely 
unselfish  point  of  view— and  it  has  nothing  whatever  to  do 
with  my  residence,  not  the  slightest— for  the  convenience  of 
the  greatest  number  of  our  members.  I am  certain  that  the 
argument  in  favor  of  New  Haven  can  scarcely  be  refuted. 

There  are  certain  advantages  in  not  being  in  the  seat  of 
government.  I have  found  it  very  convenient  in  the  past  to 
be  able  to  disappear  from  Hartford  at  a strategic  moment 
and  be  missing  for  a little  while.  Now,  that  is  an  intangible 
thing,  and  I can’t  add  it  up  to  amount  to  anything.  It  is 
just  a personal  impression.  It  isn’t  because  I want  to  dis- 
appear from  Hartford,  because  it  is  Hartford,  but  it  is  be- 
cause I want  to  disappear  from  Hartford  because  it  is  the 
seat  of  government. 

I think  it  can  be  too  accessible.  These  agencies  that  Dr. 
Whalen  has  mentioned,  of  course,  you  all  recognize  as  being 
intrinsic  parts  of  the  State  Department  of  Health.  And  when 
you  speak  of  the  State  Department  of  Health,  you  have 
said  all  of  the  agencies  that  Dr.  Whalen  has  mentioned. 

I may  say  this— and  this  is  again  a matter  of  opinion— that 
I think  there  is  a certain  relief— I think  I have  detected  signs 
of  it— for  the  Health  Commissioner  to  come  to  my  office,  as 
he  does  very  frequently,  where  he  can,  without  much  dis- 
traction, talk  over  his  business  and  gossip  with  me,  which 
lie  cannot  always  do  in  his  own  office,  as  you  well  recognize. 
That  has  lately  become  true  of  Air.  Smith,  the  Commissioner 
of  Welfare,  who,  not  often  but  occasionally,  visits  my  office, 
because  I rather  think  he  comes  down  here  a good  deal 
anyway;  and  he  sort  of  likes  to  come  in,  and  we  have  a quiet 
place,  a relatively  quiet  place  to  do  whatever  business  he 
wants  to  do. 

In  making  these  remarks  I had  determined  not  to  make 
them  unless  asked  to  do  so,  because  I think  it  is  somewhat 
improper  if  I entered  into  this  debate.  But  I am  perhaps 
more  familiar  with  the  details  and  the  facts  underlying  this 
decision  than  any  other  person.  I started  by  saying  that  I 
remarked  without  prejudice,  and  I would  like  to  close  with 
remarking  that  I have  made  these  comments  without 
prejudice. 

Dr.  Worthen:  Air.  President,  it  seems  to  me  that  there 
are  really  two  distinct  motions  included.  The  discussion  has 
all  sort  of  taken  place  around  the  first  motion,  the  question 
of  the  location  in  New  Haven.  There  might  well  be  some 
discussion  about  the  second  part,  some  clarification.  I would 
suggest  that  the  motion  be  limited  to  the  first  portion  of 
that  recommendation  for  action. 

Dr.  AIoore:  Air.  President,  I don’t  live  in  Hartford.  I live 
in  Alanchester,  of  which  Hartford  is  a suburb,  as  I see  it.  It 
seems  to  me  that  it  simmers  down  to  this.  Personally,  I 
would  rather  see  that  this  office  would  be  in  Hartford,  but 
if  you  take  the  situation  as  a whole,  and  look  at  it  from  the 
statewide  angle,  I believe  it  should  be  located  in  the  center 
of  the  medical  group  of  the  state,  giving  everyone  an  equal 
chance  with  the  other  fellow.  If  there  are  more  doctors 
down  in  this  section  of  the  state,  it  should  be  located  here. 
If  there  are  more  in  the  northern  or  eastern  or  western  parts, 
it  should  be  located  there.  I think  it  should  be  as  near  the 
center  of  the  medical  group  as  it  is  possible  to  have  it. 

Personally,  I would  like  to  see  it  in  Hartford,  but  I would 
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just  as  soon  see  it  in  New  Haven.  As  long  as  I get  into  a 
car,  it  takes  very  little  longer  to  go  to  New  Haven.  I 
know  I am  going  to  get  my  head  shot  off  when  I get  back 
to  Hartford. 

Dr.  Barnum:  Mr.  President,  I have  the  privilege  of  being 
a member  of  the  Council  when  the  discussion  of  the  location 
of  the  state  office  first  came  up.  It  was  pro  and  con  in  the 
same  fashion.  After  it  had  been  studied  and  impartially 
looked  over  for  several  sessions,  it  was  decided  to  put  it  in 
New  Haven  on  very  much  the  basis  that  has  been  presented 
by  Dr.  Barker  already.  I don’t  come  from  New  Haven.  I 
don’t  come  from  Hartford.  I would  be  very  much  in  favor 
of  locating  in  New  Haven. 

President  Smith:  Any  further  discussion? 

Dr.  Miller:  I move  the  question. 

President  Smith:  I might  say,  Dr.  Worthen,  I don’t  be- 
lieve this  is  intended  to  confuse,  this  second  item  in  con- 
nection with  the  report,  the  authority  of  the  trustees  of  the 
building  fund  to  proceed.  I think  that  was  intended  to 
amplify  things  without  any  unusual  authority.  Because  all  of 
these  reports  are  then  taken  back  to  the  Council,  and,  of 
course,  they  report  to  the  House  of  Delegates  any  develop- 
ments of  the  subject.  So  it  isn’t  as  complicated  as  it  might 
seem  if  you  very  carefully  analyze  that  phraseology.  It  is  not 
meant  to  be  anything  important  there. 

Dr.  Worthen:  May  I ask  then,  A^r.  President,  what  it 
means  when  it  says  to  proceed  with  their  plans  on  the  basis 
of  that  decision?  How  far  are  they  going  to  go  with  their 
plans  before  they  next  report? 

President  Smith:  The  next  meeting  of  the  House  of  Dele- 
gates. 

Dr.  Worthen:  In  other  words,  they  have  no  carte  blanche 
to  go  ahead.  They  are  going  to  give  further  reports  as  pre- 
liminary investigation  develops? 

President  Smith:  Oh,  yes,  that  is  my  understanding. 

Dr.  Gold:  That’s  right.  We  are  not  proceeding.  After  we 
find  where  we  can  locate  it,  then  we  can  proceed  to  find  a 
place  where  we  can  build,  get  plans.  It  is  all  going  to  be 
brought  back  to  the  House  of  Delegates.  We  are  not  going 
to  run  away.  We  can’t  do  it. 

Dr.  Worthen:  I assume  that  building  isn’t  the  only  tiling 
to  be  considered,  that  it  is  going  to  be  entirely  possible  to 
purchase  something  already  built,  and  that  it  may  be  that 
rental  is  to  be  considered,  and  possibly  postponing  any  action 
of  any  kind  at  all  for  some  time. 

President  Smith:  There  is  an  enormous  lot  of  details  here. 
But  I believe  we  intended  merely  to  get  this  recommenda- 
tion approved  or  disapproved,  so  that  we  would  have  some- 
thing as  a basis  upon  which  we  can  develop  the  whole  thing; 
and  again  we  will  report  back  to  the  Council  and  the  House 
of  Delegates. 

Now,  it  has  already  been  moved  and  seconded  that  the 
report  of  Council  recommending  that  the  projected  head- 
quarters building  be  located  in  New  Haven  be  approved. 
Any  further  discussion?  Are  you  ready  for  the  question? 

The  question  was  put  by  a voice  vote. 

President  Smith:  The  chair  will  ask  for  a rising  vote. 
Are  you  ready  for  the  question?  All  those  in  favor  of  this 
recommendation  of  the  Council  that  the  executive  head- 


quarters building  be  located  in  New  Haven  will  stand  up. 
1 will  ask  the  Secretary  to  count  the  votes. 

43  members  rose. 

President  Smith:  Those  opposed? 

10  members  rose. 

President  Smith:  The  vote  is  43  to  10  in  favor  of  the 
resolution.  It  is  therefore  carried. 

No.  4 on  the  agenda  is  a very  important  item  on  the  report 
of  the  Committee  on  Prepaid  Medical  Services,  and  I will 
ask  Dr.  Miller  to  present  the  report. 

Dr.  Miller:  Afr.  President  and  Members  of  the  House: 
If  you  have  not  all  had  a copy  of  the  report,  there  are  some 
extra  copies  here.  We  thought  it  would  be  more  profitable, 
since  this  is  an  important  matter,  to  have  the  report  before 
you  to  follow  as  it  is  read. 

Dr.  Miller  read  the  mimeographed  report  of  the  com- 
mittee. 

Dr.  Barnum:  I move  the  adoption  of  the  first  recommen- 
dation, recommendation  (a). 

Dr.  Gold:  Second  the  motion. 

President  Smith:  It  has  been  moved  and  seconded  that 
the  first  recommendation  of  Dr.  Miller’s  report  be  adopted. 
AVill  you  discuss  this?  That  is  on  page  3,  (a),  “That  the 
Connecticut  State  Medical  Society  approve  the  development 
of  a prepaid  medical  service  plan  on  a cash  indemnity  basis 
to  be  undertaken  by  a commercial  insurance  carrier.” 

Dr.  Gilman:  May  I ask  one  or  two  questions  for  clari- 
fication? 

President  Smith:  Yes. 

Dr.  Gilman:  On  page  2,  item  (c),  “That  it  is  not  desir- 
able to  develop  a non  profit  plan  such  as  was  contemplated 
in  the  report  of  the  state  committee  to  the  House  of  Dele- 
gates in  May  of  1943,”  I would  like  to  ask  if  we  may  have 
a few  of  the  reasons  which  led  to  their  decision  which 
changes  over  considerablv  from  what  was  originally  pro- 
posed. 

President  Smith:  Dr.  Miller,  will  you  answer  that  ques- 
tion? 

Dr.  AIiller:  The  decisions  are  somewhat  complex  and 
numerous.  If  such  an  enterprise  were  undertaken,  the  ex- 
perience in  other  states  has  clearly  shown  that  the  amount 
of  work  necessary  to  fall  on  the  shoulders  of  members  of 
this  Society  would  be  prodigious.  A separate  corporation 
would  have  to  be  set  up,  and  a joint  enterprise  entered  into 
with  the  Plan  for  Hospital  Care. 

Inherent  in  such  a development  is  the  acceptance  by  the 
Society  of  a service  contract  by  which  we  mean  for  a 
specified  fee  you  do  the  whole  business.  These  plans  leave 
the  doctor  as  the  underwriter  of  the  insurance  enterprise. 
If  there  is  enough  money  to  pay  him  the  whole  fee,  well 
and  good.  If  not,  his  unit  is  debased  according  to  the  amount 
on  hand.  I think,  as  we  went  around  the  state,  there  is  the 
impression  that  it  is  wise  for  such  an  intricate  matter  as  an 
insurance  business  to  be  done  bv  people  who  know  how  to 
do  it,  who  are  accustomed  to  handling  that  sort  of  business. 

This  whole  approach  opens  up  a rather  interesting  new 
development.  In  the  past  the  insurance  companies  have  not 
visited  the  state  medical  societies  to  ask  approval  of  fee 


52 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


tables  or  of  conditions  of  development  of  their  service.  This 
might  be  a very  interesting  change  in  that  situation. 

Dr.  Whalen:  A4r.  President,  may  I ask  Dr.  Miller  if  a 
second  and  third  and  fourth  commercial  insurance  carrier 
offered  a similar  plan,  would  the  approval  of  the  State 
Society  be  given,  or  would  it  be  withheld  from  other  car- 
riers who  offered  something  similar? 

Du.  Miller:  First  page,  bottom  of  the  page,  item  (a) : 
“The  contract  is  to  be  sold  by  the  company  with  the  ap- 
proval of  the  Connecticut  State  Medical  Society.  This  ar- 
rangement does  not  prevent  any  other  corporate  carrier  from 
soliciting  the  Society’s  approval  of  its  contract,  and  it  is 
to  be  assumed  that  approval  would  be  granted  if  standards 
are  maintained  which  are  satisfactory  to  this  Society.’’  T hat 
obviates  at  once  the  accusation  that  might  be  made  that  we 
are  carrying  the  torch  for  any  particular  commercial  enter- 
prise. Our  hands  are  clean.  It  is  a matter  of  standards  only. 

Dr.  Shepard:  I wasn’t  at  the  meeting,  unfortunately,  last 
week,  but  I don’t  really  see  but  what  all  we  are  doing  at 
the  present  time  by  this  resolution,  and  all  the  committee’s 
work,  is  to  ask  for  and  receive  a chance  to  approve  a com- 
mercial contract.  I wonder  if  that  is  going  to  be  enough  to 
offer  the  people  who  are  criticizing  organized  medicine? 

President  Smith:  Dr.  Miller,  will  you  answer  that  ques- 
tion. 

Dr.  Miller:  The  people  who  are  criticizing  organized 
medicine  will  not  be  satisfied  with  anything  you  offer.  I 
think  the  sooner  we  understand  that  clearly,  the  better.  I 
have  in  my  own  mind  a deep  conviction  that  organized 
labor  does  not  want  to  have  its  payroll  raided  and  won’t 
have  it  raided  any  longer  than  it  can  help. 

Dr.  Thoms:  Mr.  President,  I would  like  to  ask  Dr.  Miller 
if  he  can  tell  us  how  the  premium  for  this  insurance  and 
the  fee  table  compares  with  those  of  the  non-profit  plans, 
the  plans,  in  other  words,  that  are  run  by  medical  societies 
themselves.  I think  that  is  a pretty  interesting  point. 

Dr.  Miller:  I can’t  give  you  all  the  comparisons.  They 
are  in  many  of  the  reports  that  we  have.  In  general,  this  is 
a very  favorable  fee  table.  Fee  tables  have  to  be  examined 
very  minutely,  not  only  as  to  the  items  that  you  see  in 
figures,  but  as  to  what  those  figures  represent  when  trans- 
lated into  actual  practice.  A large  fee  for  a very  rarely  done 
operation  has  no  significance  to  you  and  me.  We  never  did 
that  operation.  But  fees  for  others  that  we  do  do  frequently 
do  have  a good  deal  of  significance.  The  expense  of  this 
to  the  family  head,  two  dollars  a month,  twenty-four  dollars 
a year,  plus  eighteen  dollars  for  hospitalization,  brings  forty- 
two  dollars.  In  our  contacts  with  the  labor  representatives 
and  the  manufacturers  in  the  early  exploration  of  this,  that 
is  about  as  much  as  you  are  going  to  take  out  of  the  man’s 
payroll  voluntarily,  or,  I believe,  even  under  duress. 

Dr.  Landry:  I don’t  think  that  Dr.  Miller  has  quite  an- 
swered Dr.  Shepard.  Of  course,  the  people  will  never  be 
satisfied  with  anything  that  you  do  give  them  for  the  prem- 
iums that  they  pay.  But  I understand  that  this  form  of 
medical  care  is  to  relieve  the  financial  burden  of  those 
people  who  can’t  very  well  pay  for  what  we  call  the  catas- 
trophic illnesses,  and  in  this  instance  it  seems  that  it  is  only 
the  surgical  case  that  is  considered  catastrophic.  I am  abso- 
lutely in  accord  with  Dr.  Miller  that  we  cannot  ask  for  an 


all-inclusive  plan  at  the  present  time.  I think  that  the  gov- 
ernment will  take  care  of  that.  However,  I think  that  those 
of  us  who  are  doing  medical  work  are  cognizant  of  a 
number  of  medical  cases  that  may  be  considered  as  catas- 
trophic. I will  mention  a few  that  impose  a tremendous 
burden  upon  the  people  who  happen  to  have  these  diseases. 
Rheumatic  fever  is  one,  sub  acute  bacterial  endocarditis, 
Bright’s  disease,  cerebral  hemorrhage,  and  several  others. 

I think  that  our  committee  should  explore  the  possibility 
of  including  some  of  those  medical  diseases  that  are  definitely 
catastrophic,  and  by  so  including  these  diseases  I doubt  very 
much  that  the  premiums  would  be  so  raised  that  it  would 
preclude  the  purchase  of  the  plan  as  it  now  is  contemplated. 

President  Smith:  Dr.  Miller,  would  you  care  to  comment 
on  Dr.  Landry’s  remarks? 

Dr.  Miller:  There  comes  a point  in  all  of  these  develop- 
ments where  wisdom  is  of  the  essence.  As  one  looks  over 
the  plans  that  have  included  medical  services,  they  have 
been  a disaster.  The  insurance  companies  are  anxious,  I think, 
to  develop  something.  I was  approached  only  yesterday  by 
one  of  the  doctors  in  one  of  our  Hartford  insurance  com- 
panies, and  he  has  been  instructed  to  write  some  sort  of  a 
contract  for  medical  service  in  a plan  which  is  going  to  be 
given  to  all  the  employees  by  the  employer.  There  is  no 
basis  to  go  on  for  them  to  figure  the  costs  of  such  an  enter- 
prise. Who  is  to  say  what  is  a cerebral  hemorrhage?  Who 
is  to  say  when  a backache  begins  and  ends?  Who  is  to  define 
a pneumonia? 

It  is  our  thought  and  hope  that  we  can  gain  experience  in 
the  manipulation  of  insurance  payments  for  sick  people  in 
a field  which  is  relatively  simple,  where  the  beginning  and 
the  end  are  definitely  known;  and  in  this  contract  we  have 
the  possibility  of  taking  care  of  things  in  the  office  and  in 
the  home.  But  you  will  note  that  they  are  concrete  things. 
A man  breaks  his  arm,  or  has  a boil,  or  something  about 
which  there  can  be  very  little  controversy.  And  if  we  cut 
our  eye  teeth,  as  an  organization,  in  fostering  that  kind  of 
a clear  cut  picture,  we  may  get  wise  enough  to  tackle  this 
admittedly  difficult  problem. 

The  committee  has  gone  all  the  way  up  and  down  the 
scale  of  possibilities,  and  we  have  found  advice  all  over 
the  country  against  including  medical  services  as  yet.  What 
comfort  the  general  practitioner  is  going  to  take  out  of 
this,  I don’t  know,  except  that  it  is  easier  for  him  to  collect 
from  his  patients  if  their  hospital  bills  are  taken  care  of, 
and  if  their  major  surgery  is  taken  care  of.  Some  of  our 
doctors  approached  on  that  line  don’t  seem  to  value  that 
very  much,  but  I think  that  that  is  because  we  are  living 
in  an  economic  time  when  people  are  better  off  and  have 
so  much  money  that  the  difference  between  a little  and  less 
is  not  so  apparent  as  it  will  be  later. 

Dr.  Murdock:  Air.  President,  may  I add  one  or  twro 
things  in  addition  to  what  Dr.  Aiiller  has  said  in  answer  to 
Dr.  Landry’s  question?  I think  it  is  a very  good  question. 
In  the  beginning  the  committee,  in  the  study  of  this  prepaid 
medical  plan,  all  of  us  felt  that  any  plan  should  be  a com- 
prehensive plan.  The  further  we  got  into  the  situation,  all 
of  us,  and  separately,  saw  the  very  great  dangers  of  a com- 
prehensive plan  covering  medicine  and  surgery. 

One  of  the  best  plans  that  has  been  submitted,  I think, 
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in  industry  was  the  so-called  General  Motors  Plan,  which 
covered  surgery,  obstetrics,  and  the  payment  of  hospital 
bills.  That  was  underwritten  by  the  Metropolitan  Life  In- 
surance Company,  and  perhaps  was  subsidized  somewhat  by 
the  General  Motors  Corporation  itself.  The  committee 
was  never  able  to  find  that  out  definitely,  but  the  inference 
was  there.  And  the  Metropolitan  Insurance  Company  felt 
that  it  was  utterly  impossible  to  carry  medicine  because  of 
the  dangers  of  diagnosis,  probably  the  dangers  of  policing 
it,  and  so  forth.  And  so  this  large  insurance  carrier,  the 
Metropolitan  Life  Insurance  Company,  felt  that  they  could 
reasonably  safely  carry  surgery  and  the  hospital  bill. 

Another  factor  that  influenced  us  somewhat  was  a study 
of  the  Michigan  Plan  as  operated  by  the  Michigan  Medical 
Society.  In  the  beginning  they  sold  a comprehensive  plan 
covering  everything,  and  they  sold  a surgical  plan.  The 
information  that  we  had  at  that  time  was  that  there  were 
2,000  comprehensive  plans  sold,  and  there  were  300,000 
surgical  plans  sold.  In  other  words,  Michigan  had  learned 
that  to  carry  the  burden  of  a comprehensive  plan,  the  prem- 
ium was  so  high  that  people  couldn’t  afford  to  buy  it. 

The  committee  has,  on  three  different  occasions,  inves- 
tigated and  pursued  very  carefully  the  question  of  a com- 
prehensive plan  covering  medicine  and  surgery,  and  are  in 
agreement  now  that  certainly  if  we  had  pursued  our  thought 
of  last  May,  of  a non  profit  sharing  corporation  handling 
it,  that  it  would  be  absolutely  impossible,  and  I presume  the 
same  thing  applies  to  a corporate  carrier. 

President  Smith:  Any  further  discussion  of  paragraph 
(a)  of  the  resolution  proposed  by  Dr.  iMiller? 

Dr.  J ackson:  Air.  President,  may  I ask  Dr.  Miller  one 
question?  I gather  from  reading  this  plan  that  the  insurance 
will  largely  be  sold  in  groups  through  industry.  Is  there 
any  plan  to  sell  in  groups  outside  of  industry  as  well?  That 
is,  coming  from  a rural  county,  most  of  the  inhabitants 
would  not  be  eligible  for  the  benefits  of  a plan  of  this  kind. 
Will  groups  be  made  up  among  people  who  are  not  con- 
nected with  industrial  plants? 

Secretary  Barker:  That  has  been  given  very  careful  con- 
sideration, Dr.  Jackson.  Although  the  most  easily  accessible 
groups  are  those  employed,  because  you  can  use  the  payroll 
deduction  to  collect  the  payment  due  on  the  premium,  which 
serves  to  reduce  the  administrative  expense,  as  you  well 
realize,  it  is  not  precluded  in  our  consideration  here  or  the 
consideration  of  the  underwriter  that  other  groups  could  not 
be  covered.  Indeed,  this  company  already  has  experience 
in  this  state  with  a not  dissimilar  type  of  insurance  of  em- 
ployed persons,  to  be  sure,  but  where  they  do  not  use  the 
mechanism  of  the  payroll  checkoff.  Now,  it  is  certainly 
within  my  mind,  and  within  the  limits  of  our  conception 
in  this  thing,  that  if  a grange,  for  instance,  the  members 
of  a grange,  wanted  to  participate  in  such  a plan,  that  a 
mechanism  could  be  found  whereby  an  official  of  the 
grange,  or  some  other  person  in  the  grange,  could  be  made 
responsible  for  the  collection  of  the  premiums  and  the 
remittance  of  those  premiums  in  bulk.  And  that  system  is 
already  in  operation  by  this  same  carrier  in  groups  of  school 
teachers  and  other  employed  groups,  to  be  sure,  but  where 
the  payroll  checkoff  mechanism  is  not  used.  And  I am  sure 
in  my  own  mind,  being  a country  boy,  as  you  know,  that 


a large  part  of  the  usefulness  of  this  might  be  found  in  some 
groups  such  as  that,  or  possibly  voluntarily  organized  groups. 
But  there  is  a hazard  in  the  voluntarily  organized  group, 
because  you  are  apt  to  only  organize  those  people  who  are 
a little  infirm  in  health,  which  makes  its  own  difficulty. 
But  it  is  not  outside  possibility  for  those  groups  who  are 
not  serving  1 single  employer. 

President  Smith:  Any  further  discussion? 

Dr  Worthen:  Mr.  President,  with  the  exception  of  the 
remarks  that  Dr.  Barker  has  made,  I assume  then  that  this 
contract  is  limited  to  those  who  are  employed,  and  that  as 
soon  as  a person  gets  out  of  a job,  at  the  time  when  he 
really  needs  help  from  insurance,  then  he  is  going  to  lose  the 
possibility  of  carrying  on  this  insurance,  even  though  he 
can  pay  the  premiums.  Is  that  right  or  wrong? 

Secretary  Barker:  You  haven’t  had  time,  I am  sure,  to 
read  this  contract,  and  I don’t  blame  you.  I know  it  almost 
by  heart.  There  is  a provision  in  this  contract  where  an 
individual  subscriber,  leaving  the  employ  of  his  group 
employer,  may  continue  his  coverage  at  the  same  premium 
rate,  which  is  not  the  same  as  in  the  Hospital  Plan.  The 
Hospital  Plan  raises  that  premium  by  thirty-three  per  cent 
for  individuals.  Under  this  plan  the  man  who  originally 
came  into  the  group  through  an  employed  group,  and  he 
leaves  that  employ  for  any  reason  whatever,  and  he  elects 
to  continue  his  coverage  may  do  so  in  exactly  the  same 
premium,  but  he  must  pay  it  on  a semi-annual  or  annual 
basis,  and  not  on  a monthly  basis,  because  of  the  involved 
bookkeeping  system  of  collecting  a large  number  of  in- 
dividual penny  premiums,  which  just  runs  the  administration 
cost  up. 

Now,  I have  further  in  my  mind  another  feature  to  be 
written  in  this  contract,  and  I cannot  assure  you  that  it  can 
be,  because  it  opens  up  another  little  treacherous  pathway, 
and  that  is  that  in  the  event  of  leaving  employment  on  a 
temporary  basis,  let’s  say  a temporary  layoff,  that  there 
can  be  provision  made— and  I am  not  sure  of  this,  but  we 
are  in  a position  to  discuss  it  now  quite  clearly,  and  I am 
optimistic  about  what  we  can  accomplish— that  in  the  event 
of  a temporary  layoff,  which  frequently  happens  in  indus- 
try, that  that  fellow  is  not  going  to  lose  his  coverage  if 
he  cannot  or  does  not  elect  to  go  over  to  an  annual  or 
semi-annual  basis  as  an  individual.  I cannot  promise  that 
that  can  be  written  in  there,  because  there  are  many  factors 
that  you  and  I can’t  consider  this  afternoon.  But  I am  hope- 
ful that  that  provision  can  be  set  into  this  contract.  He 
already  has  a thirty  day  grace  period.  He  doesn’t  lapse  for 
thirty  days  anyway.  Anything  that  happens  within  that 
thirty  days  is  covered.  Now,  I think  that  that  grace  period 
can  be  extended  for  a reasonable  period.  I am  certain  it 
could  be  extended  to  sixty  days,  and  it  might  possibly  be 
extended  to  ninety  days,  with  some  sort  of  an  interim  con- 
tribution from  the  insured  person.  I hat  is  a very  important 
point,  and  don  t think  that  we  have  been  unaware  of  it. 
But  it  just  hasn’t  quite  ironed  itself  out  yet. 

Dr.  Worthen:  Well,  it  is  then  fundamentally  true  that 
when  a man  is  once  a member,  he  is  always  a member  as 
long  as  he  pays  his  premium? 

Dr.  Barker.  As  long  as  he  pays  his  premium,  and  as  long 
as  the  group  operates. 
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Dr.  Worthen.  As  long  as  he  carries  on. 

Dr.  Barker:  He  would  be  required  to  pay  a lump  sum 
premium  for  reasons  which  1 think  are  obvious. 

Dr.  Worthen:  That  is  fair  enough,  but  if  he  does  that, 
he  is  covered? 

Dr.  Barker:  Yes.  That  is  in  the  contract  at  present. 

President  Smith:  Any  further  discussion?  Are  you  ready 
for  the  question? 

The  motion  was  passed  unanimously . 

President  Smith:  Paragraph  (b). 

Dr.  Weld:  1 move  it  be  accepted. 

The  motion  was  seconded. 

President  Smith:  It  has  been  moved  and  seconded  “That 
the  state  committee  on  prepaid  medical  service  be  instructed 
to  perfect  forthwith  the  necessary  arrangements  to  accomp- 
lish this  end.”  Any  discussion? 

The  motion  was  passed  unanimously . 

President  Smith:  Paragraph  (c) 

Dr.  Sperry:  I move  it  be  accepted. 

The  motion  was  seconded. 

President  Smith:  It  has  been  moved  and  seconded  “That 
the  Council  be  authorized  to  approve  any  prepaid  medical 
service  plan  before  it  is  offered  to  the  public  as  approved 
by  the  Connecticut  State  Medical  Society.” 

The  motion  was  passed  unanimously . 

Dr.  Weld:  Mr.  President,  I move  the  acceptance  of  the 
report  as  a whole. 

The  motion  was  se cotided. 

President  Smith:  Dr.  Weld  has  moved  and  it  has  been 
seconded  that  the  report  as  a whole  be  accepted.  Any  dis- 
cussion? 

The  motion  was  passed  unanimously . 

President  Smith:  The  next  order  of  business  is  the  report 
of  the  Committee  on  the  Organization  of  a Woman’s  Auxili- 
ary, and  I will  call  on  Dr.  Ralph  Gilman,  chairman  of  the 
committee,  to  present  the  report. 

Dr.  Gilman  read  the  report  of  his  committee. 

President  Smith:  You  have  heard  Dr.  Gilman’s  report 
and  recommendations.  What  is  your  pleasure? 

Dr.  Landry:  I move  the  adoption  of  the  recommendations 
of  the  committee. 

Dr.  Barker:  With  the  permission  of  the  committee,  as  a 
matter  of  detail,  I think  it  would  be  wise  if  you  eliminated 
the  words  “month  of  May,”  because  there  is  a bare  pos- 
sibility that  the  annual  meeting  might  not  be  held  in  May. 
You  might  just  state  the  annual  meeting,  1944,  and  it  would 
accomplish  the  purpose  of  your  proposal,  I am  sure. 

President  Smith:  Does  any  one  move  the  adoption  of  the 
report? 

Dr.  Landry:  I so  move,  with  that  exception. 

Dr.  Gold:  Second  the  motion. 

President  Smith:  Will  you  discuss  the  matter  further?  If 
there  is  no  discussion,  I will  ask  you  to  vote  on  it. 

The  motion  was  passed  unanimously . 

President  Smith:  No.  6 is  the  next  item,  report  of  the 
Committee  on  Public  Health  of  the  Federal  Emergency 


Afaternal  and  Infant  Care  Program.  I am  asking  Dr.  Joseph 
H.  Howard,  chairman  of  the  committee,  to  make  that  report 
and  explain  it. 

Dr.  Howard:  I think  you  are  all  familiar  with  the  federal 
program  on  maternal  and  infant  care.  Congress  appropriated 
about  $4,400,000  for  this  program,  which  was  found  to  be 
very  inadequate,  and  subsequently  appropriated  about 
$18,600,000  for  carrying  the  program  on.  The  question  of 
fees  was  left  to  the  various  state  societies.  It  was  suggested— 
not  suggested  but  inferred  that  $35  for  a complete  maternity 
care  was  sufficient.  We  in  this  state  felt  that  $35  was  not 
adequate,  and  therefore  the  Public  Health  Committee  voted 
to  increase  that  to  $50  for  complete  maternity  care. 

Now,  this  is  rather  difficult  to  decide,  because  not  only 
in  various  parts  of  the  country,  but  in  various  parts  of  our 
own  state  these  fees  differ.  There  are  still  parts  of  the 
state  where  $25  will  carry  a woman  through  pregnancy. 
There  are  other  parts  of  the  state  where  it  is  $50  or  more. 
Naturally,  the  men  charging  $25  for  complete  maternity 
care  were  quite  delighted  with  $50.  The  general  practitioners 
who  were  getting  $50  were  quite  satisfied.  But  we  did  get 
considerable  objection  from  men  who  have  specialized  in 
obstetrics,  because  this  is  far  below  their  usual  fee.  Now, 
the  result  has  been  that  many  of  the  physicians  in  the  state 
have  refused  to  take  care  of  these  women,  and  the  Children’s 
Bureau  has  received  letters  from  these  women  saying  that 
they  had  gone  to  a physician,  and  he  refused  to  sign  the 
blank,  refused  to  take  care  of  them. 

The  State  Society  therefore  prepared  a statement,  which 
can  be  used  in  the  future,  either  in  the  press  or  to  people 
who  inquire  as  to  what  the  program  is,  and  what  the  feeling 
of  the  State  Society  is  in  this  matter.  This  was  approved  by 
the  Public  Health  Committee  last  week. 

“The  purpose  of  the  Congress  in  making  appropriations 
under  the  Federal  Emergency  Maternal  and  Infant  Care 
Program  was  to  provide,  at  no  cost  to  the  enlisted  man  or 
his  wife,  complete  maternal  care  and  medical  and  hospital 
care  for  the  infant  during  the  first  year  of  life.  The  program 
was  devised  to  assure  such  care  and  to  strengthen  the  peace 
of  mind  of  absent  enlisted  soldiers  while  serving  their 
country. 

“The  Connecticut  State  Medical  Society  endorses  the 
purposes  of  this  program  but  regrets  that  a departure  was 
made  from  the  usual  method  of  payment  for  professional 
services  which  has  been  consistently  advocated  by  American 
medicine,  for  it  is  believed  that  a more  satisfactory  physician- 
patient  relationship  would  be  maintained  if  the  actual  ar- 
rangements with  respect  to  fees  be  fixed  by  mutual 
agreement  between  the  soldier’s  wife  and  a physician  of 
her  choice.  And,  the  program  has  developed  with  the  im- 
plication that  wives  of  servicemen  are  incapable  of  choosing 
their  physicians  and  expending  their  allotments  for  medical 
care,  although  they  are  considered  capable  of  expending  the 
allotments  for  maintenance  provided  by  the  Federal  Gov- 
ernment. There  is  also  the  implication  that  physicians  are 
not  to  be  trusted  to  charge  the  wives  of  servicemen  appro- 
priate fees  which,  of  course,  is  not  the  case. 

“The  Connecticut  State  Medical  Society  recognizes,  how- 
ever, that  this  plan  is  already  in  operation,  and  members  of 
the  Society  are  urged  to  cooperate  in  it  as  far  as  possible, 
keeping  in  mind  that  the  methods  employed  in  the  program 
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are  desirable  for  the  emergency  only,  and  that  failure  to 
cooperate  will  serve  to  make  circumstances  difficult  for  the 
wives  of  absent  soldiers  and  to  place  the  medical  profession 
in  an  unfortunate  position  in  the  eyes  of  the  public. 

“The  Society  is  certain,  however,  that  the  pattern  of 
medical  care  developed  under  this  program  should  not  be- 
come fixed,  and  with  the  end  of  the  war  emergency  should 
be  discontinued  at  once.” 

The  committee  also  at  its  last  meeting  asked  for  a revision 
of  fees.  “The  Committee  on  Public  Health  of  the  Con- 
necticut State  Medical  Society  is  concerned  with  the  main- 
tenance of  a high  quality  of  maternal  and  infant  care  under 
the  Federal  Emergency  Maternal  and  Infant  Care  Program 
for  the  wives  and  children  of  enlisted  men  in  the  forces 
of  the  United  States.  It  is  believed  that  to  insure  the  con- 
tinuance of  the  quality  of  care  that  is  expected  in  Con- 
necticut, the  proper  authorities  should  give  consideration 
to  the  revision  upward  of  fees  paid  to  the  attending 
physician. 

“To  this  end  the  following  recommendations  are  proposed 
for  consideration:  The  fee  for  prenatal  care  be  increased 
to  $25;  the  fee  for  delivery  be  increased  to  $50.”  In  other 
words,  the  total,  complete  maternal  care  should  be  $75 
instead  of  $50.  “Provision  be  made  for  delivery  by  Caesarean 
section  with  an  operative  fee  of  $125,  which  would  include 
all  post  operative  care.” 

I might  say  at  this  point  that  under  the  bill  there  is  no 
provision  for  Caesarean  section.  If  a general  practitioner  sees 
a patient  who  may  need  a Caesarean,  and  he  calls  in  a con- 
sultant, a surgeon  or  obstetrician  who  does  operations,  the 
only  provision  in  the  bill  is  that  he  be  paid  a consulting 
fee  of  $10.  The  result  is  that  the  surgeon  is  operating  on 
this  patient,  doing  a Caesarean  without  a fee.  We  recom- 
mend, therefore,  that  there  be  some  arrangement  for  a fee 
being  paid  to  the  surgeon.  “And  when  mothers  are  referred 
by  a family  physician  for  delivery  by  Caesarian  section,  the 
fee  of  $25  for  prenatal  care  be  paid  to  the  referring 
physician.” 

I doubt  very  much— my  personal  opinion— that  the  $75 
fee  will  be  approved  by  the  Children’s  Bureau.  I don't 
know  of  any  place  in  the  country  where  they  are  paying 
$75  for  this  type  of  care.  But  it  doesn’t  do  any  harm  to 
ask  for  it  and  see  the  reaction.  But  I do  think  there  should 
be  some  provision  for  Caesarean  fees. 

Dr.  Weld:  Mr.  President,  I would  like  to  add  a little 
information  to  what  Dr.  Howard  has  said  for  the  benefit 
of  the  House  of  Delegates.  The  first  thing  that  you  should 
know  is  that  there  has  never  been  any  legislation  in  con- 
nection with  this  program  of  the  Children’s  Bureau,  that 
it  was  initiated  by  the  Children’s  Bureau  in  1941  without 
any  legislation  going  through  Congress,  and  the  money  was 
simply  made  available  by  the  Children’s  Bureau,  and  this 
went  on  for  two  years. 

Then  in  1943,  the  year  just  closing,  the  Children’s  Bureau 
came  through  the  President,  and  the  President  made  a request 
to  Congress  for  three  different  allotments,  and  those  three 
allotments  totaled  about  24  million  dollars.  At  the  present 
time  there  is  a bill  before  Congress  for  another  allotment 
of  six  million  dollars.  It  is  a great  question  in  the  minds  of 
those  people  who  seem  to  know  throughout  the  country 


whether  or  not  Congress  will  allot  this  money,  because  the 
tendency  in  Congress  seems  to  be  now  rather  against  hand- 
ing out  money  right  and  left  as  they  have  done. 

I think  Dr.  Howard’s  last  remarks  on  the  question  of 
fees  should  be  taken  rather  seriously.  We  in  Connecticut  are 
rather  well  situated  as  far  as  this  program  goes  in  the  matter 
of  fees.  We  are  receiving,  those  of  us  who  are  doing  this 
work,  the  largest  fees  that  the  Children’s  Bureau  gives  any- 
where in  the  country.  I believe  it  isn’t  a matter  of  fees,  and 
if  we  let  fees  sway  us,  I think  we  shall  be  criticized.  It  seems 
to  me  a matter  of  principle,  a matter  of  principle  entirely. 
At  the  recent  conference  of  editors  and  secretaries  of  the 
state  societies,  held  in  Chicago,  the  question  was  brought 
up  and  very  carefully  discussed  as  to  whether  this  was  not 
an  entering  wedge  of  the  federal  government  in  the  practice 
of  medicine.  Dr.  Daily  was  there  from  Washington,  and 
he  could  give  no  confirmation  at  all  to  the  idea  that  this 
was  only  for  the  emergency.  It  lias  been  carried  on  in  an 
extremely  highhanded  manner.  The  medical  profession  has 
never  been  consulted  as  to  the  program.  They  have  merely 
had  the  thing  thrown  at  them,  at  us,  and  been  asked  to 
participate. 

We  are  put  in  rather  an  unenviable  position,  it  seems  to 
me.  None  of  us  wish  to  oppose  taking  care  of  the  enlisted 
men’s  wives  and  children.  That  is  part  of  our  business,  and 
we  have  got  to  play  the  game  in  that  respect.  But  don’t 
forget  that  where  approval  has  been  given  to  this  plan  by 
the  different  states,  in  almost  every  state  where  it  has  been 
approved  the  state  departments  of  health  have  approved  it 
and  not  the  state  medical  bodies,  and  there  are  still  three 
states  which  have  not  approved  it  at  all. 

I am  very  much  opposed  to  this  Society  going  on  record 
as  favoring  this  program  of  the  Children’s  Bureau.  I think 
the  men  who  want  to  do  the  work  for  the  soldiers'  wives, 
as  they  always  have  done  it,  will  do  it,  and  will  continue 
to  do  it,  and  will  sign  these  sheets  as  they  see  fit.  But  this 
Society  should  not  approve  the  program. 

Dr.  A-Iiller:  Mr.  President,  it  seems  there  are  two  parts 
to  Dr.  Howard’s  report,  one  of  them  the  statement,  and  the 
other  the  matter  of  the  increased  fee  for  Caesarean,  and 
so  forth.  This  statement,  it  seems  to  me,  is  quite  clear.  It 
does  not  endorse  the  program.  It  states  very  clearly  the  prin- 
ciples on  which  we  stand.  It  does  express  our  interest  and 
determination  to  take  care  of  the  matter  during  the  emer- 
gency. I think  the  interests  of  the  wives  and  children  of  the 
enlisted  men  must  be  taken  care  of  in  a sympathetic  and 
generous  manner,  that  we  must  not  allow  any  record  to  get 
us  behind  the  eight  ball  before  the  public. 

I would  like  to  move,  therefore,  that  the  first  part  of  this 
matter  be  adopted,  the  statement  as  presented  by  Dr. 
Howard. 

The  motion  was  seconded. 

President  Smith:  It  has  been  moved  and  seconded  that 
the  first  part  of  Dr.  Howard’s  report  be  accepted,  and  that 
later  we  take  up  the  second  part  of  that.  Dr.  ATller,  is  that 
your  idea? 

Dr.  AIiller:  Well,  I think  the  statement  should  be  con- 
sidered and  adopted  or  not  adopted,  as  the  House  sees  fit. 

President  Smith:  All  right.  Any  further  discussion  of  the 
statement?  Will  it  be  read  again  please? 
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Dr.  Miller  read  the  statement  presented  by  Dr.  Howard. 

President  Smith:  Are  you  ready  for  the  question? 

The  motion  was  passed  unanimously . 

President  Smith:  Dr.  Howard,  would  you  like  to  read  the 
second  part  of  your  report  again,  so  that  we  can  take  some 
action  on  that? 

Dr.  Howard  read  the  second  statement,  as  previously 
given. 

President  Smith:  Thank  you,  Doctor.  What  action  do 
you  wish  to  take  on  the  second  part  of  the  report  of  the 
recommendations  made  by  Dr.  Howard? 

Dr.  Stringfield:  Mr.  Chairman,  I would  like  to  call  atten- 
tion to  the  fact  that  this  particular  program  is  for  the  med- 
ical care  of  the  mother  and  infant.  I think  you  will  note 
in  this  particular  report  there  is  no  reference  at  all  made  to 
the  medical  care  of  the  infant.  Recently,  at  a meeting  of 
the  American  Academy  of  Pediatrics,  Region  i,  we  went 
over  this  matter  of  the  infant  care  with  representatives  of 
the  Children’s  Bureau.  At  that  particular  meeting  the  service 
of  the  new  born  infant  was  to  be  taken  care  of  by  the 
delivering  physician  for  the  first  six  weeks  of  its  life,  and 
that  particular  service  is  included  in  the  obstetrical  fee. 
After  that  time,  if  there  is  a child  welfare  center  in  that 
particular  locale,  the  serviceman’s  wife  must  take  her  child 
to  that  clinic  to  be  instructed  relative  to  its  care.  And  no 
fees  arc  paid  out  of  the  Children’s  Bureau  funds  for  that 
particular  care.  In  other  words,  the  Children’s  Bureau  thinks 
that  the  delivering  man,  the  man  who  delivers  the  child,  is 
capable  of  taking  care  of  the  infant  during  its  most  danger- 
ous period,  but  after  six  weeks  he  is  not  medically  capable 
of  taking  care  of  that  child,  and  that  child  should  be  sent 
to  one  of  these  welfare  centers. 

To  be  sure  the  government  pays  the  bill  for  the  care  of 
the  infant.  If  the  soldier’s  wife  elects  to  take  her  child  to 
a physician,  she  has  to  pay  the  physician  for  that  service 
out  of  her  own  pocket,  unless  that  child  is  a sick  infant. 
There  is  no  provision  at  all  made  for  the  care  of  the  well 
infant  as  far  as  the  physician  is  concerned.  If  the  child  is 
sick,  the  Bureau  will  pay  a fee,  in  all,  of  $20  maximum, 
regardless  of  the  length  of  time  the  infant  is  ill. 

The  Academy  of  Pediatrics  has  greatly  condemned  the 
Children’s  Bureau  for  their  highhanded  manner  of  taking 
care  of  the  well  baby  infant  after  it  has  been  born.  We  be- 
lieve that  the  care  of  the  infant  should  be  divided  into  two 
phases,  one  for  the  care  of  the  well  infant,  and  another  for 
the  care  of  the  sick  infant.  In  discussions  in  Washington,  it 
was  proposed  by  members  of  the  Children’s  Bureau  that  a 
new  born  infant  should  not  be  seen  more  than  six  times 
during  the  first  year.  That  was  the  plan.  And  for  that  par- 
ticular service  the  physician  might  be  paid  a total  of  $15. 
It  seems  to  us  that  it  is  impossible  for  that  particular  arrange- 
ment on  the  part  of  the  Children’s  Bureau  to  give  adequate 
supervision  of  a child  during  his  first  year  of  life,  feeding 
and  so  forth,  and  all  the  immunizations  which  are  required, 
for  that  amount  of  money.  W e are  not  interested  specifically 
in  the  fund  end  of  it,  but  we  are  interested  in  the  adequacy 
of  the  care  of  these  infants.  And  we  believe  that  many  of 
the  obstetricians  who  take  care  of  infants  can  take  care  of 
infants  just  as  well  as  they  can  take  care  of  them  in  the 
various  well  baby  clinics,  and  we  feel  the  infant  should  have 


a chance  as  well  as  the  mother. 

I call  your  attention  to  the  highhanded  manner  in  which 
the  Children’s  Bureau  has  acted  in  this  manner. 

Dr.  Miller:  Mr.  President,  I move  you  this  part  of  the 
report  be  referred  to  the  Council. 

The  motion  was  seconded. 

President  Smith:  It  has  been  moved  and  seconded  that 
this  part  of  Dr.  Howard’s  report  be  referred  to  the  Council. 
Is  there  any  discussion? 

The  motion  was  passed  unanimously . 

President  Smith:  We  have  now  reached  the  last  item  of 
the  agenda,  No.  7,  a discussion  of  the  proposed  changes  in 
the  contract  of  the  Connecticut  Plan  for  Hospital  Care, 
which  will  include  payment  for  x-ray  and  anaethesia.  I will 
ask  Dr.  Barker,  the  Secretary,  to  present  the  subject. 

Secretary  Barker:  I will  be  as  brief  as  I can  about  this, 
but  it  is  a matter  of  considerable  importance  in  policy  as 
well  as  practice.  It  requires  a little  bit  of  review,  which 
may  not  be  familiar  to  all  of  us,  and  will  serve  to  refresh 
the  minds  of  those  who  do  not  know  about  it. 

kite  first  non  profit  sharing  plan  for  hospital  care  organ- 
ized in  this  state  was  organized  in  the  community  of  Nor- 
walk around  the  Norwalk  General  Hospital.  That  program 
was  developed  without  consultation  with  this  Society,  and 
went  into  operation  without  that  consultation,  and  operated 
for  a time,  inadvertently,  extra-legally.  There  was  no  cover- 
ing act  in  our  statutes  that  was  directed  toward  the  operation 
of  such  enterprises.  I think  my  chronology  is  correct  here. 
1 hen  a plan  developed  in  Danbury,  an  independent  plan, 
which  for  a time  was  a successful  small  plan.  And  then  there 
came  into  the  picture  the  so-called  Connecticut  Plan  for 
Hospital  Care,  which  had  its  origin  in  this  city. 

In  the  development  of  the  contract  written  by  the  Con- 
necticut Plan  for  Hospital  Care,  representatives  of  your 
Society  were  frequently  consulted,  and  in  so  far  as  was 
reasonable,  your  representatives  had  a part  in  writing  the 
contract,  or  in  prescribing  the  contract  that  was  to  be  writ- 
ten by  the  Connecticut  Plan  for  Hospital  Care.  The  chief 
object  of  our  deliberations  was  to  remove  from  the  contract 
for  hospital  care  any  professional  service  other  than  that 
ordinarily  given  by  the  resident  house  staff  of  a hospital. 

When  the  Norwalk  Plan  was  developed,  it  included  x-ray 
and  anesthesia.  When  the  Danbury  Plan  was  developed,  it 
included  x-ray  and  anaesthesia.  When  the  Connecticut  Plan 
was  developed,  through  the  counsel  of  your  representatives, 
no  provision  was  made  in  that  contract  for  x-ray  service 
or  anaesthesia.  Now,  the  Connecticut  Plan  for  Hospital 
Care  has  grown,  as  you  well  know,  and  in  the  process  of 
that  growth  it  became  evident  that  there  should  be  some 
legal  provision  for  the  operation  of  these  non  profit  sharing 
plans.  And  about  1938,  I think  it  was,  Governor  Cross  ap- 
pointed a very  large  group  to  investigate  the  subject,  and 
it  represented  all  kinds  of  people.  It  was  a splendidly  repre- 
sentative group  of  citizens.  It  included  myself.  I was  the 
only  physician  on  the  Committee,  except  Dr.  Wilmar  Allen, 
who  was  there  as  a hospital  administrator.  As  an  outgrowth 
of  that  study  made  by  that  large  group,  certain  legal  steps 
were  taken,  and  the  General  Assembly  of  1939  was  con- 
fronted with  an  enabling  act  that  would  cover  the  opera- 
tion of  hospital  plans.  It  also  included  the  operation  of 
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medical  service  plans,  which  was  introduced  as  a parallel 
measure  and  was  also  passed.  In  the  law  covering  the  oper- 
ation of  hospital  service  plans,  it  expressly  states  that  such 
plans  shall  provide  hospital  care,  board,  room,  lodging,  and 
so  on,  but  no  professional  services.  Now,  this  is  an  ambigu- 
ous term,  and  I know  it.  Although  I was  a member  of  the 
committee  of  three  who  drafted  the  bill,  I think  it  was 
somewhat  deliberately  left  ambiguous. 

Now,  we  come  to  this:  As  I understand  it— and  here  I 
am  only  giving  you  hearsay,  but  it  is  reliable  hearsay,  since 
it  comes  from  the  Hospital  Plan,  but  I may  be  placing  my 
own  interpretation  on  the  hearsay— it  is  contemplated  that 
the  Connecticut  Plan  for  Hospital  Care  will  absorb  the 
Norwalk  Plan.  And  I am  told  that  the  Norwalk  Plan  has 
absorbed  the  Danbury  Plan  and  they  are  operating  together. 
The  Connecticut  Plan  for  Hospital  Care  will  absorb  the 
Norwalk  Plan,  and  bv  indirection,  the  Danbury  Plan. 

Now,  a conflict  in  contracts  arises.  The  Norwalk  Plan 
covers  x-ray  and  anaesthesia.  The  Connecticut  Plan  for  Hos- 
pital Care  does  not;  and  they  are  faced  with  what  appears 
to  be  somewhat  of  a dilemma,  that  in  absorbing  the  subscrib- 
ers who  have  carried  on  the  Norwalk  Plan— and  they  are 
numbered  by  a small  number  of  thousand  people— if  they 
come  into  the  Connecticut  Plan  for  Hospital  Care,  the 
breadth  of  their  contract  will  be  delimited,  and  they  won’t 
receive  the  same  contract  that  they  now  receive  for  the 
same  amount  of  money  that  they  are  going  to  be  expected 
to  pay  to  the  consolidated  plan.  So  that  at  the  present  time 
there  is  under  consideration  the  inclusion  in  the  Connecticut 
Plan  of  provision  for  x-ray  services,  a limited  amount  up 
to  $15  per  admission,  and  anaesthesia  up  to  $10  per  admis- 
sion. 

Now,  we  are  confronted  with  two  points.  I asked  Dr. 
Jarvis  this  question— he  is  a director  of  the  Connecticut  Plan, 
and  I think  Dr.  Root  also  is— whether  the  Connecticut  Plan 
for  Hospital  Care  explored  the  legality  of  including  pro- 
fessional services  in  the  Plan  for  Hospital  Care,  and  the 
answer  of  Dr.  Jarvis  was  that  it  had  not  been.  That  is  the 
first  thing  that  we  are  concerned  with,  perhaps  not  so  much 
as  the  Plan  for  Hospital  Care,  but  we  are  certainly  inter- 
ested in  it;  and  second,  whether  we  are  going  to  affirm  or 
agree  with  a plan  for  hospital  care,  estimable  as  it  undoubt- 
edly is,  that  begins  now  to  include  what  we  construe,  I 
believe,  to  be  the  services  of  a physician.  That  is  the  matter 
that  is  before  you.  It  has  been  brought  frankly  to  us  by  the 
Plan  for  Hospital  Care  for  our  discussion,  and,  I assume, 
for  some  sort  of  a statement.  What  weight  our  opinion  will 
carry  with  them  in  their  ultimate  decision,  I have  no  idea, 
except  to  go  back  into  our  early  background,  which  was 
highly  satisfactory  to  us,  and  that  was  that  we  were  con- 
sulted about  the  writing  of  the  original  contract  that  was 
written  by  the  Connecticut  Plan,  and  in  so  far  as  it  related 
to  professional  service,  our  judgment  was  accepted.  There 
is  the  story  up  to  this  minute. 

The  Acting  Director  of  the  Plan  for  Hospital  Care  called 
me  up  this  afternoon  and  wanted  to  know  what  we  were 
going  to  do  about  it,  and  I told  him  I didn’t  know.  And  I 
still  don’t  know. 

President  Smith:  It  would  be  appropriate  to  have  this 
discussion  opened  by  a member  of  the  Radiological  Section 


of  the  Society,  and  I am  going  to  ask  Dr.  Joseph  Harvey  of 
Waterbury,  who  is  the  President  of  the  Section  to  speak 
to  11s  about  this.  Dr.  Harvey. 

Dr.  Harvey:  I don’t  know  whether  I am  prepared  to 
make  a statement.  1 think  Dr.  Parmelee,  who  has  been  active 
on  the  committee,  is  probably  in  a better  position  to  make 
a formal  statement  than  I am. 

Dr.  Parmelee:  Mr.  President,  the  secretary  of  our  section 
has  some  information,  1 believe,  as  to  the  sequence  of  events 
that  occurred  in  the  House  of  Delegates  of  the  American 
Medical  Association  in  this  regard,  and  I think  perhaps  that 
would  be  a good  place  for  us  to  start. 

President  Smith:  Very  good. 

Dr.  Climan:  Mr.  Chairman,  this  subject  is  highly  contro- 
versial. 

President  Smith:  Would  you  come  up  forward,  so  we  can 
all  hear  you? 

Dr.  Climan:  I haven’t  any  prepared  statement  to  make 
at  all.  This  subject  is  highly  controversial,  and  it  is  coming 
up  throughout  the  country  at  the  present  time.  The  Con- 
necticut Plan,  as  so  ably  explained  by  Dr.  Barker,  has  ex- 
cluded professional  services  right  along,  and  as  far  as  we 
know,  it  has  worked  out  satisfactorily.  Now,  the  members 
of  our  section  have  been  unanimous  in  all  of  our  meetings 
in  opposing  any  inclusion  of  x-ray  services  in  group  hos- 
pital contracts,  and  chiefly  for  the  reason  that  it  is  a pro- 
fessional service  rendered  by  a licensed  physician.  In  the 
reports  which  we  are  receiving  from  the  American  College 
of  Radiology,  we  are  being  informed  right  along  that  the 
Blue  Cross  plans  are  including  medical  services.  I think 
approximately  fifty  per  cent  of  the  Blue  Cross  plans  have 
already  adopted  some  form  of  medical  service,  and  this  is 
in  definite  opposition  to  the  principles  which  have  been 
enunciated  by  the  House  of  Delegates  of  the  American 
Medical  Association.  They  have  gone  on  record  continually 
as  opposing  the  inclusion  of  any  medical  services.  Now, 
the  Connecticut  Plan  has  been  cited  outside  of  this  state  as 
a plan  which  has  excluded  medical  service,  and  we  have  been 
quoted  as  having  a very  good  plan  for  that  reason. 

The  American  Hospital  Association,  on  the  other  hand, 
has  gone  definitely  on  record  as  desiring  to  include  medical 
services,  and  chiefly  the  five  minor  services  of  x-ray,  anaes- 
thesia, physiotherapy,  and  I think  electrocardiography  is 
also  included.  Our  section  met,  I believe,  about  two  or  three 
weeks  ago,  at  the  request  of  Dr.  Barker,  who  informed  us 
that  the  Connecticut  Plan  wished  to  include  x-ray  service, 
and  we  had  a very  careful  and  deliberate  discussion,  and 
we  have  concluded  unanimously  that  we  were  opposed  to 
the  inclusion  of  any  professional  services.  And  we  didn’t 
mention  x-ray  specifically  because  we  feel  that  x-ray  is  a 
professional  service,  and  we  so  informed  Dr.  Barker  in  a 
letter. 

We  feel  that  although  there  are  different  arrangements— 
some  radiologists  are  full  time  on  a salary  basis,  while  others 
have  financial  arrangements— they  are  still  services  rendered 
by  a licensed  physician,  whether  he  practices  in  a hospital 
or  not. 

President  Smith:  Dr.  Jarvis,  would  you  care  to  discuss 
this?  (No  comment.) 
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Secretary  Barker:  Dr.  Climan,  would  it  be  satisfactory 
to  you  if  I read  to  the  House  of  Delegates  the  communica- 
tion received  from  your  section?  Do  you  think  that  would 
further  clarify  our  thinking? 

Dr.  Climan:  That  would  be  all  right. 

Secretary  Barker:  It  is  under  date  of  November  22. 
“Your  letter  of  November  16  in  reference  to  the  proposed 
inclusion  of  the  expenses  of  x-ray  up  to  $15  per  admission 
in  the  contracts  of  the  Connecticut  Plan  for  Hospital  Care 
was  brought  to  the  attention  of  this  section  at  a regular 
meeting  held  in  Waterbury  on  November  18.  After  very 
careful  deliberation,  the  following  resolution  was  unanim- 
ously adopted: 

“ ‘We  are  opposed  to  inclusion  of  any  professional  serv- 
ices in  any  hospital  service  contract.  Radiology  is  a pro- 
fessional service.’ 

“The  above  resolution  conforms  to  the  policy  adopted  by 
the  American  College  of  Radiology  which  has  repeatedly 
made  specific  requests  that:  (1)  all  medical  services,  includ- 
ing radiology,  be  excluded  from  the  benefits  offered  by 
hospitals  as  a part  of  hospital  care  and  group  plans;  and 
(2),  that  no  medical  services  be  included  in  the  services 
furnished  by  hospitals  in  inclusive  per  diem  rates  for  hospital 
accommodations. 

“This  conforms  with  principles  unequivocally  enunciated 
bv  the  American  Medical  Association  over  a period  of 
several  years.  The  practice  of  radiology  is  a branch  of  the 
practice  of  medicine  and  has  been  so  defined  both  by  statute 
and  designation  by  professional  societies,  including  the 
House  of  Delegates  of  the  American  Medical  Association. 

“Evidence  is  accumulating  of  continued  encroachment  of 
hospitals  into  the  practice  of  medicine,  which  they  do  by 
offering  certain  medical  services  on  a service  basis  as  a 
part  of  medical  care.  We  cannot  conceive  why  radiology 
should  be  singled  out  to  be  included  in  the  revised  contract 
to  the  exclusion  of  other  medical  services. 

“We  hope  that  the  Council  will  agree  with  our  opinion 
and  exclude  radiology  from  the  contracts  of  the  Connecticut 
Plan  for  Hospital  Care  and  any  other  contracts.” 

One  word  of  clarification.  The  only  item  that  was  brought 
to  Dr.  Climan’s  attention  was  radiology.  It  is  suggested  now, 
as  he  has  already  indicated,  and  I have  also,  that  in  addi- 
tion to  x-ray  there  will  be  anaesthesia,  electrocardiography 
and  physiotherapy.  But  because  we  felt  that  the  section  on 
radiology  was  concerned  solely  with  radiology,  these  other 
subjects  were  not  brought  to  their  attention.  It  might  have 
been  an  oversight  on  my  part. 

Dr.  Barnum:  Air.  President,  may  I inquire  what  is  going 
to  be  the  workout  between  the  Connecticut  Plan  for  Hos- 
pital Care  and  this  write-up  that  we  are  approaching  today 
in  the  way  of  insurance  coverage  for  surgical  and  obstetrical 
care,  because  the  fee  table  here  gives  a compensation  for 
anaesthesia,  running  from  five  to  fifteen  dollars,  depending 
on  the  case,  and  it  gives  radiology  in  a range  from  ten  to 
twenty-five  dollars.  It  looks  as  though  the  person  who  car- 
ried both  those  things  would  be  entitled  to  collect  both 
ways.  Where  are  you  going  to  get  off? 

President  Smith:  Would  you  care  to  answer  that,  Dr. 
Barker? 


Dr.  Barker.  I will  do  the  best  I can.  I will  answer  the 
tail  of  it  first.  Dr.  Barnum.  You  haven’t  had  time  to  read 
this  contract  either.  It  states  in  detail  in  this  contract  that 
if  the  patient  receives  indemnity  from  any  other  source,  this 
contract  doesn’t  hold.  That  was  particularly  aimed,  of  course, 
at  Workmen's  Compensation,  federal  indemnities,  and  other 
sources  of  payment.  Whether  it  will  answer  your  question 
or  not,  I am  not  sure,  but  I hope  it  will. 

Second,  I think  that  one  of  the  reasons  why  Dr.  A-liller 
and  his  colleagues  were  so  interested  in  seeing  this  thing  get 
going,  or  at  least  get  out  of  the  woods,  was  that  the  com- 
mittee felt  that  professional  service  should  be  handled  on 
this  basis  and  not  as  a stepchild  of  a hospital  care  plan. 
Am  I right  on  that  idea,  Dr.  Aliller?  I don’t  want  to  put 
words  in  your  mouth. 

Dr.  Miller:  I think  it  is  true  that  we  have  felt  that  there 
are  many  indications  that  hospitals  are  concerning  them- 
selves, to  a less  extent  here  in  this  state,  but  to  a greater 
extent  perhaps  elsewhere,  in  what  might  be  called  the  prac- 
tice of  medicine.  I don’t  think  it  is  quite  true  to  say  that 
we  have  functioned  one  hundred  per  cent  correctly  here 
under  our  existing  set-up.  The  New  Haven  Hospital  has 
an  all  inclusive  rate  which  starts  in  at  something  like  $15 
or  $16,  or  something  thereabouts,  and  includes  radiology, 
and  it  includes  some  of  these  other  services,  anaesthesia, 
and  so  forth.  And  they  pay  their  radiologist,  I believe,  a 
salary.  And  right  under  our  own  noses  this  thing  is  going 
on,  and  I wonder  that  the  thing  has  been  gotten  away  with 
as  it  is.  So  we  are  not  so  simon  pure.  This  whole  proposition 
cuts  very  deep,  and  I am  not  sure  but  what,  before  we  get 
through,  we  have  got  to  determine  whether  we  are  going 
to  go  down  all  hands  waving  the  flag  and  sticking  to  a 
principle,  or  whether  we  can  enunciate  our  own  principles 
and  come  a little  closer  toward  the  driving  seat  of  this 
vehicle  and  influence  things  a little  bit.  You  have  been  told 
that  fifty  per  cent  of  the  Blue  Cross  plans  include  this.  Mr. 
Kaiser,  I think,  has  made  considerable  impression  throughout 
the  country  in  the  way  he  is  doing  business.  I am  not 
advocating  that,  but  I say  that  there  is  a considerable  thought, 
and  what  the  public  wants,  I am  not  at  all  certain  but  what 
they  are  going  to  get. 

Now,  we  have  under  our  own  plan  at  the  present  time 
very  generally  pathologists  who  are  physicians  rendering 
medical  care,  who  are  paid  by  the  hospital,  and  there  is  no 
objection.  That  is  almost  one  hundred  per  cent  throughout 
the  country— not  quite  but  almost.  We  have  anaesthetists 
who  increasingly  are  salaried  by  the  hospital.  In  fact,  I 
believe  that  the  great  increase  in  anaesthesiology  as  a spe- 
cialty has  been  fostered  by  that  arrangement,  whereas  here- 
tofore, under  the  old  individualistic  system,  it  did  not  in- 
crease its  technique. 

Cardiography  is  a relatively  small  item,  but  certainly  it 
should  be  limited  to  cardiography  and  not  cardiology. 
Physiotherapy  with  us  here  has  not  developed  as  a physi- 
cian’s service  to  any  great  extent.  What  the  patient  wants, 
however,  is  the  inclusion  with  the  hospital  bill  of  things 
which  he  thinks  are  clearly  hospital  sendees.  The  radiologist 
doesn’t  bring  a patient  to  the  hospital,  not  for  diagnostic 
work.  He  has  a concession.  I mean  there  are  very  few 
choices  possible  in  any  hospital  as  to  what  radiologist  you 
may  have.  In  other  words,  the  personal  relationship  of 
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physician  and  patient  in  this  instance  is  not  a perfect  one 
according  to  our  definition  of  the  contract  relationships. 

I would  like— not  as  a member  of  our  prepaid  commit- 
tee, or  the  Council,  or  anything,  but  just  as  a humble 
delegate— to  call  your  attention  to  the  matter  of  principle 
that  could  be  gotten  out  of  this,  and  I don’t  know  whether 
you  want  to  listen  to  a motion  or  not  at  this  time,  but  I 
would  like  to  put  it  as  a matter  of  discussion.  It  might  be 
possible  to  move  this  way,  that  the  Connecticut  State  Medical 
Society  approves  the  inclusion  with  the  hospital  bill  of 
charges  for  the  services  of  the  pathologist,  anaesthetist,  and 
for  the  diagnostic  services  of  the  roentgenologist,  pro- 
vided that  the  physician  is  adequately  compensated  for  the 
service,  that  conditions  under  which  he  works  are  con- 
ducive to  the  rendition  of  good  professional  service,  and  that 
charges  for  medical  services  are  on  a cost  basis  and  are  not 
made  the  occasion  for  profit  by  the  hospital. 

It  seems  to  me  that  those  three  items  are  the  ones  which 
fundamentally  are  emphasized  by  the  radiologist.  They  say 
they  are  going  to  be  ground  down,  not  adequately  paid, 
they  are  going  to  be  overworked  and  the  service  will 
deteriorate.  And  we  all  know,  we  suspect,  that  many  hos- 
pitals do  make  a profit  on  some  of  these  services.  Now, 

those  are  some  of  the  possibilities  that  we  might  consider. 

I just  throw  them  in  for  discussion.  I don’t  make  them  as 
a motion  at  the  present  time.  I will  in  a little  while  if  it 
sounds  like  it. 

President  Smith:  All  this  material  was  just  a matter  of 
discussion  so  far.  Now  Dr.  Miller  has  offered  a motion  ten- 
tatively, and— 

Dr.  Miller.  I will  offer  that  as  a motion  then. 

President  Smith:  Now  Dr.  Miller  has  made  a motion. 
Does  anybody  second  Dr.  Miller’s  motion? 

Dr.  Landry:  Second  the  motion. 

President  Smith:  It  has  been  moved  and  seconded.  Will 
you  read  that  again,  Dr.  Miller,  just  for  our  own  informa- 
tion? 

Dr.  Miller:  That  the  Connecticut  State  Medical  Society 
approve  the  inclusion  with  the  hospital  bill  of  charges  for 
the  services  of  pathologists,  anaesthetists,  and  for  the  diag- 
nostic services  of  the  roentgenologist,  provided  that:  (i) 
the  physician  is  adequately  compensated  for  his  services;  (2) 
the  conditions  under  which  he  works  are  conducive  to  the 
rendition  of  good  professional  service;  and  (3)  that  charges 
for  medical  services  are  on  a cost  basis,  and  are  not  made 
the  occasion  for  profit  by  the  hospital. 

President  Smith:  You  have  heard  the  motion.  Is  there  any 
further  discussion? 

Dr.  Parmelee:  Mr.  President,  it  is  my  opinion  that  this 
motion  before  the  House  evades  the  issue.  It  is  ambiguous. 
The  issue  is  very  simple:  Does  the  Medical  Society  wish  to 
sanction  the  inclusion  of  medical  services  in  hospital  service 
contracts?  The  Committee  on  Prepaid  Medical  Care,  I have 
heard  many  times  a statement  by  the  secretary  and  the  chair- 
man, that  small  type  must  be  eliminated.  The  contract  must 
be  written  so  anybody  can  understand  it.  I am  a resident 
of  Fairfield  County,  and  I have  had  considerable  to  do  with 
the  Norwalk  and  Danbury  plans.  The  Norwalk  contract 
states  that  x-rays  services  for  diagnostic  purposes  are  in- 


cluded. I have  tried  to  obtain  from  the  proper  sources  the 
definition,  or  the  manner  in  which  they  interpreted  diag- 
nostic x-rays. 

I have,  after  all  the  years  that  it  has  been  going  on,  six 
or  seven,  been  unable  to  ever  get  a definition.  On  Monday 
of  this  week  I had  a conversation  with  the  cashier  at 
Danbury  Hospital.  She  has  been  employed  there  for  a num- 
ber of  years.  She  has  a contract  herself.  She  cannot  pre- 
determine what  interpretation  is  going  to  be  placed  on  the 
words  “diagnostic  x-rays.” 

One  example  that  I might  give  you  that  I have  run  down 
concerned  a gall  bladder  patient  who  had  a Graham  test 
done.  No  gallstones  were  found,  no  cystitis  was  diagnosed. 
No  operation  was  done.  So  the  plan  authorities  in  their  home 
office  decided  that  those  were  not  diagnostic  x-rays. 

Another  patient  had  a gall  bladder  problem,  had  a Graham 
test,  and  calculi  were  found.  The  patient  was-  operated  upon, 
and  that  patient  received  the  benefit  that  the  contract  called 
for.  Diagnostic  x-rays  don’t  mean  anything  except  to  the 
person  behind  the  desk  who  interprets  it  in  a way  that  we 
cannot  predetermine.  And  I therefore  am  of  the  opinion 
that  if  there  are  any  officials  of  the  Connecticut  Plan  here, 
or  any  physicians  here  who  advise  any  of  those  officials,  that 
if  they  do  take  up  such  a thing  as  this,  for  Heaven’s  sake, 
let’s  have  some  language  which  we  all  can  understand,  the 
doctor,  the  patient  and  the  hospital. 

I believe  that  this  House  of  Delegates  should  support  the 
Section  on  Radiology  which  asks  that  all  medical  services  be 
excluded  from  hospital  service  contracts. 

President  Smith:  Is  there  any  further  discussion? 

Dr.  Geeter:  There  is  a very  small  Section  of  Anaesthesi- 
ology of  the  state,  and  we  have  given  this  matter  some 
consideration.  There  has  been  no  formal  action  taken  because 
we  are  still  in  the  process  of  trying  to  feel  one  another 
out.  But  we  do  have  a situation  where  there  are  anaesthetists 
within  the  state,  very  small  in  number,  who  depend  upon 
their  particular  specialty  as  a means  of  livelihood,  and  who 
are  not  connected  with  any  institution  on  a salary  basis. 
The  inclusion  of  such  a factor  in  a hospital  plan  would 
undoubtedly  eliminate  that  individual  from  collecting  his 
fee.  I don’t  quite  understand  what  $10  would  mean.  How 
would  it  be  evaluated  in  the  relationship  of  payment  for 
anaesthesia  services?  After  ten  dollars  what? 

And  what  the  limitations  are,  I don’t  know.  It  is  well  to 
call  to  the  attention  of  this  House  of  Delegates  the  fact 
that  the  prepaid  insurance  plan  does  recognize  anaesthesia 
in  some  sense,  as  it  does  recognize  the  specialty  of  radiology. 
I might  also  state  that  all  the  insurance  carriers  in  their 
remuneration  for  compensation  have  recognized  anaesthesia 
as  a professional  service,  and  compensate  the  anaesthetist,  or 
the  hospital  in  the  name  of  the  anaesthetist,  for  anaesthesia 
services  rendered  independently  of  any  other  type  of  service. 

If  the  Connecticut  Plan  has  been  able  to  operate  success- 
fully all  this  time— and  certainly  it  has  operated  very  suc- 
cessfully, more  so  than  has  the  Norwalk  Plan  which  has 
taken  in  the  Danbury  Plan— it  seems  to  me  that  we  are  letting 
the  tail  wag  the  dog.  If  the  contracts  have  been  written 
previously  that  were  not  suitable  to  our  own  ethical  stand- 
ards, why  does  it  become  necessary  to  adopt  those  unethical 
standards  into  the  overall  plan? 
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We  are  all  familiar  with  insurance  policies  that  at  one 
time  were  rather  good  and  generous,  and  by  actuarial  experi- 
ence on  the  part  of  the  carriers,  they  felt  that  such  policies 
shall  no  longer  be  written.  Rut  those  who  still  carried  them 
were  paid  the  premium  and  derived  the  benefits  therefrom. 
Why  could  it  not  be  considered  proper  that  if  there  are 
those  who  are  subscribers,  who  have  been  subscribers  in 
the  Norwalk  Plan,  who  carry  this  particular  clause  in  their 
contract,  that  so  long  as  these  individuals  pay  their  prem- 
iums, that  the  underwritten  contract  will  be  honored,  and 
for  all  new  contracts  as  in  any  other  type  of  insurance  it 
will  not  include  these  various  clauses. 

I do  recognize  that  throughout  the  country  the  anaesthet- 
ists as  much  as  the  radiologists  are  being  pressed,  particu 
larly  in  the  Blue  Cross  plans,  by  the  inclusion  of  radiology 
and  anaesthesiology  in  the  hospital  services.  We  in  Con- 
necticut are  not  so  badly  off  because  primarily  most  all 
hospitals,  most  communities  have  their  anaesthetists  within 
the  hospital  proper.  The  City  of  New  York,  State  of  New 
York,  Massachusetts,  have  a different  problem,  and  the 
profession  is  hard  put  to  know  just  how  to  meet  this  par- 
ticular situation.  And  it  seems  to  me  that  the  House  of 
Delegates  does  not  have  to  ratify  such  a change  at  the 
moment,  that  it  should  not  go  out  of  its  way  to  do  so,  and 
rather  temporize  if  possible. 

President  Smith:  Dr.  Miller,  have  you  any  comment  to 
make? 

Dr.  Miller:  I have  listened  three  years,  three  times  now 
in  the  House  of  Delegates  of  the  A.  M.  A.  to  this  sort  of 
discussion,  and  it  is  certain  that  the  radiologists  are  extremely 
well  represented.  They  have  convinced  the  House  of  Dele- 
gates up  to  the  present  time  that  all  the  rest  of  them  are 
going  to  be  put  on  a salary  in  the  hospital  if  this  thing 
transpires.  I go  back  to  what  T said  originally,  that  we  have 
pretty  soon  got  to  make  up  our  minds  whether  we  are 
going  to  stick  to  our  principles  and  go  down  all  hands,  and 
have  this  thing  put  over  and  done  whether  we  wish  it  or 
not.  Now,  we  may  be  all  right.  1 believe  thoroughly  in  the 
democratic  process,  and  whatever  the  House  does,  I am 
with.  I question,  however,  whether  the  patients  want  this; 
I mean  this  old  relationship,  highly  personalized,  maintained. 
I question  whether  the  general  practitioner  who  is  very 
close  to  his  patient  wants  it,  and  I question  whether  many 
specialists  who  depend  so  largely  upon  x-ray  and  the  special 
services  want  it.  I would  call  to  your  attention  the  fact  that 
many  patients  from  Connecticut  go  to  the  Lahey  Clinic, 
and  they  used  to  go  farther  west.  The  relationships  in  those 
large  clinics  are  distinctly  of  the  type  which  Dr.  Parmelee 
has  objected  to.  And  yet  we  elect  Dr.  Frank  Lahey  Presi- 
dent of  the  American  Medical  Association,  and  the  Mayo 
Brothers  have  been  similarly  honored.  We  are  not  con- 
sistent with  ourselves.  We  have  the  pathologists  with  us 
now  on  a salary.  We  have  the  anaesthetists  very  often  on 
salary.  And  fifty  per  cent  of  the  Blue  Cross  plans  have  the 
radiologist. 

I am  not  campaigning  for  this  thing  to  be  done  immedi- 
ately, although  I believe  that  probably  the  plan  has  got  to 
do  something  on  their  own,  but  I do  think  that  we  ought 
not  to  hang  on  academic  definitions  but  come  down  to  the 
fundamental  principles:  Are  these  men  going  to  be  paid 
well?  Are  they  going  to  work  under  good  conditions?  And 


are  they  going  to  have  a profit  made  on  them? 

Inherent  in  this  sort  of  a motion  1 see  a change  in  the 
possibility  of  control  over  the  coming  situation  which  is 
developing.  We  are  not  yet  in  medicine  a tight  guild  or  a 
tight  union.  They  don’t  come  to  us  yet  to  say— not  very 
often,  although  this  is  one  instance  where  they  have— “May 
we  do  this?” 

I believe  that  we  can  help  to  guide  the  conditions  under 
which  we  have  got  to  work  if  we  do  it  as  a matter  of 
principle.  And  I am  awfully  afraid  that  if  we  go  on  as  we 
have  in  the  House  of  Delegates,  that  this  thing  is  going 
to  leave  us  behind  as  we  have  been  in  the  public  estimation 
so  clearly  so  far. 

President  Smith:  Any  further  discussion? 

Secretary  Barker:  I am  not  speaking  exactly  on  the  posi-  f 
tion,  but  I would  like  to  get  this  into  the  record,  that  when  j 
the  all-inclusive  plan  that  Dr.  Miller  has  spoken  of  was 
suggested  at  the  New  Haven  Hospital,  the  Society,  through 
its  Council,  went  on  record  as  not  being  in  favor  of  it. 
Second— and  this  comes  to  me  as  quite  a surprise— Mr.  Hoyt 
told  me  this  afternoon— and  he  is  Acting  Director  of  the 
Plan  for  Hospital  Care,  that  the  plan  was  not  conferring 
x-ray  services  at  the  New  Haven  Hospital.  That  was  a 
surprise.  I didn’t  know  it  until  quarter  past  two  this  after- 
noon. 

Dr.  Thoms:  I would  like  to  ask  Dr.  Miller  a question  on 
this  motion,  and  that  is  part  three,  where  he  speaks  about 
making  a profit  on  the  services  of  the  radiologist.  It  is  diffi-  ! 
cult  to  see  how  they  could  help  but  make  a profit  on  this 
service  if  they  maintain  fees  in  the  hospital  which  are  con- 
sistent with  those  that  do  the  general  practice  outside.  And 
if  they  lower  those  fees,  then  they  get  into  quite  an  unfair 
competition.  Dr.  Miller,  will  you  explain  that? 

Dr.  Miller:  I don’t  know  the  answer  to  that.  That  has 
been  often  used  by  some  of  my  friends  in  talking  this  over 
as  a reason  why  they  have  to  charge  so  much  in  the  hos- 
pital, to  sustain  the  price  level  outside;  and  the  other  fellows 
outside  will  say,  “We  could  charge  less  if  the  hospital 
charges  were  less.”  And  I get  to  chasing  my  tail  around.  I 
don’t  know  which  it  is. 

Dr.  Soltz:  I like  the  argument  that  Dr.  Parmelee  made, 
and  the  gentleman  who  represented  anesthesia.  I don’t  think 
the  question  of  payment  for  medical  care  is  so  important 
to  the  hospital  plan  that  it  need  be  included  now.  I rather 
feel  that  it  never  hurts  to  wait  a while,  and  we  can  certainly  ' 
vote  it  in  at  a future  time.  And  it  seems  to  me  there  is 
enough  of  a doubt  here  today  so  that  it  might  be  better 
if  we  voted  down  the  plan  of  payment  for  medical  services. 
The  hospital  plan  is  going  along  pretty  well,  and  I think 
myself  that  it  would  be  a mistake  to  include  it,  especially  ' 
where  you  are  only  including  a few  services  and  don’t  make  ' 
it  all-inclusive. 

jj 

Dr.  Atkins:  I was  simply  going  to  say  what  Dr.  Soltz  ; 
just  said.  If  it  is  so  important  to  have  a hospital  plan  to  j 
reduce  the  cost  to  the  patient,  then  why  this  plan  about 
taking  care  of  the  surgical?  This  surgical  plan  that  we  are 
talking  about  now,  and  obstetrics,  is  to  see  to  it  that  the 
cost  to  the  patient  is  reduced.  If  that  is  the  case,  if  we  are  j 
trying  to  reduce  the  cost,  and  if  that  is  the  reason  we  are 
having  the  hospital  plan,  I should  think  that  we  should  1 
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include  surgery  under  our  hospital  plan  rather  than  x-ray, 
which  is  a small  item.  I can’t  see  it  at  all,  as  far  as  I am 
concerned.  We  have  all  discussed  the  problem,  there  is 
no  question  about  it.  I am  biased,  of  course,  because  I 
attempt  to  do  radiology.  But  1 am  afraid  most  of  us  will 
have  to  admit  that  radiologists  are  doctors.  And  the  moment 
you  permit  the  radiologists  to  be  included  or  the  anesthetists, 
or  any  other  doctors,  then  you  are  leaving  the  field  wide 
open  for  the  next  plan  that  will  come  out,  a Yellow  Plan, 
and  that  will  start  including  some  other  doctors,  and  then 
there  will  come  a Pink  Plan.  I am  definitely  against  includ- 
ing any  doctor  in  this  particular  hospital  plan. 

Dr.  Landry:  Mr.  Chairman,  there  seems  to  be  a great  deal 
of  opposition  to  including  this  in  the  Connecticut  Plan,  and 
perhaps  we  should  take  cognizance  of  this  opposition  now. 
1 think  that  the  matter  needs  much  further  discussion,  and 
while  I have  seconded  Dr.  Miller’s  motion,  I would  now 
move  that  this  be  tabled. 

Dr.  Barnum:  Second  the  motion. 

President  Smith:  It  has  been  moved  and  seconded  that 
this  motion  be  tabled. 

A voice  vote  was  Carried  with  one  dissenting  vote. 

Secretary  Barker:  May  I speak  again?  When  Air.  Hoyt 
calls  me  on  the  telephone  at  9:30  tomorrow,  what  am  1 
going  to  tell  him?  And  then  if  the  hospital  plan  goes  ahead 
and  writes  this  in  without  our  opportunity  to  present  our 
opposition,  and  our  thoughts  and  our  philosophy  on  it,  are 
we  again  behind  the  eight  ball? 

It  is  not  proper  for  me  to  present  a motion,  Mr.  Chair- 
man. I would  like  to  have  you  think  of  this,  however.  In 
the  past  we  have  been  able  to  iron  this  thing  out  sitting 
around  the  table.  I still  think  that  it  is  possible,  with  a small 
group  of  objective  thinkers,  including  some  Roentgenolo- 
gists, and  it  would  seem  to  me,  without  making  a motion, 
that  there  would  be  an  approach  to  this  matter  of  discussing 
it  frankly  and  fairly,  with  such  spirit  as  is  called  for,  and 
to  express  to  this  organization  that  has  very  frankly  come 
to  us  for  an  opinion,  to  express  what  we  have  thought  about 
it  here  today. 

Dr.  Sprague:  Some  one  made  the  motion  that  this  matter 
be  referred  back  to  the  Council  before.  I don’t  suppose 
anything  can  be  done  about  it  now. 

Dr.  Parmelee:  May  I inquire  if  the  House  of  Delegates 
of  the  Connecticut  State  Medical  Society  ever  passed  on 
this  matter  in  the  past?  In  the  factual  material  given  to 
us,  I don’t  think  the  Secretary  referred  to  that.  I think  the 
House  of  Delegates  at  one  time  in  the  past  took  a stand 
on  this  matter  of  inclusion  of  medical  care  in  the  hospital 
contracts.  Is  that  right? 

Secretary  Barker:  You  have  sort  of  got  me  on  the  spot, 
but  my  recollection  of  this  is  that  the  outcome  of  the  original 
conference,  which  was  around  the  original  contract  of  the 
hospital  plan,  reflected  an  opinion  that  had  been  derived 
from  this  House.  I do  not  think  that  that  started  spon- 
taneously in  this  conference  group,  but  without  going  back 
into  the  record,  I am  not  sure. 

Dr.  Gold:  Didn’t  the  House  of  Delegates  pass  on  that? 

Secretary  Barker:  I think  they  passed  on  it  first.  Dr. 
Gold,  but  I am  not  sure. 


Dr.  Gold:  I was  under  the  impression  that  the  House  of 
Delegates  passed  on  that,  and  that  they  did  not  include 
medical  service. 

Secretary  Barker:  That  is  my  impression  also. 

Dr.  Parmelee:  May  I make  a motion,  Mr.  President,  that 
this  House  of  Delegates  go  on  record  as  being  opposed  to 
the  inclusion  of  medical  service  in  hospital  service  contracts. 

Dr.  Whalen:  Second  the  motion. 

President  Smith:  You  have  heard  the  motion  made  and 
seconded.  Any  discussion? 

Dr.  Weidman:  Couldn’t  we  follow  Dr.  Barker’s  sugges- 
tion of  selecting  a group  who  would  talk  this  over  with 
the  Connecticut  Plan  for  Hospital  Care?  I really  think  that 
to  handle  a matter  like  this  precipitously  might  endanger 
our  relationship  which  heretofore  has  been  excellent. 

Dr.  Worthen:  May  I ask  what  motion  was  tabled? 

President  Smith:  Dr.  Miller’s. 

Dr.  Worthen:  That  doesn’t  refer  to  the  whole  problem 
by  any  means. 

President  Smith:  Dr.  Parmelee’s  motion  is  before  the 
House  now.  It  has  been  discussed.  1 will  ask  you  to  vote  on 
Dr.  Parmelee’s  motion. 

The  chair  declared  a voice  vote  to  be  indecisive  and  called 
for  a standing  vote. 

President  Smith:  All  those  in  favor  of  the  motion  please 
stand  up. 

Members  rose. 

Secretary  Barker:  I make  it  22. 

President  Smith:  Contrary  minded  stand  up. 

Members  rose. 

Secretary  Barker:  I make  it  23,  Air.  President. 

President  Smith:  I will  take  this  as  being  a majority  vote. 
Everybody  satisfied? 

Dr.  Barnum:  Air.  Chairman,  I move  that  the  question  be 
referred  to  a committee  to  be  appointed  by  the  Council. 

President  Smith:  We  will  have  to  take  this  vote  first. 

Dr.  Barnum:  I thought  we  had  already  done  it. 

President  Smith:  Dr.  Parmelee’s  motion  was  lost,  and  a 
new  motion  is  in  order. 

Dr.  Barnum:  I move  that  the  question  referred  by  the 
Connecticut  Hospital  Plan  be  referred  to  a committee 
appointed  by  the  Council. 

The  motion  was  se cotided. 

President  Smith:  Any  discussion? 

Dr.  Jarvis:  Alay  1 ask  what  the  duty  of  this  committee  is 
to  be,  what  function,  what  power? 

Dr.  Gold:  I understand  that  it  was  at  the  suggestion  of 
Dr.  Barker  that  they  confer  with  the  Hospital  Plan  authori- 
ties and  try  to  iron  out  these  difficulties. 

President  Smith:  Is  that  one  of  the  functions  that  you 
had  in  mind? 

Dr.  Barnum:  That  is  what  I meant. 

President  Smith:  Would  you  enumerate  the  functions? 
(Laughter.)  Dr.  Jarvis  wants  to  know  about  the  functions 
of  this  committee. 
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Dr.  Barnum:  To  confer  with  the  Hospital  Plan. 

President  Smith:  The  whole  business? 

Dr.  Barnum:  Yes. 

Dr.  Jarvis:  That  is  the  function.  I would  like  to  know 
what  power  they  have.  Do  you  want  the  committee  simply 
to  report  back?  Is  that  the  motion? 

Dr.  Barnum:  Which  do  you  think  we  ought  to  do, 
give  them  power  to  act  for  us  or  simply  bring  back  a report? 

Dr.  Jarvis:  It  is  your  motion,  sir. 

Dr.  Barnum:  1 didn’t  put  it  in.  I wanted  to  know  what 
you  thought  about  it. 


President  Smith:  Would  you  mind  stating  the  motion 
again,  Dr.  Barnum? 

Dr.  Barnum:  I move  that  the  question  referred  by  the 
Hospital  Plan  be  referred  to  a committee  appointed  by  the 
Council  for  a report  to  the  Council. 

President  Smith:  Is  that  all  right? 

Dr.  Jarvis:  Yes. 

The  motion  was  passed  unanimously . 

President  Smith:  If  there  is  no  further  business,  the  meet- 
ing stands  adjourned. 

The  meeting  was  adjourned  at  6:10  P.  M. 


SPECIAL  NOTICES 


FAMILY  SECURITY  THEME  OF  PLANNED 
PARENTHOOD  MEETING 

“Family  Security— A Basis  for  World  Security”  will  be 
the  theme  of  the  twenty-eighth  annual  meeting  of  the 
Planned  Parenthood  Federation  of  America  at  the  Waldorf- 
Astoria  Hotel  in  New  York  City,  January  24  through  27, 
1944.  Representatives  of  planned  parenthood,  state  leagues 
and  local  committees,  in  all  sections  of  the  country  will  take 
part. 

The  question  “Can  We  Build  a Permanent  Peace  in  an 
Overcrowded  World?”,  will  be  discussed  by  noted  speakers 
and  post-war  planners  at  the  annual  dinner  on  the  evening 
of  January  26.  Youthful  spokesmen  for  war  workers,  the 
armed  forces,  the  Negro  population  and  other  groups  in 
modern  society  will  be  presented  at  a luncheon  meeting  on 
the  theme  “Parenthood— As  Young  America  Wants  It,”  on 
January  25. 

Workshop  sessions,  to  be  held  on  January  25,  26  and  27, 
will  bring  together  experts  on  planned  parenthood  and  re- 
lated subjects.  They  will  consider  a number  of  current 
and  contemplated  projects,  including  programs  in  the  fields 
of  social  work,  medicine  and  public  health,  industrial 
hygiene,  nursing,  and  religious  leadership. 

Planned  Parenthood  services  are  available  to  the  public 
through  private  physicians,  794  clinics,  and  the  public  health 
programs  of  seven  states.  The  Federation  and  its  affiliates 
serve  thousands  of  nurses,  clergymen  and  social  workers 
each  year.  Its  activities  in  behalf  of  improved  maternal 
health,  child  spacing  and  planned  families  have  been  greatly 
increased  since  the  beginning  of  the  war. 


IMPORTANT  ANNOUNCEMENT 

Effective  January  1,  1944,  the  Executive  Office  of  The 
American  Board  of  Ophthalmology  will  move  to:  P.  O. 
Box  1940,  Portland  2,  Maine.  Please  address  all  Board  cor- 
respondence to  this  new  address. 

Officers  for  1944:  John  Green,  m.d.,  Chairman;  Frederick 
C.  Cordes,  m.d.,  Vice  Chairman;  S.  Judd  Beach,  m.d.,  Secre- 
tary Treasurer;  Theodore  L.  Terry,  m.d.,  Assistant  Secretary. 

1944  Examinations:  New  York  City,  June  3,  4;  Chicago, 
October  5,  6,  7. 


AMERICAN  BOARD  OF  OPHTHALMOLOGY 

The  1944  examinations  will  be  held  as  follows:  New  York 
City,  June— deadline  for  filing  applications  December  15, 
1943;  Chicago,  October— application  deadline  April  1,  1944. 

All  applications  received  after  January  1,  1944,  will  be 
subject  to  the  increased  total  fee  of  $75. 


THE  DOCTOR’S  OFFICE 

John  D.  O’Connell,  m.d.,  announces  the  opening 
of  an  office  at  50  Farmington  Avenue,  Hartford. 
Practice  limited  to  diseases  of  the  eye. 
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OUR  NEIGHBORS 

Massachusetts 

Harry  C.  Solomon,  Harvard  Medical  1914,  for 
many  years  chief  of  therapeutic  research  at  the 
Boston  Psychopathic  Hospital,  has  now  become 
medical  director  of  that  institution  and  professor  of 
psychiatry  at  Harvard  Medical  School.  Dr.  Solo- 
mon succeeds  the  late  E.  Maefie  Campbell. 

Rhode  Island 

John  E.  Farrell,  executive  secretary  of  the  Rhode 
Island  Medical  Society  and  managing  editor  of  that 
society’s  Journal , has  been  cited  for  outstanding 
work  in  public  health  education.  Mr.  Farrell  was 
one  of  six  nominated  by  the  Section  on  Public 
Health  Education  and  subsequently  elected  to  Fel- 
lowship by  the  Governing  Council  of  the  American 
Public  Health  Association. 

The  Rhode  Island  Society  of  Industrial  Physicians 
and  Surgeons  and  the  Rhode  Island  Industrial  Nurses 
Club  have  arranged  to  hold  their  meetings  simultane- 
ously at  the  Rhode  Island  Medical  Library.  After 
separately  conducted  business  meetings,  the  two 
organizations  will  combine  for  a joint  program. 

NEWS 

from  County  Associations 

Fairfield 

The  Fairfield  County  News  editor  reports  the  last 
issue  of  the  Journal  a most  excellent  one,  particularly 
the  articles  emphasizing  the  Army  and  Navy.  This 
issue  brought  to  many  of  us  at  home  news  of  what 
is  happening  to  our  men  serving  with  the  armed 
forces. 

The  Bridgeport  Medical  Society  held  its  regular 


monthly  meeting  on  T uesday  evening,  December  7, 
1943,  and  all  the  speakers  were  local  men.  Their 
papers  showed  preparation  and  knowledge  of  their 
subject  which  was  “Uses  and  Limitations  of  the 
Sulphonamides.”  The  speakers  were  Edward  P. 
Kemp,  surgery;  H.  B.  Kneale,  genito-urinary;  Fritz 
Meyer,  pediatrics;  Arthur  Sekerak,  medicine. 

I he  Norwalk  Medical  Society  met  on  Wednes- 
day, December  8,  1943,  at  the  Norwalk  Hospital 
for  its  regular  monthly  meeting.  The  speaker  was 
William  H.  Morris,  assistant  to  Dr.  Lyman  at  Gay- 
lord Farm  Sanitarium.  His  subject  was  “The  D & S 
Treatment  of  Tuberculosis.” 

Luther  M.  Strayer,  Jr.,  of  Bridgeport  is  the 
author  of  an  article  entitled  “T  he  Embryology  of 
the  Human  Hip  Joint,”  published  in  The  Yale  Jour- 
nal of  Biology  and  Medicine , October  1943. 

Hartford 

Nicholas  Samponaro  and  Louis  F.  Middlebrook, 
both  of  Hartford,  have  been  commissioned  and 
called  to  active  duty  in  the  U.  S.  Navy. 

Michael  Corcoran  has  moved  his  office  to  689 
Asylum  Avenue,  Hartford. 

Ground  has  been  broken  for  the  new  Isolation 
Hospital  at  Hartford. 

At  a meeting  of  the  Hartford  Medical  Society, 
December  6,  officers  from  the  Army,  Navy  and 
Public  Health  Services,  discussing  the  need  of  addi- 
tional medical  officers  in  their  respective  services, 
urged  immediate  entrance  of  physicians  who  have 
been  declared  available  by  Procurement  and  Assign- 
ment. 

William  R.  Stevenson  who  has  been  given  a medi- 
cal discharge  from  the  Army  has  returned  to  prac- 
tice in  Bristol. 

New  Haven 

The  New  Haven  County  News  editor  wishes  to 
report  the  fact  that  on  December  9,  1943,  the  State 
Tumor  Committee  met  and  was  entertained  by  the 
New  Haven  Hospital  group.  Gustaf  E.  Lindskog 
gave  a very  interesting  talk  on  carcinomas  of  the 
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lung  and  the  outcome  of  the  cases.  Edwin  Lawrence 
gave  a report  on  the  series  of  carcinomas  of  the  lip 
treated  by  radium  and  Samuel  C.  Harvey  described 
a brilliant  group  of  cases  of  carcinomas  of  the  right 
colon  with  an  excellent  mortality  and  cure.  A num- 
ber of  doctors  from  other  counties  and  cities  re- 
ported their  results  and  a very  interesting  and  in- 
structive symposium  on  carcinoma  was  presented. 

William  Carbone,  who  has  finished  his  training  at 
Carlisle  Barracks,  has  been  ordered  to  California  for 
active  duty.  William  Logan  is  leaving  for  active 
duty  in  the  Navy. 

The  last  meeting  of  the  New  Haven  Medical 
Association,  which  was  held  on  December  1,  1943, 
was  very  largely  attended.  The  paper  of  the  eve- 
ning was  “Recruitment  of  Medical  Officers,”  pre- 
sented by  the  Army,  Navy  and  United  States  Public 
Health  Service.  About  fifty  physicians  throughout 
the  state  were  interviewed  by  representatives  of 
the  armed  forces. 

Bruno  Gerstl  of  New  Haven  and  Robert  Tennant 
of  Hartford  present  the  second  article  on  “Enzymes 
As  Eactors  in  Resistance  to  Tuberculosis”  in  the 
October  1943  issue  of  The  Yale  Journal  of  Biology 
and  Medicine.  In  the  same  issue  is  a paper  on  “Types 
of  Hemolytic  Streptococci  in  New  Haven”  by  Paul 
L.  Boisvert  of  Hamden  (with  L.  M.  Kerr),  a case 
report  entitled  “Synovioma  Involving  the  Knee 
Joint”  by  Malcolm  S.  Eveleth  of  New  Haven  (with 


P.  S.  Brezina),  and  a discussion  of  “Soap  Lake:  A 
Spa  for  Thrombo-Angiitis  Obliterans”  by  Kenneth 
W.  Thompson  of  New  Haven. 

New  London 

Louis  H.  Cohen  of  the  Norwich  State  Hospital 
is  the  author  of  “Psychiatric  Aspects  of  Child-Bear- 
ing”  published  in  The  Yale  Journal  of  Biology  and 
Medicine , October  1943. 

The  New  London  County  news  editor  extends 
congratulations  on  the  Army-Navy  issue  of  the 
Journal  and  suggests  that  it  be  repeated  in  the 
near  future.  It  seems  important  as  well  as  interesting 
to  find  out  where  the  men  are  and  what  they  are 
doing. 

Louis  W.  Staudt,  University  of  Michigan  1939, 
resident  at  Pennsylvania  Hospital  1939- 1941,  has 
received  a temporary  appointment  as  intern  at 
Uncas-on-Thames. 

On  October  1,  1943  Robert  C.  Challman  was 
appointed  provisional  director  of  psychological 
laboratories,  Norwich  State  Hospital,  succeeding 
K.  Llorian  Heiser  who  is  now  director  of  research, 
Public  Welfare  Council,  State  of  Connecticut. 

Duncan  McDougall,  resident  at  the  Backus  Hos- 
pital, Norwich,  leaves  on  January  1 to  join  the 
Medical  Corps,  Army  Air  Lorces.  He  departs  with 
the  best  wishes  of  his  many  friends. 


COMFORT  - The  Yardstick  by  which  your 
Cardiac  Patient  Measures  his  Progress 

Th  eocalcin  (Council  Accepted)  helps  to  bring  comfort  to 
cardiac  patients  by  promptly  reducing  edema,  diminishing 
dyspnoea  and  strengthening  heart  action.  Theocalcin  is 
given  orally  in  doses  of  I to  3 tablets,  t.  i.  d. 

Theocalcin  is  a well  tolerated  Diuretic  and  Myocardial  Stimulant. 

Available  in  1V%  grain  tablets  and  in  powder  form. 

Theocalcin,  brand  of  theobromine-calcium  salicylate. 
Trade  Mark  Reg.  U.  S.  Pat.  Off. 


CORP.  ORANGE,  NEW  JERSEY. 
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NEW  BOOKS  IN  REVIEW 

MANUAL  OF  FRACTURES:  TREATMENT  BY  EX- 
TERNAL SKELETAL  FIXATION.  By  C.  M.  Shaar, 
m.d.,  f.a.c.s.,  Captain,  Medical  Corps,  United  States  Navy, 
and  Frank  P.  Kreuz,  Jr.,  m.d.,  f.a.c.s.,  Lieutenant  Com- 
mander, Medical  Corps,  United  States  Navy.  Philadelphia 
and  London:  W.  B.  Saunders  Company.  1943.  275  pp. 

Illustrated.  $3.00. 

Reviewed  bv  Robert  M.  Yergason 

Doctors  Shaar  and  Kreuz  are  to  be  congratulated  on 
having  written  this  excellent  exposition  of  the  technique 
of  fracture  reduction  and  fixation  by  means  of  the  Stader 
apparatus.  The  book  is  very  concise  and  clear.  The  illustra- 
tions are  excellent  and  adequate  to  support  the  text  in  every 
way.  To  one  familiar  with  the  various  techniques  of  frac- 
ture treatment,  there  is  real  pleasure  in  reading  this  text. 

Surgeons  lacking  in  experience  in  fracture  treatment  are 
likely  to  form  the  opinion  that  this  apparatus  is  a kind  of 
panacea  for  the  reason  that  the  difficulties  of  the  technique 
and  contraindications,  though  stated,  are  not  accented  by 
bold  type  or  similar  means.  A passage  or  two  may  well  be 
quoted  in  this  connection. 

“External  fixation  is  neither  a substitute  for,  nor  a shortcut 


to  the  science  of  fracture  treatment.  As  in  the  case  of  any 
other  method,  the  successful  approach  to  the  management 
of  fractures  by  external  fixation  will  depend  upon  the 
surgeon’s  knowledge  of  the  anatomic,  physiologic  and 
pathologic  aspects  of  fractures  as  well  as  his  mechanical 
ability.” 

“Improper  selection  of  cases.  External  skeletal  fixation  is 
not  indicated  in  all  fractures.” 

This  statement  is  left  afloat  without  further  elaboration, 
whereas  several  pages  well  might  have  been  devoted  to  it. 

The  first  full  paragraph  on  page  20  paints  pictures  of  some 
of  the  difficulties,  among  them  being  a mention  of  inter- 
posed tissue  necessitating  open  reduction.  We  could  wish 
for  an  elaboration  of  this  theme  for  in  every  displaced  frac- 
ture such  interposition  of  tissue  should  be  suspected  from 
the  start  and  its  presence  recognized,  by  the  behavior  of 
the  fracture,  within  the  first  ten  days. 

It  is  quite  true,  as  the  authors  are  careful  to  state,  that 
little  trouble  will  be  encountered  in  the  use  of  the  Stader 
technique  if  every  detail  they  have  recounted  is  meticulously 
observed.  It  is  hoped  that  this  may  be  the  case  and  that 
simpler  methods  for  the  treatment  of  many  fractures,  which 
have  stood  the  test  of  time,  will  not  be  discarded. 

A chapter  on  anaesthesia  is  very  well  done  and  it  is  a 
valuable  addition  to  the  book,  as  is  another  excellent  chapter 
on  X-ray  study  of  fracture  healing  and  reactions  of  bone 
to  the  metallic  pins. 

A good  index  is  included,  and  altogether  this  little  book 


You  Will  Never  Grow 
Another  Pair  of  Eyes  ! 

It  is  because  of  this  very  obvious  fact  that  EYE- 
PHYSICIANS  everywhere  are  performing  a very  great 
service  for  humanity  . . . when  they  lend  their  talents, 
training  and  experience  to  the  critical  eye-examinations 
which  result  in  “Prescriptions  In  Glass!”  It  is  our  privi- 
lege to  transcribe  these  prescriptions  into  modern  eyewear 
. . . which  brings  better  vision  to  thousands  at  a time 
when  personal  efficiency  is  of  inestimable  significance! 
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of  300  pages  is  an  exceedingly  valuable  contribution  to  the 
literature  on  fractures. 

SYNOPSIS  OF  TROPICAL  MEDICINE.  By  Sir  Philip 
Mamon-Bahr,  c.m.g.,  n.s.o.,  m.d.,  f.r.c.p.,  Senior  Physician 
to  the  Hospital  for  Tropical  Diseases,  Royal  Albert  Dock 
and  Tilbury  Hospitals;  Consulting  Physician  in  Tropical 
Diseases  to  the  Dreadnought  Seamen’s  Hospital,  London; 
Director,  Division  of  Clinical  Tropical  Medicine,  London 
School  of  Hygiene  and  Tropical  Medicine;  Consulting 
Physician  to  the  Colonial  Office  and  Crown  Agents  for 
the  Colonies;  Consultant  in  Tropical  Medicine  to  the 
Admiralty  and  to  the  Royal  Air  Force;  Lumleian  Lec- 
turer, Royal  College  of  Physicians,  1941.  Baltimore:  The 
Williams  dr  Wilkins  Company.  1943-  224  pp-  with  5 

plates.  $2.50. 

Reviewed  by  M.  Tager 

This  small  volume  by  a leading  authority  in  tropical  medi- 
cine is  designed  as  a quick  reference  source  for  medical 
officers  and  others  operating  in  the  tropics.  The  essential 
facts  of  the  relevant  protozooal,  helminthic,  spirochetal, 
rickettsial,  bacterial,  virus,  fungous,  nutritional,  and  “cli- 
matic” diseases  are  succinctly  presented,  as  well  as  a mis- 
cellany ranging  from  an  impressive  list  of  vegetable  and 
animal  poisons  to  such  rarities  as  “Chiufa”  and  “Onyalai.” 
In  view  of  the  general  excellence  of  the  volume,  it  is  unfor- 
tunate that  a number  of  statements  are  encountered  which 
one  may  legitimately  criticize.  Thus,  one  is  startled  in  hav- 
ing New  Jersey  singled  out  as  an  active  focus  of  tertian 
malaria  on  the  North  American  continent,  but  find  no  refer- 
ence to  its  significant  occurrence  in  the  southern  United 
States.  The  therapy  of  amebiasis  is  at  odds  with  the  best 
American  practice  in  that  the  use  of  emetine  compounds  is 
inordinately  stressed,  while  the  oxyquinoline  compounds, 
favored  by  American  authorities  for  the  elimination  of  cysts, 
are  not  regarded  as  effective  except  in  conjunction  with 
emetine.  Brill’s  Disease  is  listed  as  identical  with  murine 
typhus.  This  is  contrary  to  the  accepted  views  that  it  repre- 
sents recrudescent  epidemic  typhus  fever,  as  originally  sug- 
gested by  Zinsser  and  recently  confirmed  by  complement 
fixation  studies.  Under  “Blastomycosis”  are  listed  8 unre- 
lated fungous  diseases,  contrary  to  currently  used  nomen- 
clature which  seeks  to  restrict  this  term  of  infections  with 
Blastomyces  dermatitidis.  The  beginner  may  find  the  path 
thorny  if  he  seeks  to  use  this  volume  as  a short  cut  in  trop- 
ical medicine.  The  more  experienced  physician  will  find 
that  such  faults  as  are  encountered  do  not  significantly  de- 
tract from  the  inherent  merits  of  this  synopsis. 

PERSONALITY  AND  MENTAL  ILLNESS:  AN  ESSAY 
IN  PSYCHIATRIC  DIAGNOSIS.  By  John  Bowlby, 
m.d.,  Psychiatrist,  London  Child  Guidance  Clinic.  Physi- 
cian, London  Clinic  of  Psycho-Analysis.  Clinical  Assistant, 
Department  of  Psychology,  Medical  University  College. 
Fellow  Royal  Society  of  Medicine,  New  York.  New 
York:  Emerson  Books , Inc.  1942.  288  pp.  $2.75. 

Reviewed  by  George  A.  Gosselin 

Dr.  Bowlby  has  presented  a 275  page  volume  for  lay  as 
well  as  professional  acceptance,  introducing  “Modes  of 
Psychiatric  Classifications”  based  on  variations  of  personality. 
The  author  deserves  much  credit  for  covering  the  all  im- 
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portant  field  of  the  cause  of  mental  disorders  based  on  per- 
sonality and  constitutional  factors.  It  is  probably  a more 
liberal  and  all  inclusive  classification  of  the  nature  of  the 
various  disorders  than  has  been  followed  by  the  older  teach- 
ers and  is  based  on  the  study  of  individual  traits.  As  the 
author  puts  it:  “The  psycho-neuroses  and  neuroses  are  re- 
garded simply  as  variations  of  personality,”  and  quoting 
Kretschmer,  “The  psychic  constitution  of  man  expresses 
itself  not  in  the  psychosis  alone,  but  in  the  inclusive  picture 
of  his  total  personality  at  any  phase  of  his  life,  of  which  the 
psychosis  only  is  an  episodic  excerpt.” 

This  work,  with  detailed  study  of  some  sixty-five  cases, 
is  most  carefully  and  completely  covered  statistically,  is 
instructive  and  gives  food  for  thought  to  the  clinician  in 
daily  contact  with  such  psychiatric  problems.  However,  as 
a book  for  lay  consumption,  it  would  be  “heavy  going”  for 
one  not  specifically  trained  in  physchology  or  psychiatry  and 
might  confuse  the  inexperienced  and  unenlightened. 

Dr.  Bowlby  goes  into  detail  relative  to  characteristics  of 
different  personality  types,  the  Syntonic  (Cycloid)  and  the 
Schizoid.  He  elaborates  on  “traits”  of  different  groups  in- 
cluding the  psycho-neurotics  and  also  traits  which  are  non 
specific.  As  a result  of  these  painstaking  studies,  Dr.  Bowlby 
gives  a “basis  for  psychiatric  diagnosis”  with  careful  tabu- 
lating of  groups. 

It  takes  courage  and  patience  to  put  forth  documented 
material  to  establish  a newer  viewpoint,  and  certainly  Dr. 
Bowlby’s  efforts  can  be  so  characterized.  This  volume  is 
not  only  valuable  because  of  the  originality  of  thought  but 
also  because  of  the  interesting  historical  psychiatric  data. 
One  likes  the  free  flowing  language  so  typical  of  English 
texts. 

MILITARY  MEDICAL  MANUALS  - MANUAL  OF 
DERMATOLOGY.  Issued  under  the  Auspices  of  the 
Committee  on  Medicine  of  the  Division  of  Medical 
Sciences  of  the  National  Research  Council  by  Donald  M. 
Pillsbury,  m.d.;  Marion  B.  Sulzberger,  m.d.;  Clarence  S. 
Livingood,  m.d.  Philadelphia  and  London:  W.  B.  Saun- 
ders Company.  1942.  421  pp.  with  109  illustrations.  $2.00. 

Reviewed  by  F.  Earle  Kunkel. 

This  volume  is  one  of  a series  developed  under  the  auspices 
of  the  Division  of  Medical  Sciences  of  the  National  Re- 
search Council  to  furnish  the  medical  departments  of  the 
United  States  Army  and  Navy  with  compact  presentations 
of  necessary  information  in  the  field  of  military  medicine. 

The  objective  of  this  manual  is  to  set  forth,  briefly  and 
simply,  the  management  of  dermatoses  encountered  in  the 
armed  forces. 

No  rarities,  no  obscure  diseases,  nor  any  untried  methods 
of  treatment  are  discussed.  Fine  points  of  definition,  discus- 
sions of  theories  of  treatment,  and  of  pathogenesis  are  cur- 
tailed to  the  essential  minimum.  No  attempt  at  discussion 
of  the  histopathologic  features  of  skin  diseases  are  made. 
Only  simple  and  useful  special  diagnostic  and  laboratory 
procedures  are  described. 

The  diagnostic  and  therapeutic  procedures  recommended 
as  “Simplified  Treatment”  are  directed  to  the  practical 
limitations  set  by  the  restricted  conditions  of  time,  space, 
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gold  foil  has  been  elim- 
inated and  other  slight 
changes  have  been 
made  on  the  outside  of 
the  familiar  Johnnie 
Walker  bottle— but  in- 
side good  old  Johnnie 
Walker  whisky  re- 
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facilities,  and  supply  of  the  battalion  medical  chest,  of  the 
small  ship,  or  of  the  isolated  station;  and  the  greater  possi- 
bilities and  facilities  of  the  larger  medical  units,  including  the 
large  ship,  dispensary,  or  hospital,  determine  the  recom- 
mendations under  the  heading  of  “Hospital  or  Sick  Bay: 
Extended  Treatment.”  Similarly,  the  recommended  formu- 
lary is  divided  into  two  categories:  (i)  for  the  smallest  unit 
of  the  Medical  Corps;  and  (2)  for  the  general  and  large 
station  hospitals. 

In  compiling  this  manual,  the  authors  have  not  only  relied 
on  their  own  military  dermatologic  experience,  but  also  have 
drawn  freely  from  textbooks  and  the  experience  of  others. 

This  book  is  excellent.  It  is  not  only  instructive  and  useful 
to  physicians  in  the  armed  forces,  but  the  busy  present  day 
practitioner  will  find  it  an  authoritative  guide  on  the  com- 
mon skin  diseases,  especially  those  affecting  adult  males. 

PERSONAL  AND  COMMUNITY  HEALTH.  (Seventh 

Edition.)  By  C.  E.  Turner,  a.m.,  sc.d.,  dr.  p.h.  St.  Louis: 

The  C.  V.  Mosby  Company.  1943.  585  pp.  $3.50. 

Reviewed  by  W.  W.  Peter 

It  is  said  that  health  teaching  at  the  university  level  is 
difficult  for  teachers  and  unalluring  to  students.  It  is  there- 
fore a real  tribute  to  this  prolific  author  thar  his  textbook 
has  passed  through  six  editions  since  1925.  Growth  of  sub- 
ject matter  in  the  interval  is  reflected  in  an  increase  in  the 
text  from  361  pages  for  the  first,  to  470  pages  in  the  seventh 
edition.  Part  I on  Personal  Health  has  been  expanded  from 
6 to  19  chapters.  Part  II  on  Community  Health  follows 
much  the  same  form  and  subject  matter  as  in  the  first  edi- 
tion with  only  one  new  (the  12th)  chapter  on  Maternal 
and  Child  Health. 

The  1925  edition  lists  its  53  illustrations,  whereas  the  1943 
edition  mentions  four  color  plates  but  omits  listing  its  13 
graphs,  64  drawings,  and  101  photographs.  Thus  both  the 
text  and  the  visualization  nave  been  markedly  improved. 

There  are  places  where  the  text  might  have  been  sharp- 
ened up.  For  example,  under  Other  Federal  Health  Agencies 


THOMAS  J.  SHAHAN,  Inc. 

FUNERAL  SER  VICE 
NORWICH  CONNECTICUT 


SELECTION  AND  FITTING  OF 
HEARING  AIDS 

Thomas  H.  Halsted,  M.D.,  F.A.C.S. 
Otologist 

For  the  past  four  years  practice  limited  exclusively 
to  the  individual  Selection  and  Fitting  of  Hearing 
Aids.  A report  is  sent  the  doctor  referring  the 
case.  Hours  9:30-4:30  daily.  Saturday  9:30-1:00. 
By  appointment. 

475  Fifth  Avenue  (cor.  41st  St.)  New  York  City 
Lexington  2-3427 


in  the  chapter  on  Public  Health  Administration,  the  1925 
edtion  states  (p.  280)  that  besides  the  U.  S.  Public  Health 
Service  “there  are  two  other  departments  in  the  Federal 
Government  which  are  doing  rather  extensive  health  work 
. . .”  The  1943  edition  eliminates  the  definitive  numeral 

(2)  entirely  and  gives  the  reader  no  intimation  of  what  hap- 
pened these  last  eighteen  years.  So,  unless  the  reader  knows 
his  Washington  and  its  highly  organizational  birth  rate,  he 
may  be  quite  unaware  that  some  two  dozen  more  health 
agencies  are  now  in  existence;  that  some  compete  with  each 
other;  that  most  of  them  are  so  jealous  of  their  own  pre- 
rogatives that  the  movement  to  unify  them  into  a Federal 
Department  of  Health  has  made  glacial  progress  even  in 
peacetime. 

After  each  chapter  there  is  a list  of  references  of  suffici- 
ently recent  origin  to  indicate  that  this  particular  author 
disregarded  the  occasional  practice  of  copying  references 
from  some  other  book.  Another  evidence  of  up-to-dateness 
is  some  of  the  pictures.  For  example,  one  on  dry  blood 
plasma  on  page  114. 

A most  commendable  inclusion  in  each  of  the  three 
volumes  I have  before  me  for  comparison  is  Appendix  A, 
the  Control  of  Communicable  Diseases,  comprising  a report 
of  the  Committee  of  the  American  Public  Health  Associa- 
tion as  printed  in  1943.  Even  though  the  type  is  smaller,  this 
occupies  76  pages. 

276  pages  are  devoted  to  Personal  Health,  194  pages  to 
Community  Health,  8 pages  to  a very  helpful  feature,  a 
glossary,  and  22  pages  to  an  Index. 

The  book  is  very  well  printed,  in  excellent  type,  and  on 
good  paper. 
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WILLIAM  MWSiS9irSK««« 


"When  the  doors  of  the  Jones  Pharmacy 
opened  for  business  many  years  ago,  young  Mr. 
Jones,  then  just  out  of  pharmacy  school,  had 
some  definite  ideas  about  the  manner  in  which 
a prescription  department  should  be  conducted. 
He  knew  all  about  fresh  crude  drugs,  and  he 
could  triturate,  macerate,  and  percolate  with  the 
best  of  them.  He  provided  sparkling  glassware, 
and  his  finished  prescriptions  were  things  of 
beauty.  He  operated  very  successfully  and  the 
doctors  liked  to  have  him  do  their  compounding. 

Things  have  changed  since  that  day  when 
Mr.  Jones  opened  his  store.  For  example,  along 
about  1923  quite  a commotion  was  raised  over 
something  called  Insulin,  discovered  by  a couple 
of  fellows  up  north.  Mr.  Jones  immediately 
established  an  Insulin  department.  He  was  quick 
to  realize,  however,  that  the  tons  of  equipment 
required  for  grinding  pancreas  glands  and  proc- 


essing them  through  a complicated  series  of 
extractions,  concentrations,  and  purifications 
had  no  place  in  his  store.  Mr.  Jones’s  Insulin  is 
manufactured  in  Indianapolis,  miles  and  miles 
away. 

The  production  and  standardization  of  Iletin 
(Insulin,  Lilly)  in  its  various  strengths  and 
modifications  is  but  one  of  the  many  contribu- 
tions Eli  Lilly  and  Company  has  made  toward 
the  improvement  of  Pharmacist  Jones’s  service 
to  the  medical  profession. 


ELI  LILLY  AND  COMPANY  • 


INDIANAPOLIS  6,  INDIANA , U.  S.  A. 
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PROBLEMS  OF  POSTOPERATIVE  THROMBOPHLEBITIS  AND  PULMONARY 

EMBOLISM 

James  A.  Evans,  m.d.,  Boston 


The  Author.  Department  of  Internal  Medicine, 
The  Lahey  Clinic , Boston,  Mass.,  U.  S.  A. 


"liyC  y remarks  on  venous  thrombosis  and  its  dan- 
.LtJ.  gerous  sequela,  pulmonary  embolism,  will  be 
limited  to  its  occurrence  in  the  hospital  as  a post- 
operative complication.  In  the  three  months,  Janu- 
ary, February,  and  March,  1942,  pulmonary  embo- 
lism occurred  fifteen  times  following  about  550 
major  operations  (an  incidence  of  1.8  per  cent)  per- 
formed by  Lahey  Clinic  surgeons  at  the  New  Eng- 
land Deaconess  Elospital  and  New  England  Baptist 
Hospital. 

The  majority  of  postoperative  pulmonary  emboli 
do  not  cause  the  dramatic  episodes  described  in 
textbooks,  especially  the  ones  we  can  do  something 
about.  It  is  important  to  realize  that  most  cases  of 
so-called  postoperative  pneumonia  or  pleurisy 
occurring  two  to  three  weeks  after  operation  are 
really  pulmonary  emboli.  As  Homans1  has  pointed 
out,  attacks  of  suffocation  or  faintness  should  be 
regarded  as  suspicious.  Most  of  these  cases  of  pul- 
monary embolism  occur  without  any  warning  of 
trouble  in  the  leg,  and  only  in  retrospect  does  the 
patient  admit  that  he  had  noticed  soreness  in  the 
calf  the  last  two  days.  This  is  because  in  cases  of 
phlebothrombosis  which  are  clinically  silent  pul- 
monary embolism  arises  from  soft  thrombi  floating- 
free  in  the  venous  stream  in  the  calf  venous  plexi  or 
deep  veins  of  the  thigh.  Unexplained  intermittent 
low  fever  and  increase  in  pulse  rate  are  warning- 
signs  (Fig.  1).  Embolism  does  not  occur  in  recog- 
nized thrombophlebitis  or  phlegmasia  alba  dolens 
with  swollen  legs,  tenderness  and  fever  when  there 
are  organized  clots  adherent  to  the  venous  wall. 
When  an  embolus  does  occur  in  such  cases,  it  prob- 


ably comes  from  other  unrecognized  foci  of 
phlebothrombosis. 

PROPHYLAXIS 

Naturally,  prophylaxis  is  the  most  important  key 
to  the  situation.  Patients  over  50  years  of  age  with 
arteriosclerosis  and  obesity,  when  subjected  to 
hysterectomy,  cholecystectomy,  Miles  resection,  re- 
section of  carcinoma  of  the  large  bowel,  prosta- 
tectomy or  herniotomy,  are  the  most  likely  candi- 
dates for  venous  thrombosis  and  pulmonary  embo- 
lism. A history  of  previous  venous  thrombosis  or 
pulmonary  embolism  greatly  increases  the  possibil- 
ity of  postoperative  recurrence.  As  suggestive  of  the 
importance  of  one  simple  means  of  prophylaxis, 
the  incidence  of  pulmonary  embolism  was  compared 
in  two  of  our  hospitals,  in  which  during  one  win- 
ter season  bicycle  exercises  were  most  faithfully 
carried  out  by  the  nursing  staff  of  hospital  A,  while 
in  hospital  B these  orders  had  not  been  given.  Hos- 
pital B,  with  only  10  per  cent  less  major  operations, 
had  almost  three  times  more  cases  of  pulmonary 
embolism.  Other  valuable  measures  are  the  follow- 
ing: hospital  personnel  are  ordered  to  remind 
patients  repeatedly  to  wiggle  their  toes  and  feet  a 
thousand  times  a day;  patients  with  varicose  veins 
should  have  their  legs  bound  with  elastic  bandages; 
any  position  involving  flexion  of  the  thigh  on  the 
abdomen  should  be  avoided.  It  is  a wise  practice  to 
examine  the  legs  of  these  patients  daily  postopera- 
tively  to  elicit  tenderness  in  the  calf,  pain  in  the 
calf  on  dorsiflexion  of  the  ankle  (Homans’  sign),  or 
to  detect  swelling.  For  the  last  two  years  we  have 
subjected  patients  with  a previous  postoperative  or 
postpartum  history  of  venous  thrombosis  or  pul- 
monary embolism  to  anti-coagulation  therapy  with 
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dicumarol  beginning  about  three  days  after  opera- 
tion if  there  is  no  danger  of  hermorrhage. 

TREATMENT 

In  postoperative  eases  we  reserve  venous  section 
and  ligation  for  those  patients  over  50  years  of  age 
who  have  already  had  a warning  benign  pulmonary 
embolism.  This  rule  was  adopted  because  70  per 
cent  of  cases  of  fatal  pulmonary  embolism  occur 
in  patients  over  50,  and  because  that  group  of 
patients  who  have  already  had  one  warning  benign 
pulmonary  embolism  are  the  most  apt  to  have  sub- 
sequent fatal  embolism.  Since  our  confidence  in  anti- 
coagulation  therapy  has  grown  with  experience,  this 
rule  has  not  always  been  observed,  no  venous  sec- 
tion and  ligation  having  been  resorted  to  by  me  in 
a series  of  57  postoperative  deep  venous  thromboses 
since  October,  1941.  In  this  same  time  4 patients 
in  whom  no  anticoagulation  therapy  was  carried  out 
have  had  femoral  sections  and  ligations  done  by 
other  members  of  our  staff. 

The  disadvantages  of  venous  section  and  ligation 
are: 

1.  An  additional  operative  procedure  on  a patient 
who  may  be  very  sick. 

2.  The  added  risk  of  a swollen  leg  at  least  until 
collateral  venous  circulation  is  accomplished. 

3.  No  chance  of  recanalization  being  established. 

4.  The  difficulty  of  knowing  from  which  leg  the 
embolism  has  metastasized,  and  therefore  to  be  con- 
sistent, the  necessity  of  ligating  both  sides  unless  a 
venogram  has  indisputedly  established  normal  deep 
venous  circulation  in  the  supposedly  healthy  ex- 
tremity. Venograms  have  their  limitations  in  this 
respect. 

5.  The  possibility  that  embolism  has  sprung  from 
pelvic  or  abdominal  veins,  whether  or  not  both  legs 
are  normal. 

6.  The  possibility  that  thrombosis  may  proceed 
above  the  level  of  ligation. 

7.  The  necessity  and  technical  difficulty  of  tying 
the  common  iliac  vein  to  get  above  the  thrombus. 

These  considerations  have  led  us  to  advocate  anti- 
coagulation therapy  in  addition  to  venous  section 
and  ligation.  At  first  this  was  limited  to  the  use  of 
heparin,  which  is  expensive  and  tedious  to  admin- 
ister. Even  then,  1 patient  on  whom  no  ligation  was 
done  promptly  had  a fatal  pulmonary  embolism  one 
hour  and  twenty-five  minutes  after  stopping  ten 
days  of  heparin  therapy.  However,  about  two  years 
ago  we  began  using  dicumarol  in  combination  with 


heparin.  The  anticoagulation  effect  of  dicumarol 
wears  off  slowly  in  three  to  five  days,  during  which 
time  the  patient  is  ambulatory.  One  subsequent 
benign  embolism  and  no  fatal  embolism  occurred  in 
40  carefully  observed  patients  from  August  19, 
1941,  to  April  7,  1943. 2 These  patients  had  post- 
operative venous  thrombosis  either  with  or  without 
benign  pulmonary  embolism  and  were  treated  by 
combined  heparin  and  dicumarol  anticoagulation 
therapy.  No  venous  section  and  ligation  had  been 
performed.  Since  then,  in  an  additional  1 1 patients 
thus  treated,  1 probable  but  unproved  fatal  embo- 
lism occurred  in  a patient  with  thrombophlebitis. 
This  patient,  who  had  a fatal  pulmonary  embolism, 
received  a blood  transfusion  four  days  after  dis- 
continuing dicumarol.  Blood  transfusion  being  the 
antidote  for  dicumarol  undoubtedly  decreased  the 
already  waning  anticoagulant  effect  of  the  dicu- 
marol. Of  the  40  patients  in  the  original  series,  9 
were  out  of  bed  without  incident  one  week  or  less 
after  recognition  of  the  initial  vascular  accident,  and 
27  within  two  weeks. 

While  thrombophlebitis  certainly  does  not  incur 
as  great  a risk  of  pulmonary  embolism  as  phlebo- 
thrombosis,  still  in  these  postoperative  cases  the 
danger  of  coexistent  silent  areas  of  phlebothrom- 
bosis  is  so  great  that  we  believe  anticoagulation 
therapy  is  advisable,  especially  if  a benign  pulmon- 
ary embolism  has  already  occurred.  Often  a pul- 
monary embolism  occurs  first  from  a silent  area  of 
phlebothrombosis,  then  a few  days  later,  typical 
phlegmasia  alba  dolens  develops,  and  still  the  danger 
of  pulmonary  embolism  may  exist  from  other  areas 
of  silent  phlebothrombosis  in  the  same  leg,  the 
opposite  leg,  or  pelvic  veins. 

During  this  same  two  year  period,  1 death  oc- 
curred from  venous  thrombosis  proceeding  up  into 
the  inferior  vena  cava  following  common  femoral 
venous  section  and  ligation  above  the  original  level 
of  the  thrombus,  following  which  numerous  sub- 
sequent benign  pulmonary  emboli  occurred.  The 
patient  received  no  anticoagulation  therapy. 

I do  not  believe  that  venous  section  and  lioation 

O 

is  the  ultimate  answer  to  the  problem  of  pulmonary 
embolism,  and  would  advocate  the  use  of  anticoaeu- 

O 

lation  therapy  as  an  adjunct  to  ligation  when  the 
latter  is  considered  necessary. 

TECHNIC  OF  COMBINED  HEPARIN  AND  DICUMAROL 
THERAPY 

The  advent  of  dicumarol  has  given  us  a cheap  and 
convenient  oral  method  of  prolonging  intravascular 
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clotting.3’4  This  drug  is  now  prepared  synthetically, 
as  a result  of  the  research  of  Link  and  his  associ- 
ates3 at  the  University  of  Wisconsin.  It  was  first 
isolated  as  the  active  hemorrhagic  factor  front 
spoiled  sweet  clover  by  these  same  investigators.  Its 
action  is  to  prolong  the  prothrombin  time  of  the 
blood  and  thus  delay  intravascular  clotting.  I have 
found  the  latent  period  to  vary  from  two  to  five  days 
before  the  prothrombin  percentage  drops  adequate- 
ly. This  latent  period  is  covered  by  the  simultaneous 
administration  of  heparin  either  by  the  constant 
intravenous  drip  method  or  by  the  intravenous 
administration  of  2 cc.  heparin  in  20  cc.  saline  every 
four  hours.  Either  method  seems  equally  efficient. 
The  dosage  of  heparin  is  controlled  by  its  effect  on 
the  clotting  time  measured  every  twelve  hours,  and 
dicumarol  dosage  by  the  prothrombin  percentage 
determined  every  morning.  We  attempt  to  hold  the 
clotting  time  to  between  20  to  40  minutes,  and  when 
the  prothrombin  percentage  has  dropped  to  between 
70  to  75  per  cent,  we  discontinue  the  heparin.  We 
attempt  to  keep  the  prothrombin  percentage  be- 
tween 50  to  60  per  cent  until  the  patient  is  ambula- 
tory, when  the  dicumarol  is  discontinued.  The 
average  initial  dose  of  dicumarol  is  300  mg.  for  a 
patient  over  150  pounds,  and  200  mg.  for  a patient 
below  150  pounds.  A daily  dose  of  100  mg.  is  given 
until  the  prothrombin  has  fallen  between  50  to 
60  per  cent. 

The  course  of  a typical  case  under  combined 
heparin  and  dicumerol  therapy  is  shown  in  Figure 
2.  The  source  of  the  pulmonary  embolism  was 
thought  to  be  a pelvic  phlebothrombosis  following 
surgical  resection  of  a carcinoma  of  the  right  ovary, 
with  side  to  side  anastomosis  around  a carcinoma 
of  the  sigmoid.  A thirty-six  hours  latent  period  in 
the  action  of  dicumarol  was  evident.  When  heparin 
was  discontinued,  the  dicumarol  effect  was  main- 
tained for  at  least  seven  days.  The  patient  was 
allowed  out  of  bed  without  incident  nine  days  after 
the  occurrence  of  pulmonary  embolism. 

DANGERS  OF  DICUMAROL  THERAPY 

In  a series  of  71  patients  given  dicumarol  for 
various  thrombotic  emergencies,  both  venous  and 
arterial,  there  were  2 deaths  from  hemorrhage  as 
the  result  of  dicumarol  poisoning,  and  6 other 
hemorrhagic  accidents.  The  administration  of  the 
drug  therefore  is  not  without  its  great  dangers. 
Such  accidents,  however,  can  be  avoided  if  the 
following  precautions  are  observed. 


1.  Dicumarol  should  not  be  given  to  patients  with 
hepatic  damage,  especially  if  reduction  in  prothrom- 
bin percenetage  has  already  occurred. 

2.  Dicumarol  is  contraindicated  in  hemorrhagic 
diathesis  except  after  splenectomy  when  it  is  felt 
certain  that  splenectomy  is  curative. 

3.  The  morning  prothrombin  percentage  should 
be  obtained  before  the  daily  afternoon  dosage  of 
dicumarol  is  given. 

PARAVERTEBRAL  PROCAINE  SYMPATHETIC  BLOCK 

Paravertebral  procaine  sympathetic  block  is  re- 
served for  patients  with  thrombophlebitis  who  have 
the  slightest  degree  of  edema  or  reflex  arterial  spasm. 
According  to  Ochsner,6  sympathetic  block  breaks 
the  reflex  mediated  through  the  sympathetics, 
causing  vasoconstriction,  releasing  spasm  in  both 
the  venous  and  arteriolar  end  of  the  capillary  loop, 
and  restores  normal  intracapillary  pressure,  endo- 
thelial oxygenation  and  permeability,  and  arteriolar 
pulsation,  thereby  abolishing  edema.  Fever  and  pain 
are  usually  promptly  abated  and  convalescence 
shortened.  If  there  is  no  edema,  the  leg  is  of  normal 
color  and  warmth,  and  peripheral  arterial  pulses  are 
normal  about  the  angle,  I see  no  reason  for  doing  a 
block.  A typical  response  to  paralumbar  sympathetic 
block  is  illustrated  in  Figure  1.  In  the  40  cases  cited 
above,  block  was  done  eight  times. 

SULFONAMIDE 

Sulfonamide  drugs  are  used  in  all  cases  of  throm- 
bophlebitis in  which  there  is  any  fever  and  evidence 
of  infection.  I am  not  convinced  that  they  shorten 
convalescence.  Certainly  there  are  none  of  the 


Thrombophlebitis  treated  by  paravertebral  sympa- 
thetic procaine  block.  Note  the  low  grade  fever 
preceding  the  clinical  onset  of  phlegmasia  alba 
dolens.  Note  the  effect  of  blocks  on  fever.  The  third 
block  was  done  because  of  persistent  swelling 
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Figure  2 

Typical  course  of  patient  under  combined  heparin 
and  dicumarol  therapy.  Note  that  the  heparin  is  dis- 
continued when  the  prothrombin  drops  beolw  80, 
due  to  dicumarol;  in  this  case  thirty-six  hours  after 
starting  dicumarol. 

Diagnosis:  Carcinoma  of  the  right  ovary  with  car- 
cinoma of  the  sigmoid,  pelvic  phlebothrombosis  and 
pulmonary  embolism,  and  latent  diabetes.  October 
27,  1941,  oophorectomy,  side  to  side  anastomosis 
around  carcinoma  of  sigmoid.  November  4,  1941, 
pulmonary  embolism,  friction  rub  in  right  chest,  and 
fever.  Negative  roentgenogram 


spectacular  short  cures  so  regularly  observed  in 
pneumonia  or  meningococcus  meningitis,  in  which 
we  are  sure  the  sulfonamide  drugs  are  specific. 
Neither  heparin  nor  dicumarol  offer  any  incom- 
patability  to  the  sulfonamide  drugs. 

PAPAVERINE 

Papaverine  in  0.5  to  1 grain  doses  intravenously 
supposedly  will  relax  spasm  of  the  arterial  tree, 
which  is  apt  to  occur  in  the  same  arterial  distribu- 
tion as  the  thrombosed  vein.  I have  actually  seen 
this  occur  in  an  acute  case  of  thrombophlebitis  or 
phlegmasia  alba  dolens  with  resoration  of  active 
pulses  about  the  ankle.  In  the  stage  before  swelling 
occurs,  it  may  be  difficult  to  differentiate  acute 
thrombophlebitis  and  arterial  embolism.  If  papa- 


verine will  restore  the  ankle  pulses  (dorsalis  pedis, 
posterior  tibial,  and  anterior  tibial),  one  can  be  sure 
that  no  arterial  embolism  exists.  Of  course,  para- 
vertebral sympathetic  block  or  lacking  knowledge 
of  this  technic,  a spinal  anesthesia,  will  offer  an 
even  better  method  of  relaxing  this  reflex  arterial 
spasm. 

In  pulmonary  embolism,  papaverine  should  be 
given  routinely  according  to  de  Takats7  in  order  to 
relax  a reflex  spasm  of  the  pulmonary  tree.  As  long 
as  shock  or  respiratory  distress  persists,  it  should 
be  given  every  three  hours. 

Atropine  has  no  place  in  the  treatment  of  throm- 
bophlebitis, being  a paralyzer  of  the  parasympa- 
thetics  and  allowing  sympathetic  predominance,  an 
undesirable  effect.  It  might  be  indicated  in  large 
doses  (grains  1/50)  in  the  presence  of  pulmonary 
edema  with  pulmonary  embolism.  A better  measure 
to  combat  such  pulmonary  edema  is  positive  pres- 
sure closed  circuit  respiration,  with  oxygen-helium 
administration,  according  to  the  method  of  Barach.8 

SUMMARY  AND  CONCLUSIONS 

1.  Postoperative  pulmonary  embolism  is  more  apt 
to  arise  from  silent  unrecognized  areas  of  phlebo- 
thrombosis than  from  clinically  recognized  throm- 
bophlebitis. This  is  true  even  if  thrombophlebitis 
exists. 

2.  The  most  important  prophylactic  measures  are 
exercises  of  the  feet  in  bed,  heat  and  postoperative 
protection  by  dicumarol  of  the  patient  who  has 
already  had  a venous  thrombosis. 

3.  A warning  benign  pulmonary  embolism  in  a 
patient  over  50  years  of  age  is  an  indication  for 
venous  section  and  ligation  if  the  source  of  the 
embolism  can  be  recognized.  A venogram  should  be 
done,  however,  on  the  supposedly  normal  leg. 

4.  An  accumulation  of  more  statistics  is  necessary 
before  anticoagulation  therapy  with  heparin  and 
dicumarol  can  be  considered  a safe  preventive  of 
pulmonary  embolism,  and  venous  section  and  liga- 
tion can  be  omitted. 

5.  In  a series  of  57  cases  of  postoperative  venous 
thrombosis  treated  by  combined  heparin  and  dicu- 
marol, 1 subsequent  pulmonary  embolism  and  1 fatal  j 
pulmonary  embolism  occurred. 

6.  Paravertebral  procaine  sympathetic  block  is ; 
reserved  for  patients  with  thrombophlebitis. 

7.  Sulfonamide  drugs  are  a useful  adjunct  in  the  j 
treatment  of  thrombophlebitis.  Papaverine  is  used 
to  relax  arterial  reflex  spasm. 
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HOSPITAL  AND  MEDICAL  CARE 

VVilmar  M.  Allen,  m.d.,  Hartford 


The  Author.  Medical  Director,  Hartford  Hospital, 
Hartford 


T x is  an  honor  to  be  invited  by  the  Program  Com- 
-*•  mittee  to  address  one’s  own  Society,  particularly 
in  times  like  these.  T he  invitation  was  probably  ex- 
tended and  was  accepted  because  presumably  I have 
been  exposed  to  certain  different  points  of  view  and 
reactions.  However,  what  I have  to  say  is  not  as  a 
hospital  administrator  but  as  a doctor  who  respects 
his  colleagues  and  is  proud  of  his  profession.  If  you 
will  bear  with  me,  I propose  to  “think  out  loud” 
among  ourselves  and  in  this  process  of  audible 
ratiocination,  there  will  be  things  with  which  some 
of  vou  will  disagree.  No  pretense  is  made  to  more 
than  superficial  knowledge  of  the  statistical  or 
factual  backgrounds  of  what  is  to  follow.  If  more 
than  momentary  thought  can  be  provoked,  and  still 
more  if  some  future  action  can  be  stimulated,  these 
few  minutes  will  not  have  been  in  vain.  Two  main 
themes  will  be  dealt  with: 

First:  the  defects  of  our  profession. 

Second:  the  relationships  between  the  public,  doc- 
tors and  hospitals. 


Of  the  two  greatest  defects  in  the  medical  pro- 
fession, as  I see  them,  one  is  professional,  the  other 
organizational.  To  be  specific: 

1.  No  doctor  should  accept  directly  and  assume 
primary  responsibility  for  any  patient,  unless  he 
regularly  takes  a general  history  and  does  a general 
physical  examination;  and  unless  he  keeps  well 
abreast  of  general  medical  diagnosis.  Obviously,  I 
am  not  referring  to  such  minor  or  acute  incidents  as 
non  confining  fractures  and  lacerations,  refractions, 
dental  fillings  and  prophylaxis. 

2.  With  some  notable  exceptions,  the  medical 
profession  suffers  from  lack  of  adequate  administra- 
tion. This  deficiency  is  most  apparent  in  sociologic 
planning  and  in  public  relations. 

In  the  first  defect,  the  welfare  of  the  individual 
patient  is  concerned.  The  tremendous  development 
of  medical  science  has  made  specialization  obliga- 
tory and  this  concentration  of  skill  has  demonstrated 
great  values.  However,  with  this  constriction  of 
specialized  viewpoint  there  has  not  been  a corre- 
sponding limitation  of  responsibility  for  the  patient 
as  a whole.  It  is  like  fighting  the  battle  of  Italy  with- 
out relationship  to  the  global  war. 
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This  policy  may  well  become  more  dangerous 
since  most  of  our  younger  specialists  have  become 
so  through  the  residency  system,  rather  than  as  an 
outgrowth  of  general  practice. 


It  would  be  surprising  if  the  organized  medical 
profession  did  have  adequate  administration. 

From  the  memorable  day  of  attending  his  first 
patient  in  medical  school  through  his  long  life,  the 
practicing  physician  is  living  and  must  practice  in  a 
highly  individualistic  manner;  and  he  does  so  in  the 
presence  of  the  emotions  of  birth,  illness,  accident, 
tragedy  and  death.  It  is  an  inescapable  concomitant 
of  the  patient  as  a human  being.  Thus  living  his  life 
by  day  and  by  night,  it  is  expecting  the  superhuman, 
nay,  the  impossible,  that  in  his  spare  time  the  prac- 
ticing doctor  should  become  a philosopher,  econo- 
mist and  sociologist.  Yet  his  spokesmen  not  infre- 
quently, publicly  and  vociferously  imply  that  such 
is  the  case.  We  sometimes  act  as  though  we  knew 
all  the  answers  when  as  a matter  of  fact  we  may 
not  even  clearly  conceive  the  problem. 

Physicians,  by  requirement,  are  among  the  most 
intelligent  groups  in  our  civilization.  For  centuries 
they  have  shown  their  devotion  to  mankind  in 
trouble.  They  cannot  watch  the  clock  or  arrange 
much  of  a schedule.  They  render  much  service 
without  direct  remuneration  and  are  always  on  call 
for  emergency.  They  are  accustomed  to  making- 
decisions  of  vital  importance,  based  on  carefully 
evaluated  findings,  are  used  to  giving  orders,  not 
taking  them,  and  yet  respond  unselfishly  to  manifold 
demands. 

As  physicians  we  would  not  think  of  practicing 
medicine  without  consultation,  but  we  seem  to  be 
perfectly  willing  to  enter  the  arena  for  sociology  and 
economics,  about  which  we  know  far  less  than  we 
do  about  the  fields  of  our  medical  consultants.  As 
far  as  I can  determine,  we  have  made  only  minimal 
and  rather  niggardly  attempts  to  recognize  and  meet 
this  situation.  What  we  cannot  do  for  ourselves,  we 
must  employ  qualified  persons  to  do  for  us.  For  this 
we  pay  the  munificent  sum  of  $19  per  year,  of  which 
we  have  just  eaten  75  cents  worth.  The  subscription 
of  $8.00  per  year  for  the  A.  M.  A.  Journal  may  be 
helpful,  but  is  not  obligatory.  So,  for  $18.25  Per 
year  we  expect  to  buy  all  those  things  which  we 
have  neither  the  time  nor  capacity  to  do.  Although 
no  reliable  data  are  at  hand,  I believe  you  will  agree 
that  an  average  income  of  $5,000  per  year  for  the 
physicians  of  Connecticut  is  a conservative  figure. 


In  view  of  that,  $18.25  is  a ridiculous  amount  to 
spend  to  develop  medical  care  for  the  people  and  to 
protect  medicine  from  insidious  controls. 

The  Connecticut  State  Medical  Society  took  a 
long  step  ahead  when  it  raised  its  dues  and  em- 
ployed a full  time  secretary.  But  it  is  asking  the 
impossible  to  expect  him  to  have  the  time,  endurance 
or  capacity,  to  be,  in  addition,  public  relations 
counsel,  legal  counsel,  economic  counsel,  insurance 
counsel,  war  counsel  and  sociologic  counsel.  If  we 
would  employ  such  additional  counsel,  both  for  the 
State  and  nationally,  we  would  be  in  a much  sounder 
position.  What  we  have  not  done  and  cannot  do  for 
ourselves,  we  must  get  done  for  us.  And  in  the  long 
run,  we  will  get  only  what  we  are  willing  to  pay 
for.  Good  administration  costs  money,  but  is  worth 
it,  as  every  business  will  testify. 

It  is  interesting  that  by  natural  evolution  and 
without  protest  from  medicine,  much  of  the  admin- 
istration of  medicine  is  in  lay  hands.  Aside  from  the 
private  clinic  hospitals  of  the  South,  all  but  a very 
few  hospitals  have  predominantly  lay  Boards  of 
Directors.  In  addition,  in  our  own  State  we  find  the 
following: 

Public  Flealth  Council— which  controls  the  State 
Department  of  Health— out  of  six  members,  one 
practicing  physician. 

State  Tuberculosis  Commission— no  practicing 
physician  among  six  members. 

Connecticut  State  Hospital,  Middletown— 
Trustees,  1 doctor  in  twelve. 

Norwich  State  Hospital,  Trustees,  4 doctors  in 
12. 

Fairfield  State  Hospital,  Trustees,  3 doctors  in  12. 

Such  a situation  can  mean  only  one  thing— prac- 
ticing physicians  are  not  interested  in  administration 
and,  by  and  large,  are  satisfied  with  the  existent  lay 
control.  But  note  that  none  of  it  is  fundamentally 
political. 

Now  as  to  the  relationship  between  the  public,  ! 
the  medical  profession  and  hospitals,  there  are  a I 
number  of  considerations.  The  development  of 
medical  science  and  the  modern  hospital  have  gone 
hand  in  hand  and  are  inseparable.  It  is  dangerously 
foolhardy  to  talk  about  one  versus  the  other.  If  they 
do  not  remain  one  in  mind  or  purpose,  others  of 
greater  administrative  ability  and  with  better  public 
relations  will  call  the  tune  for  both. 

I hat  the  American  Medical  Association  refuses 
to  recognize  hospital  administration  by  physicians  as 
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a specialty  is  distressing;  that  the  American  College 
of  Surgeons  actively  promotes  hospital  affairs  is 
hopeful.  There  must  be  common  recognition  of  pur- 
pose and  the  closest  cooperation  in  obtaining  it. 
The  American  Medical  Association  and  the  Ameri- 
can Hospital  Association  should  have  the  most  inti- 
mate and  constant  relationships.  I do  not  believe 
this  is  actually  the  case. 

Both  have  rendered  extraordinary  service  to  the 
people  and  yet  find  themselves  in  a somewhat 
anxious  position  in  the  face  of  Senate  Bill  1 161- 
better  known  as  the  Wagner-Murray-Dingell  Bill. 
This  bill  was  not  created  de  novo  out  of  a cunning 
mind.  It  is  an  attempt  to  meet  a demand  by  the 
people,  a demand  which  the  medical  profession  has 
not  met  adequately  in  the  opinion  of  many  citizens. 
The  Wagner  bill,  even  though  it  means  a consider- 
able payroll  deduction  tax,  has  been  approved  2-1 
by  the  Gallop  poll,  and  has  received  the  official 
endorsement  of  the  American  Federation  of  Labor 
and  the  C.I.O.  Those  are  facts,  whether  we  like 
them  or  not— those  are  facts  to  which  we  must  pay 
attention.  If  the  people  in  the  Gallop  poll,  the  A.  F. 
of  L.  and  C.I.O.  are  wrong  in  their  opinion,  then 
we  are  wrong  either  in  the  extent  of  furnishing 
medical  care  or  in  public  relations,  or  more  likely 
both. 

“Public  relations”  is  a two  way  process.  It  consists 
not  in  telling  the  public  what  they  ought  to  do,  not 
in  advertising,  but  in  a carefully  planned  mutual 
interchange  of  ideas  and  demand.  We  have  done 
considerable  talking  at  the  public,  but  have  spent 
little  time  listening.  And  yet  our  first  lesson  in  clini- 
cal medicine  was  to  take  the  history  and  listen! 

In  the  recent  Wartime  Conference  of  the  Ameri- 
can Hospital  Association  in  Buffalo,  Mr.  Altmeyer, 
Chairman  of  the  Social  Security  Board,  left  no  doubt 
that  in  his  mind  the  Wagner  Bill  was  the  answer  to 
the  distribution  of  medical  care.  His  is  an  influential 
opinion— the  kind  that  Gallup  and  Green  and  Mur- 
ray are  approving.  Dr.  Parran  was  more  analytical 
but  stated  that  criticism  of  the  Wagner  bill  by  those 
professional  groups  concerned  in  producing  health 
was  of  little  avail  unless  something  better  and  con- 
crete was  furnished  in  its  place.  1 cannot  recall  that 
the  American  Medical  Association  has  been  forth- 
coming with  any  such  proposal,  though  we  have  had 
an  eleven-year  warning  since  the  report  of  the  Com- 
mittee on  the  Cost  of  Afedical  Care. 

By  contrast,  the  American  Hospital  Association 
has  actively  fostered  Blue  Cross  Plans  since  1933. 


Seventy-five  such  Plans  are  members  of  the  Ameri- 
can Hospital  Association  and  have  an  enrollment  of 
more  than  twelve  and  one  half  million  members. 
Last  year  membership  increased  by  two  and  one- 
quarter  million.  I he  Blue  Cross  has  been  approved 
by  the  American  Farm  Bureau  Federation  and  the 
C.I.O.,  and  has  achieved  effective  cooperation  by 
important  units  in  the  U.  S.  Government:  such  as, 
the  War  Department,  War  Labor  Board,  Maritime 
Commission,  and  the  War  Manpower  Commission. 

Confronted  by  the  Wagner  Bill,  the  American 
Hospital  Association  adopted  the  following  resolu- 
tion at  its  meeting  in  September: 

“Be  It  Resolved,  1 hat  the  Board  of  Trustees  of 
the  American  Hospital  Association  recommend  to 
the  House  of  Delegates  that  its  members  reaffirm  the 
official  position  of  this  Association  on  compulsory 
hospital  insurance,  and  that  the  American  Hospital 
Association  recommend  to  Congress  the  following 
actions  by  the  federal  government  which  would 
encourage  voluntary  effort  to  accomplish  adequate 
distribution  of  hospital  care,  since  they  are  con- 
sistent with  the  unmet  needs  and  available  resources 
in  the  Lhiited  States.  1 he  American  Hosp’tal 
Association  recommends  their  adoption  before  an 
attempt  is  made  to  finance  hospital  benefits  through 
compulsory  insurance  contributions  within  the 
Social  Security  program. 

1.  Grants-in-aid  to  States  to  assist  in  providing- 

. „ TO 

hospital  care  for  beneficiaries  of  public  assistance, 
and  other  medically  indigent  members  of  the  popu- 
lation. 

2.  Grants-in-aid  to  States  for  hospital  construction 
in  areas  requiring  such  assistance  because  of  gener- 
ally low  incomes  or  critical  shifts  in  population. 
Such  grants  should,  in  general,  be  made  for  the  ex- 
pansion of  existing  institutions  rather  than  the 
establishment  of  new  hospitals. 

3.  Expansion  of  the  existing  social  insurance  bene- 
fits to  employees  of  non  profit  associations  and 
such  other  groups  desiring  these  benefits  and 
coverage. 

4.  Permission  for  payroll  deductions  for  federal 
employees  participating  in  voluntary  hospital  service 

ID 

plans. 

There  is  no  gainsaying  that  the  Medical  Profes- 
sion has  brought  medical  education  to  a high  plane 
since  1906;  it  is  incontrovertible  that  the  health  of 
the  American  people  is  among  the  best  in  the  world, 
though  this  is  certainly  not  entirely  the  achievement 
of  the  organized  profession;  and  it  is  incontestible 
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that  the  trend  is  steadily  upward.  But  all  these  are  of 
little  consequence  to  a considerable  portion  of  our 
people  who  feel  that  the  cost  of  illness  is  too  high, 
especially  the  calamity  load,  and  who  have  not  been 
told  how  to  avail  themselves  of  the  facilities  that 
exist.  We  expect,  apparently,  a high  degree  of  mind 
reading  from  the  common  man. 

It  is  high  time  that  we  let  people  know  how  to 
obtain  that  which  is  their  right,  and  let  them  know 
repeatedly.  We  are  overdue  in  presenting  a method 
by  which  this  can  be  accomplished  without  hard- 
ship on  the  patient  and  without  pauperizing  the 
doctor.  Of  these,  the  former  is  much  the  more 
important.  If  we  let  people  know  how  to  obtain 
this  service  and  render  it,  the  people  will  not  let  us 
down.  The  labor  leaders  are  by  no  means  paupers! 

The  problem  can  be  expressed  relatively  simply: 

i.  To  give  good  medical  care  to  the  medically  in- 
digent while  enabling  them  to  maintain  their  self 
respect;  2.  To  aid  the  calamity  load  for  those  who 
could  otherwise  pay  their  way.  About  5%  of 
families  meet  this  calamity  load  each  year,  which 
means  that  practically  all  of  them  meet  it  during  the 
normal  family  span.  It  is  this  more  than  anything 
else  that  brings  about  the  complaint  of  the  high 
cost  of  medical  care. 

Surely  these  problems  can  be  solved  in  the 
American  way,  but  the  solution  cannot  be  deferred. 
We  must  solve  them  without  medical  economics 
being  a major  consideration.  Medical  care  stands 
secondary  only  to  food  and  shelter.  It  is  accepted 
as  a right  of  every  human  being.  Health  is  so  vital 
that  people  will  take  no  chance  of  the  deterioration 
of  the  profession  that  cares  for  it,  if  they  are  kept 
informed  and  furnished  the  best  possible  “mouse 
trap.”  But  Heaven  help  us  if  we  do  not  provide  that 
care  for  all  and  let  them  know  how  it  can  be  ob- 
tained, without  undue  regard  to  the  economic  wel- 
fare of  the  profession. 

You  have  heard  today  thoughtful  proposals  and 
considerations.  Let  us  hope  they  are  not  the  annual 
monsoon  to  be  forgotten  when  the  rain  ceases.  If  we 
have  socialized  medicine,  if  we  have  the  Wagner 
Bill  and  bureaucracy,  if  medical  and  hospital  prac- 
tice is  largely  changed,  let  us  not  rant  against  Wag- 
ner or  Roosevelt  or  Labor,  but  humbly  say  “mea 
culpa.” 


If  you  listen  to  the  American  Medical  Association 
and  the  American  Hospital  Association,  at  times 
you  would  think  they  were  incompatible  and  hostile 
breeds  of  cats.  Both  have  their  defects,  but  if  they 
are  not  a one  and  inseparable  whole,  then  modern 
medicine  is  a sociologic  failure  and  we  might  as  well 
go  back  to  the  medicine  man  under  the  tribal  chief. 

The  hospital  staff  has  become  the  unit  of  medical 
practice,  it  has  become  the  “Layo”  clinic  for  its 
community.  This  society  and  its  counterparts  have 
become  essentially  a group  of  hospital  staffs.  To 
the  degree  that  they  cooperate,  will  the  health  of  the 
community  prosper.  To  the  extent  that  staff  doc- 
tors, hospital  administrators  and  Boards  of  Directors 
fail  to  work  together,  will  the  welfare  of  the  people 
suffer  and  will  the  public  take  over.  Such  an  event- 
uality will  undoubtedly  lower  the  standard  of  medi- 
cal care  immediately,  but  in  a few  hundred  years 
will  probably  lead  to  a better  result.  All  of  us  tend 
to  be  myopic.  If  it  doesn’t  happen  during  our  adult 
lifetime,  it  is  inconsequential.  That  is  hardly  the 
lesson  of  history. 

So  these  few  remarks  will  be  brought  to  a close, 
and  I hope  they  have  provoked  some  thought. 
Whether  you  agree  now  or  not  is  unimportant. 
What  you  decide  after  deliberation  is  of  the  great- 
est concern. 

TO  SUMMARIZE 

1.  I am  speaking  as  one  of  your  colleagues. 

2.  Specialization  in  medicine  has  brought  with  it 
an  undue  assumption  of  responsibility  for  the  patient 
as  a whole.  This  should  be  reserved  for  those  doc- 
tors who  regularly  consider  a patient  as  an  anatomic, 
physiologic,  and  psychologic  entity. 

3.  Practicing  physicians  by  training,  experience 
and  emotion  are  individualists;  should  recognize 
their  limitations,  and  provide  for  adequate  counsel. 

4.  Medicine  sadly  needs  an  adequate  program  of 
public  relations  and  this  is  a two  way  process. 

5.  We  must  offer  a comprehensive  proposal  for 
adequate  medical  care  for  all  the  people,  and  sub- 
merge medical  economics. 

6.  Medical  staffs  and  hospitals  are  a single  public 
service  unit  and  must  act  as  such. 

7.  Medicine  must  maintain  its  age  old  principle, 
public  service  first,  last  and  always. 
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THE  PROBLEM  OF  CHRONIC  ILLNESS  IN  CONNECTICUT 

Karl  F.  Reiser,  ph.d.,  Hartford 

The  care  of  the  chronically  sick  and  infirm  in  the  State  has  concerned  the  medical  profession  for  years. 
It  is  to  be  hoped  that  the  new  study  of  the  subject  to  be  made  by  the  Public  Welfare  Council,  and  to  which 
the  Society  can  make  a great  contribution,  will  produce  means  to  answer  at  least  a part  of  the  problem. 
The  Journal  asked  Dr.  Heiser,  who  is  to  direct  the  study,  to  contribute  a discussion  of  the  subject  and 
Dr.  Heiser' s comments  are  published  with  the  full  approval  of  the  Public  Welfare  Council. 


The  Author.  Research  Director,  Public  Welfare 
Council 


T>  y Special  Act  No.  470,  the  1943  General  Assem- 
bly  directed  the  state  Public  Welfare  Council 
to  make  a study  “of  the  needs  for  a state  infirmary 
for  the  care  and  treatment  of  aged,  infirm  and 
chronically  ill  persons,”  and  to  “report  its  findings  to 
the  1945  General  Assembly.” 

This  is  not  the  first  time  the  state  legislature  has 
taken  cognizance  of  this  matter.  In  1919,  an  Infirm- 
ary Commission  was  appointed  to  investigate  the 
need  for  infirmary  care  for  dependent,  diseased  and 
incurable  persons  for  whom  no  treatment  was  avail- 
able. 

The  commission’s  recommendations  were  pre- 
sented to  the  1921  legislature  providing  for  the 
purchase  of  land  and  the  erection  of  buildings  for 
the  housing  of  200  persons  in  four  units. 

The  recommendations  were  not  approved,  but  the 
commission  was  continued  and  directed  to  make  a 
further  report  to  the  1923  legislature.  Their  report 
was  a reiteration  of  the  1921  recommendation  as 
they  found  no  reason  to  differ  with  the  previous 
conclusions  of  the  commission. 

These  recommendations  were  supported  by  an 
independent  petition  to  the  General  Assembly  by 
the  Connecticut  Hospital  Association  for  state  pro- 
vision for  chronic  and  incurable  patients.  Seventeen 
of  the  twenty-eight  general  hospitals  reported  re- 
quests for  admission  annually  of  1,200  chronic  and 
incurable  patients  whom  they  could  not  accom- 
modate. 

This  official  concern  with  the  problem  of  chronic 
illness,  naturally,  did  not  arise  spontaneously  but 
was  the  result  of  many  and  frequently  repeated 


recommendations  by  governmental  and  private  or- 
ganizations. Chief  among  these  organizations  appear 
to  have  been  the  State  Medical  Society  and  the  Pub- 
lic Welfare  Council,  under  each  of  its  four  names, 
first  the  Board  of  Charities,  then  the  State  Board  of 
Charities,  then  the  Department  of  Public  Welfare 
and  lastly,  its  present  name. 

The  report  of  the  Board  of  Charities  for  1884 
remarks  that  many  of  the  inmates  of  almshouses 
were  not  able  to  work  because  of  disease.  In  1890 
the  report  of  the  State  Board  of  Charities  carried 
a proposal  that  the  state  take  the  initiative  in  estab- 
lishing a “home  for  incurable  children,”  as  there 
were  over  one  hundred  neglected  children  in  the 
state  who  needed  care  as  incurables.  Their  plight 
was  the  more  tragic  as  they  could  not  be  cared  for 
by  the  general  hospitals,  and  the  county  homes  were 
restricted  to  healthy  children.  In  1892  the  plea  for 
a home  for  incurable  children  was  repeated  by  the 
State  Board  of  Charities  and,  in  addition,  an  infirm- 
ary for  the  ill  and  feeble  among  the  almshouse  popu- 
lation was  strongly  recommended  on  the  basis  of 
the  Board’s  observation  that  there  were  two  types 
of  persons  in  the  almshouses;  those  who  could  and 
should  work  and  those  who  were  unable  to  work 
because  of  infirmities. 

In  1895  the  need  for  a home  for  incurable  children 
was  discussed  by  Mrs.  Frances  Bacon  in  the  report 
of  the  Connecticut  Children’s  Aid  Society.  She  told 
of  the  establishment  in  January  1895  of  a home  in 
Wethersfield  through  the  generosity  of  Mrs.  J.  S. 
Parsons.  This  home  was  short  lived,  however,  be- 
cause the  legislature  of  that  year  passed  a bill  for- 
bidding such  homes  without  the  permission  of  the 
town  in  which  a home  is  located.  Interested  and 
philanthropic  groups  in  both  Windsor  and  Plain- 
ville  then  attempted  to  have  the  Home  for  Incur- 
able Children  located  in  their  towns  but  their  efforts 
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were  doomed  by  adverse  votes  by  the  town’s  citi- 
zenry. It  may  be  imagined  that  the  question  aroused 
and  brought  into  the  open  conflicting  medical, 
humanitarian  and  economic  interests  as  well  as 
prejudices. 

In  1896  the  State  Medical  Society  discussed  the 
need  of  a home  for  incurable  children.  From  this 
time  on,  the  concern  for  the  chronically  ill  was 
shown  in  recommendations  for  provisions  for 
special  groups.  In  general,  there  has  been  close  agree- 
ment between  the  Medical  Society  and  State  agen- 
cies on  these  problems  and  the  Society  gave  its 
support  to  progressive  recommendations.  For  ex- 
ample, the  recommendation,  by  the  State  Board  of 
Charities,  in  1898,  that  a department  for  epileptics 
be  established  in  connection  with  one  of  the  state 
institutions  was  supported  by  a report  in  1901  by 
the  Medical  Society’s  committee  on  the  number  and 
condition  of  epileptics.  At  the  1904  state  convention 
of  the  Medical  Society,  Dr.  Max  Madhouse  advo- 
cated a separate  state  colony  for  epileptics  and  in 
1905  the  Society  went  on  record  with  a resolution 
in  support  of  Dr.  Madhouse’s  proposal.  Special  pro- 
vision for  epileptics  was  repeatedly  urged  by  the 
State  Board  of  Charities  in  1900,  1904  and  1906.  In 
the  latter  year  the  Governor  appointed  a committee 
from  the  Medical  Society  to  study  the  problem  of 
the  epileptics.  A bill  for  the  establishment  of  a 
colony  was  passed  in  1909  with  an  appropriation  of 
$25,000  for  establishing  a colony.  This  same  legis- 
lature, under  Chapter  120  of  the  Public  Acts,  ap- 
pointed directors  to  establish  county  sanitaria  for 
tuberculosis. 

In  1910,  Dr.  F.  K.  Hallock  of  Cromwell  addressed 
the  Medical  Society  on  “The  Sanatarium  Treatment 
of  Neurasthenia  and  The  Need  of  a Colony-Sani- 
tarium for  the  Nervous-Poor,”  and  a committee  was 
appointed  by  the  society  to  work  for  the  establish- 
ment by  the  state  of  a sanitarium. 

The  State  Board  of  Charities  repeatedly  urged  in 
its  reports  of  1914,  1916  and  1918  that  the  state  set 
up  separate  departments  with  specialized  care  for 
inebriates  and  patients  with  infectious,  incurable 
and  chronic  illnesses  including  tuberculosis.  The 
Board  supported  the  Medical  Society’s  recommenda- 
tion of  sanitarium  care  of  the  nervous  poor  by  the 
proposal  of  a department  for  mild  and  chronic 
insanity  to  be  attached  to  the  proposed  state  in- 
firmary. 

Between  1920  and  1925  the  interest  in  an  infirm- 
ary was  at  its  height,  officially,  with  the  concurrent 


recommendations  of  the  state’s  infirmary  commis- 
sion, the  State  Medical  Society’s  committees  on  the 
nervous  poor  and  on  Public  Health  Education,  and 
the  State  Board  of  Charities  or  the  Department  of 
Public  Welfare  which  it  became  in  1921.  The  1925 
legislature  rejected  a bill  to  prepare  plans  and 
sketches  of  infirmary  buildings  and  in  1928  the 
Medical  Society  discontinued  its  committee  on  the 
care  of  the  nervous  poor  because  of  the  greater 
claims  of  the  mentally  ill,  defectives  and  epileptics 
whose  needs  were  far  from  satisfied.  The  Depart- 
ment of  Public  Welfare  continued  each  biennium  to 
urge  the  establishment  of  a state  infirmary  for 
dependent  persons  with  chronic  and  incurable 
disease  for  whom  no  proper  provision  was  available 
in  the  almshouses,  or  general  hospitals. 

In  recognition  of  “the  need  for  a study  of  the 
whole  complex  pattern  of  the  public  care  of  the 
sick”  the  1939  General  Assembly  created  a Com- 
mission on  the  Treatment  and  Care  of  People 
Afflicted  with  Physical  or  Mental  Disabilities.  In 
the  words  of  Section  2 of  Special  Act  548  creating 
the  commission,  it  was  to  “study  the  problems  pre- 
sented by  the  physical  and  mental  disabilities  of  the 
people  of  the  state,  and  to  inquire  into  the  -subject 
of  the  expenditures  made,  or,  in  the  opinion  of  the 
commission,  necessary  to  be  made,  by  the  state  for 
the  prevention  of  such  disabilities  and  the  care  of 
the  people  afflicted  thereby.” 

This  committee,  generally  known  as  “the  Barker 
Commission,”  was  originally  composed  of  Creigh- 
ton Barker,  m.d.,  Executive  Secretary,  Connecticut 
State  Medical  Society,  Wilmar  M.  Allen,  m.d., 
Director,  Hartford  Hospital,  Honorable  Kenneth 
Wynne,  Judge  of  the  Superior  Court,  New  Haven, 
William  FI.  Coon,  m.d.,  1939  General  Assembly,  and 
John  A.  Markham,  Attorney,  of  Hartford.  As  finally 
constituted,  the  commission  was  composed  of  the 
first  two  gentlemen,  named  above,  Honorable 
Joseph  B.  Downes,  of  Norwich,  Ira  V.  Hiscock, 
sc.d.  of  Yale  University  and  Lucius  F.  Robinson, 
Jr.,  Attorney  of  Hartford.  Dr.  Coon  became  the 
Coordinating  Director. 

I he  Commission’s  report  submitted  an  imposing 
number  of  thoroughly  considered  recommendations 
under  nine  headings,  second  of  which  was  con- 
cerned with  “The  Care  of  the  Chronically  Sick  and 
Disabled.”  It  urged  “that  provision  be  made  for 
the  care  of  persons  chronically  sick  or  disabled  with 
cancer,  arthritis,  heart  disease,  degenerative  disease 
and  other  conditions,  and  to  this  end”  recommended 
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“that  a commission  be  appointed  to  continue  the 
study  of  this  problem  and  to  submit  recommenda- 
tions for  the  necessary  program.” 

Though  it  advised  the  appointment  of  a commis- 
sion to  make  a detailed  study  of  the  problem,  it 
should  be  acknowledged  (with  thanks,  by  the 
writer,)  that  the  Barker  Commission  did  much  more 
than  make  a cursory  appraisal  of  the  situation.  The 
framework  for  further  investigation  which  their 
report  provides  indicates  a depth  of  knowledge  and 
detailed  information  regarding  the  situation  pre- 
sented by  chronic  illness. 

In  its  1941  biennial  report,  the  Public  Welfare 
Council  announced  that  one  of  the  major  concerns 
of  its  research  department  would  be  with  the  prob- 
lem of  the  care  of  the  chronically  ill  in  Connecti- 
cut. After  noting  the  expenditure  by  the  state  of 
$586,000  in  the  fiscal  year  of  1941  for  the  care  of 
patients  in  various  institutions  and  homes,  a large 
part  of  which  was  probably  due  to  the  economic 
and  physical  results  of  chronic  illness,  the  Council 
stated  that  “the  question  really  is  whether  the 
chronic  sick  may  best  be  cared  for  in  private  homes 
or  in  institutions.  The  ideal  institution  for  the  care 
of  chronic  diseases  should  be  primarily  a sort  of 
home  for  the  aged,  giving  low  cost  domiciliary, 
medical  and  nursing  care  over  relatively  long  periods 
of  time.  Thus  the  question  of  the  proper  care  of  the 
chronic  sick  in  Connecticut  is  really  either  a prob- 
lem of  a new  institution  or  of  service  to  those  cared 
for  in  existing  facilities.” 

Thus,  with  this  brief  historical  survey,  the  sub- 
ject is  brought  up  to  the  present  and  the  projected 
work  of  the  Research  Division  of  the  Public  Wel- 
fare Council  under  the  mandate  of  the  1943  Gen- 
eral Assembly. 

At  present,  the  Research  Division  consists  of  one 
person,  the  Director,  but  it  is  hoped  that  additional 
professional  personnel  may  be  added  as  soon  as  the 
plan  of  work  is  ready  for  adoption.  It  is  intended 
to  prepare  the  way  slowly,  but  thoroughly,  as  the 
validity  and  reliability  of  research  of  this  kind  is 
dependent  upon  the  thoroughness  with  which  the 
problem  is  presented,  the  relationships  drawn  be- 
tween the  results  of  the  research  and  other  perti- 
nent and  significant  data. 

Government  is  concerned  with  chronic  illness 
because  it  is  a social  problem  of  a sort  which  can- 
not be  handled  adequately  by  individuals  alone,  as 
has  been  amply  demonstrated  in  the  past  fifty  years 
during  which  the  problem  has  been  recognized.  The 


state’s  proper  concern  is  not  only  with  the  health 
and  comfort  of  its  chronically  ill  citizens  but  also 
with  the  welfare  and  interests  of  the  population  as 
a whole.  It  is  now  recognized  that  society  pays  a 
tremendous  hidden  cost  in  the  dependency  and  in- 
capacity of  its  members.  In  the  last  analysis  a 
society’s  standard  of  living  is  based  upon  its  pro- 
ductiveness, manually  or  mentally,  of  useful  com- 
modities. It  is  axiomatic,  of  course,  that  dependent 
groups,  children,  aged  and  incapacitated,  are  carried 
on  the  economic  shoulders  of  the  working,  pro- 
ductive population.  The  facts  that  the  aged  popula- 
tion is  more  dependent  than  the  younger  age  groups, 
is  more  subject  to  illness  or  invalidism,  and  is  in- 
creasing in  proportion  to  the  state  population  should 
give  one  pause  to  consider;  and,  perhaps,  to  compare 
the  costs  of  a treatment  and  preventive  approach  to 
the  problem  with  the  present  direct  and  indirect 
methods  of  shouldering  an  unknown  and  uncon- 
trolled burden. 

According  to  the  1940  census,  8%  of  the  Con- 
necticut population  is  aged  65  or  over.  Seventy  years 
ago,  only  5%  were  in  that  age  group.  One  rough 
way  of  expressing  this  situation  might  be  to  say  that 
in  1870  there  were  10.2  younger  people  in  the 
productive  ages  of  20  to  64  to  take  care  of  each  aged 
person,  while  in  1940,  this  care  is  shared  by  only 
7.7  people. 

The  estimates  of  illness,  temporary  and  chronic, 
in  the  National  Health  Survey,  done  in  1935  and  ’36, 
are  probably  applicable  to  Connecticut.  According 
to  the  Survey  figures  355,000  or  21%  of  Connecti- 
cut’s population  suffers  some  chronic  illness  or 
permanent  impairment  at  any  one  time,  while  over 
66,000  or  4%  are  invalided  or  totally  incapacitated 
and  have  been  so  at  least  a year.  However  impres- 
sive these  figures  are  for  the  total  state  population, 
it  is  more  significant  to  break  them  down  into 
smaller  age  groups.  That  chronic  illness  is  not  con- 
fined to  the  aged  is  definitely  shown  by  the  estimate 
that  there  are  over  212,000  residents  between  the 
ages  of  25  and  64,  the  most  productive  years  of  life, 
who  are  suffering  from  chronic  illness.  This  is  24% 
or  almost  a fourth  of  the  total  population  of  that 
age  group.  Almost  12,000  persons,  or  1%  of  that 
group,  are  invalided,  possibly  permanently. 

It  is  estimated  that  almost  half  of  the  aged  popu- 
lation (62,000)  is  chronically  ill  and  40%  of  them 
(52,000)  are  totally  invalided  and  have  been  so  at 
least  a year. 

These  figures  bring  home  the  fact  that  medical 
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science  and  public  health  measures,  though  they 
have  achieved  a notable  lengthening  of  life,  have 
yet  to  eradicate  the  painful,  incapacitating  and  ex- 
pensive illnesses  that  prevent  this  increased  life  span 
from  being  a period  of  productivity,  health  and 
happiness. 

It  is  not  within  the  province  of  the  Public  Wel- 
fare Council  under  its  present  instructions  to  out- 
line a broad  program  of  treatment  and  prevention 
of  chronic  illness  in  Connecticut.  It  is  limited  to  the 
question  of  caring  for  the  persons  so  afflicted.  The 
question  of  prevention  is  more  a medical  problem 
although  it  includes  such  social  and  economic  mat- 
ters as  proper  housing,  sanitation  and  recreation. 

More  specifically,  the  problem  will  be  to  find  out 
how  many  dependent  chronically  ill  persons  there 
are  in  Connecticut,  the  severity  and  the  duration  of 
their  illnesses,  what  facilities  are  available  or  could 
be  provided  for  treating,  alleviating  or  curing  their 
disorders,  the  costs  of  such  facilities,  and  other 
pertinent  information.  In  other  words,  the  aim  is  to 
find  out  how  the  state  can  provide  adequate  care 
for  its  needy,  chronically  ill  citizens  at  the  least 
present  and  future  cost. 


The  Council  is  fortunate  in  having  the  guidance 
and  assistance  of  some  of  Connecticut’s  best  medi- 
cal authorities  in  the  persons  of  the  State  Medical 
Society’s  Committee  composed  of  Wilmar  M.  Allen, 
Director  of  the  Hartford  Hospital;  Creighton  Bar- 
ker, Executive  Secretary,  Connecticut  State  Medical 
Society;  Eugen  Kahn,  Professor  of  Psychiatry,  Yale 
Medical  School  and  Director  of  the  Psychiatry  De- 
partment, New  Haven  Hospital;  James  R.  Miller, 
Obstetrician,  Hartford;  George  M.  Smith,  New 
Haven,  President,  Connecticut  State  Medical 
Society,  Director,  National  Cancer  Institute,  Wash- 
ington, D.  C.,  and  Charles  H.  Sprague,  Bridgeport, 
Chairman,  Veterans  Home  Commission. 

The  work  will  be  facilitated,  also,  by  the  coopera- 
tion of  the  Office  of  the  Commissioner  of  Welfare, 
the  State  Health  Department  and  interested  welfare 
and  social  organizations  all  of  whom  have  shown  an 
eagerness  to  place  their  resources  at  the  disposal  of 
the  Research  Division.  Their  friendly  and  sincere 
interest  has  made  the  Director  feel  “at  home”  in  his 
new  position  and  confident  that  a sound  program 
of  care  may  be  developed  for  the  benefit  of  Con- 
necticut’s chronically  ill  citizens. 


THE  ACCURACY  AND  INTERPRETATION  OF  MODERN  BLOOD  TESTS 

FOR  SYPHILIS 

Earle  K.  Borman,  b.s,,  m.s.,  Hartford 


The  Author.  Assistant  Director , Bureau  of  Labora- 
tories, Connecticut  State  Department  of  Health, 
Hartford,  Conn. 


'C’or  the  past  twenty  odd  years  the  laboratory  has 
been  playing  an  increasingly  important  role  in  the 
diagnosis  and  control  of  syphilis.  The  investigations 
by  Kahn  and  Kolmer  followed  by  the  work  of 
Kline,  Hinton,  Eagle  and  others  have  contributed  to 
the  refinement  of  laboratory  tests  resulting  in  more 
effective  detection  and  management  of  syphilis. 
Society  has  recently  felt  the  impact  of  these  labora- 
tory studies  through  the  enactment  of  premarital 
and  prenatal  blood  test  laws  and  through  the  use  of 
the  routine  blood  test  on  masses  of  individuals  by 


the  Selective  Service  System  and  by  industry.  The 
benefits  to  society  from  these  laws  and  programs 
will  be  lasting,  however,  only  if  an  effective  labora- 
tory service  is  given  and  can  be  interpreted  by  an 
informed  medical  profession  cognizant  of  both  the 
virtues  and  the  limitations  of  the  better  blood  tests 
for  syphilis. 

1 he  following  discussion  has  been  written  pri- 
marily for  the  general  practitioner  who  is  today 
called  upon  to  interpret  results  of  laboratory  tests 
for  syphilis  in  greater  numbers  than  was  the  special- 
ist in  years  gone  by.  General  rules  for  interpretation  j 
will  be  presented  first  followed  by  a complete  dis- 
cussion of  the  reasons  for  those  rules  from  a labora- 
tory  viewpoint. 
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A Guide  to  Interpretation  of  Results 

No  single  test  for  syphilis  will  pick  up  all  cases 
which  may  prove  positive  by  another  standard  test. 
Non  specific  or  false  reactions  seldom  occur  except 
in  febrile  conditions  or  in  malaria  and  a few  other, 
diseases  relatively  rare  in  Connecticut.  The  physi- 
cian may,  however,  frequently  encounter  the 
asymptomatic  case  of  lues.  Exclusion  of  laboratory 
error  is  always  the  first  consideration  when  un- 
anticipated positive  or  doubtful  results  are  obtained. 

‘ For  these  reasons,  the  following  suggestions  are 
made  for  evaluating  laboratory  results: 

1.  Both  Tests  Positive— Repeat  test  if  careful  clini- 
cal examination  and  negative  history  of  exposure  are 
at  variance  with  laboratory  results. 

2.  One  Test  Positive,  One  Doubtful  or  Negative— 
Always  take  second  specimen  for  repeat  test.  A 
repeated  positive  test,  supported  or  not  by  another 
type  of  test,  constitutes  a positive  serology  but  the 
final  diagnosis  can  be  made  by  the  physician  only 
with  full  consideration  of  clinical  findings. 

3.  One  Test  Doubtful,  One  Negative  (or  Both 
Doubtful)—  Always  take  second  specimen  for  repeat 
test.  Even  consistently  repeated  findings  of  this 
nature  are  not  always  indicative  of  infection  but  do 
require  careful  clinical  investigation.  Clinical  find- 
ings should  outweigh  laboratory  findings. 

4.  In  any  of  the  above  cases  consider  carefully  the 
advisability  of  taking  a spinal  fluid  for  test. 

5.  When  special  study  on  repeat  specimens  is 
wanted,  mark  history  blank  “ Attention  of  Director .” 

6.  Negative  Tests— Repeat  if  suspected  primary 
case.  Reactions  may  not  develop  until  5-8  weeks 
after  primary  lesion  appears. 

7.  Treated  cases— Complete  serologic  reversal  to 
negative  is  not  probable  in  most  individuals  under 
even  the  best  of  treatment  except  those  on  whom 
treatment  is  begun  during  the  primary  or  the  second- 
ary stage.  Reversal  to  negative,  when  it  occurs,  is  not 
a safe  index  of  cure.  Conflicting  results  may  occur 
when  two  specimens  are  taken  at  intervals  on  indi- 
viduals under  treatment,  particularly  in  late  syphilis, 
since  the  reactivity  of  the  blood  often  fluctuates. 
This  is  a modified  type  of  seroresistance  and  as  such 
is  of  little  importance  except  when  there  is  attend- 
ant clinical  relapse. 

Comparative  Sensitivities  of  Tests  for  Syphilis 

Tests  for  syphilis  may  be  divided  into  two  general 
categories:  (1)  Complement-fixation  tests  and  (2) 


flocculation  tests.  It  is  now  generally  recognized  that 
either  type  is  satisfactory  if  properly  performed. 
Many  serologists  prefer  to  use  both  types  on  every 
specimen.  From  time  to  time,  “supersensitive”  tests 
of  one  variety  or  the  other  have  been  proposed  but 
evidence  has  accumulated  that  these  are  actually  no 
more  sensitive  than  the  diagnostic  procedures.  For 
the  purposes  of  this  discussion,  it  is  necessary  to  limit 
the  number  of  tests  considered  to  those  which  are 
representative  of  the  range  of  sensitivity  of  modern 
serologic  tests  and  which  have  been  proved  suffi- 
ciently specific  for  routine  use. 

Actual  performance  records  on  specimens  from 
carefully  selected  clinical  cases  constitute  the  only 
guide  for  the  rating  of  the  various  tests  for  syphilis. 
These  records  are  now  available  largely  through  the 
foresight  of  the  Surgeon  General  of  the  United 
States  Public  Health  Service  who  appointed  a Com- 
mittee on  Evaluation  of  Serodiagnostic  Tests  for 
Syphilis  which  has  been  actively  engaged  since  1935 
in  accumulating  evidence  concerning  the  more 
widely  used  tests. 

THE  WASHINGTON  SEROLOGY  CONFERENCE  OF  1 94 1 

One  particularly  pertinent  body  of  information  is 
to  be  found  in  a report1  (of  the  committee  referred 
to)  on  the  Washington  Serology  Conference,  held 
in  1941.  At  that  conference,  author  serologists  or 
representatives  of  their  choosing  were  brought  to 
a central  location,  given  necessary  equipment  and 
required  to  perform  their  tests  upon  376  blood 
specimens  from  cases  of  syphilis  in  all  stages,  upon 
60  specimens  from  lepers,  upon  59  specimens  from 
tuberculous  cases,  upon  49  specimens  from  indi- 
viduals with  malignancy,  upon  12  specimens  from 
malarial  individuals,  upon  177  specimens  from  non 
syphilitic  persons  under  treatment  for  intercurrent 
medical  and  surgical  conditions,  and  upon  169 
specimens  from  apparently  healthy,  non  syphilitic 
individuals.  Replicate  specimens  of  the  above  were 
given  to  each  serologist  who  had  no  way  of  telling 
what  type  of  specimen  he  was  testing. 

It  is  not  necessary  to  present  all  the  results  by  all 
tests  at  that  conference.  Five  diagnostic  tests  have 
been  selected  for  comparison:  (1)  The  standard 
Kahn,  (2)  the  Hinton,  (3)  the  Kolmer  simplified 
complement-fixation,  (4)  the  Connecticut  comple- 
ment-fixation and  (5)  the  Mazzini  flocculation  tests. 
These  are  representative  of  modern  serological  tests, 
ranging  in  sensitivity  from  a relatively  low  level  as 
measured  by  modern  standards  to  the  highest  level 
compatible  with  satisfactory  specificity.  These  five 
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CHART  I.  PERCENT  FAILURE  TO  DETECT 
FIVE  REPRESENTATIVE 
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FIGURE  I- WASHINGTON  SEROLOGY 
CONFERENCE. 

and  at  least  seven,  perhaps  ten,  other  tests  out  of  the 
thirty  performed  were  sufficiently  accurate  and 
sensitive  to  justify  use  in  a diagnostic  laboratory. 

Figure  i of  Chart  I represents  the  sensitivity  of 
these  five  tests  on  all  376  cases  of  syphilis.  For 
simplicity  of  presentation  the  chart  is  based  upon 
per  cent  failure  to  detect  syphilis:  i.e.,  percentage  of 
cases  reported  negative.  This  ranged  from  16.8  per 
cent  for  the  test  of  highest  sensitivity,  the  Mazzini 
flocculation,  to  34.5  per  cent  for  the  test  of  lowest 
sensitivity  pictured,  the  standard  Kahn.  The  Hinton 
test  as  performed  in  this  series  was  comparable  to  the 
Kahn.  The  two  complement-fixation  tests  were 
roughly  comparable  to  each  other  and  of  inter- 
mediate sensitivity! 

THE  1942  INTERSTATE  EVALUATION  STUDY 

Another  body  of  evidence  concerning  the  five 
tests  listed  above  is  furnished  by  the  annual  evalua- 
tion studies  conducted  by  the  committee  already 
referred  to.  The  1942  study2  will  serve  as  illustra- 
tion. These  studies  are  designed  to  test  the  perform- 
ance standards  of  state  health  department  labora- 
tories. Controls  on  the  types  of  tests  used  are  made 
in  the  laboratories  of  the  author  serologists.  The 
findings  in  those  laboratories  should,  then,  be  com- 
parable to  those  obtained  in  the  study  just  discussed. 

In  1942,  participating  and  control  laboratories  each 
performed  the  tests  of  their  choice  upon  240  speci- 
mens from  cases  of  syphilis  in  all  stages,  treated 
and  untreated,  and  upon  129  specimens  from  non 
syphilitic  donors.  A portion  of  each  specimen  was 
sent  to  each  laboratory. 


CASES  OF  SYPHILIS  (ALL  TYPES), 
TESTS. 


FIGURE  2-1942  INTERSTATE  EVALUATION 
STUDY. 

Figure  2 of  Chart  I represents  the  percentage  of 
cases  of  syphilis  missed  by  each  of  the  five  tests 
under  study  in  the  laboratories  of  the  author  serolo- 
gists. These  were  as  follows:  Mazzini,  8.3;  Hinton, 
10.9;  Connecticut,  13.2;  Ivolmer,  15.1;  Kahn,  16.4. 
This  shows  the  same  pattern  as  the  Washington 
Conference  findings  except  that  the  Hinton  test  is 
second  in  sensitivity  instead  of  fourth.  This  may 
indicate  that  a less  sensitive  Hinton  test  was  per- 
formed in  Washington  than  is  performed  in  Boston 
but,  more  probably,  may  be  due  to  the  fact  that  this 
series  was  made  up  of  specimens  more  readily  found 
positive  by  serology  than  was  the  series  at  Wash- 
ington (compare  Figures  1 and  2). 

Specificity  of  the  Tests 
The  success  of  the  more  sensitive  tests  in  detect- 
ing syphilis  in  the  studies  cited  would  mean  little 
unless  it  can  be  demonstrated  that  false  reactions  are 
not  obtained  to  a significant  degree.  Fortunately 
these  studies,  as  indicated  above,  included  specimens 
from  non  syphilitics  tested  under  the  same  condi- 
tions as  were  those  from  luetics.  The  Washington 
Serology  Conference  provided  the  more  rigid  con- 
trol on  specificity  since  it  included  specimens  from 
persons  ill  with  conditions  other  than  syphilis  as  well 
as  those  from  healthy  non  syphilitics;  the  evaluation 
study  cited  included  only  the  latter  type  of  control 
on  specificity. 

NATIONAL  EVALUATION  SHOWS  TESTS  SPECIFIC 

The  1942  Interstate  Evaluation  Study  demon- 
strates what  can  be  expected  from  the  tests  under 
consideration  when  used  upon  specimens  from 
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healthy,  non  luetic  individuals.  Little  choice  among 
the  five  tests  was  possible.  Only  one  false  reaction 
was  obtained  by  all  the  tests,  a weak  one  (doubtful) 
by  the  Mazzini  test,  out  of  129  non  luetic  bloods 
tested. 

THE  ACID  TEST  AT  WASHINGTON 

The  Washington  Serology  Conference  provided 
a more  rigid  control  on  the  specificities  of  the  tests 
than  the  study  just  discussed.  In  this  series  were 
represented  individuals  suffering  from  specific  in- 
fections and  from  medical  and  surgical  conditions 
other  than  syphilis,  providing  what  might  be  termed 
an  acid  test  of  the  proportion  of  false  reactions  to 
be  expected. 

Among  the  169  specimens  from  apparently 
healthy,  non  syphilitic  individuals,  not  a single  false 
reaction  was  obtained  by  any  of  these  tests.  This 
should  be  of  particular  interest  to  physicians  who 
submit  premarital  blood  specimens. 

Among  the  177  cases  of  intercurrent  illnesses 
without  syphilis,  the  Connecticut  complement- 
fixation  test  yielded  one  false  positive  result  on  an 
afebrile  patient,  the  Kolmer  test  gave  two  false 
doubtful  results  (one  febrile,  one  not)  and  the 
Mazzini  test  produced  two  false  doubtful  reactions 
in  afebrile  cases.  The  Hinton  and  Kahn  tests  did  not 
give  a false  reaction. 

In  the  group  of  49  cases  of  malignancy,  two  false 
doubtful  reactions  were  obtained  by  the  Mazzini 
test.  All  four  other  tests  showed  no  false  reactions. 

None  of  the  tests  gave  a single  false  reaction  in 
the  group  of  59  specimens  from  patients  with  estab- 
lished diagnoses  of  tuberculosis. 

The  group  of  specimens  from  malarial  patients 
was  small,  twelve  specimens  from  nine  individuals. 
Only  the  Hinton  was  negative  on  all  these;  the  Con- 
necticut complement-fixation  gave  one  false  posi- 
tive; the  Kahn,  Kolmer  and  Mazzini  each  gave  6 
false  reactions.  The  production  of  false  positive  tests 
for  syphilis  by  malarial  infection  seems  confirmed 
by  this  short  series  which  is  not  sufficiently  inclu- 
sive to  draw  conclusions  concerning  relative  specifi- 
cities of  the  tests  on  malarial  patients.  Malaria  must 
I be  admitted  as  an  interfering  factor  and  the 
diagnosis  of  latent  syphilis  in  a malarial  individual 
, will  remain  obscure  until  further  work  can  be  done. 

The  most  serious  interference  with  the  tests  under 
discussion  occurred  in  the  group  of  60  specimens 
from  lepers.  The  percentage  of  false  reactions  by 
each  test  was  as  follows:  Hinton,  28.3;  Mazzini, 


37.9;  Connecticut  complement-fixation,  46.7;  Kol- 
mer, 61.0;  Kahn  64.9.  These  figures  on  specificity  in 
leprosy  demonstrate  no  logical  relation  to  the  sensi- 
tivities of  the  tests  although  with  one  exception  they 
are  in  inverse  proportion. 

Discounting  malaria  and  leprosy,  all  five  tests 
proved  to  be  better  than  99%  specific  for  syphilis 
when  performed  as  they  were  in  Washington  on  an 
inclusive  series  of  bloods.  This  fact  is  of  the  greatest 
importance  to  the  general  practitioner. 

The  Differences  Between  Tests 

All  the  tests  discussed  (and  some  others)  are 
considered  standard  blood  tests  for  syphilis  in  Con- 
necticut. A question  may  be  raised  concerning  the 
reasons  for  the  differences  as  expressed  in  preceding 
charts.  The  underlying  and  principal  cause  seems  to 
be  quantitative:  i.e.  the  more  sensitive  tests  are  able 
to  detect  syphilis  reagin  in  the  blood  at  a lower 
concentration  than  are  the  less  sensitive  tests.  This 
is  the  same  as  saying  that  the  threshold  of  positivity 
of  the  most  sensitive  test  discussed  will  be  found  at 
a blood  reagin  level  considerably  below  the  concen- 
tration detectable  by  a less  sensitive  test,  although 
anomalous  results  appear  frequently  enough  to  indi- 
cate a significant  even  though  secondary  role  for 
qualitative  differences  resulting  in  unpredictable 
serological  patterns  for  certain  individual  cases. 
Before  discussing  the  quantitative  differences,  it  is 
necessary  to  review  the  extent  of  our  knowledge  and 
theory  about  the  titer  of  reagin  (the  reaction-pro- 
ducing substance)  in  the  blood  during  the  course  of 
the  disease. 

FLUCTUATION  OF  REAGIN  LEVELS  IN  THE  BLOOD  OF 
UNTREATED  SYPHILITICS 

A concise  picture  of  current  knowledge  and 
theory  concerning  the  level  of  blood  reagin  during 
the  course  of  untreated  syphilis  is  given  by  Eagle.3 
The  chart  to  be  presented  is  modified  very  little 
from  that  given  by  him.  The  modifications  have 
been  made  for  purposes  of  clarity  in  this  discussion 
and  are  necessarily  generalizations  rather  than  exact 
records  of  cases. 

Chart  II  represents  the  history  of  the  blood  reagin 
level  in  the  untreated  syphilitic.  The  upper  curve 
on  the  chart  represents  the  findings  in  a patient  who 
progresses  from  early  syphilis  to  the  complications 
of  late  syphilis  with  one  intervening  period  of  clini- 
cal relapse  and  two  periods  of  clinical  latency  char- 
acterized by  a recession  of  the  blood  reagin  level. 
The  lowest  curve  is  characteristic  of  laboratory 
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CHART  n.  FLUCTUATIONS  OF  BLOOD  REAGIN  LEVEL  IN  UNTREATED 
SYPHILIS . 


findings  on  an  individual  who  without  treatment 
“learns  to  live  with  the  disease”  as  shown  by  an  in- 
definite period  of  clinical  latency  accompanied  by 
a continuous  recession  of  the  blood  reagin  level  to 
an  undetectable  concentration  simulating  that  in  un- 
infected persons.  These  curves  represent  the  ex- 
tremes so  that  the  curve  representing  any  given  case 
may  be  expected  to  fall  somewhere  in  the  region 
between  these  two  lines.  The  dotted  curve  repre- 
sents a hypothetical  case,  running  a course  similar 
to  that  represented  by  the  lowest  curve,  in  which 
the  blood  reagin  during  latency  fluctuates  near  a 
relatively  low  base  line  so  that  discrepant  results 
might  easily  occur  between  any  two  specimens 
taken  at  intervals. 

The  lines  running  across  the  chart  indicate  dia- 
grammatically  the  reagin  levels  below  which  certain 
tests  no  longer  yield  positive  reactions.  The  upper 
line,  A,  demonstrates  the  level  of  sensitivity  of  the 
average  test  of  twenty  years  ago.  The  middle  line, 
B,  approximates  the  effective  level  of  the  less  sensi- 
tive modern  tests.  The  lower  line,  C,  is  the  approxi- 
mate threshold  of  positivity  of  the  more  sensitive 
tests  of  today  of  which  the  Mazzini  flocculation  test 
is  an  example.  The  Connecticut  complement-fixa- 
tion test  probably  has  a threshold  at  some  level  be- 
tween these  two  lines. 

The  chart  as  a whole  illustrates  the  manner  in 
which  serologic  activity  parallels  clinical  activity, 
and  at  once  demonstrates  both  the  difficulties  and 
the  rationale  of  interpretation  of  serodiagnostic  tests. 
For  instance,  with  the  blood  reagin  level  in  the  area 


between  lines  B and  C,  discrepant  results  may  be 
obtained  in  different  laboratories  depending  upon 
the  sensitivities  of  the  tests  used;  in  the  area  below 
line  C,  no  clear  cut  laboratory  evidence  of  syphilis 
can  be  obtained;  if  the  blood  reagin  level  is  above 
line  B,  clear  cut  and  consistent  laboratory  reports 
should  result  from  specimen  to  specimen  and  from 
laboratory  to  laboratory  when  modern  tests  are 
used.  1 he  high  position  of  line  A demonstrates  how 
ineffective  tests  for  syphilis  were  some  years  ago. 
Unfortunately,  some  laboratories  are  still  perform- 
ing tests  of  that  era. 


REAGIN  LEVELS  IN  INDIVIDUALS  UNDER  TREATMENT 

Chart  III  is  an  attempt  (also  patterned  after 
Eagle-5)  to  depict  the  effect  of  adequate  treatment 
upon  the  blood  reagin  level  and  the  various  blood 
tests.  T he  straight  lines  running  across  the  chart 
have  the  same  significance  as  those  in  Chart  II. 

Curve  E represents  what  happens  when  treatment 
is  started  during  the  early  stages  of  the  disease  fol-  i 
lowing  the  seronegative  phase.  Here  the  effect  of 
treatment  is  a.  relatively  rapid  serologic  and  clinical 
response  eventually  reaching  the  level  of  complete 
serologic  as  well  as  clinical  cure. 

Curves  L and  L',  however,  picture  what  fre- 
quently happens  when  treatment  has  not  been 
started  until  the  complications  of  late  syphilis  have  j 
become  evident.  The  upper  curve,  L,  is  typical  of  | 
those  individuals  who  become  sero-resistant  (“re-  i 
agin-fast”  or  “Wassermann-fast”)  at  a relatively  j, 
high  level  of  blood  reagin,  although  sometimes  nega- 
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CHART  IE.  FLUCTUATIONS  OF  BLOOD  REAGIN  LEVEL  DURING  TREATMENT 


E ■ EARLY  SYPHILIS. 


tive  to  the  less  sensitive  tests  as  shown  by  the  posi- 
tion of  lines  B and  C.  The  cross-hatched  area  indi- 
cates that  the  curve  for  a given  individual  may  fall 
somwhere  within  the  range  so  marked.  The  lower 
curve,  L',  illustrates  the  manner  in  which  other 
individuals  under  treatment  for  late  syphilis  may 
respond  serologically.  These  are  probably  sero- 
resistant  at  a low  level  of  blood  reagin  but  because 
of  fluctuating  titers  give  intermittently  positive  re- 
actions as  judged  by  the  more  sensitive  tests  (note 
position  of  line  C). 

REAGIN  LEVEL  IN  NON  SYPHILITIC  INDIVIDUALS 

There  remains  to  be  discussed  the  behavior  of  the 
tests  in  non  syphilitic  individuals.  Unfortunately, 
exhaustive  statistical  studies  have  not  been  made  of 
the  incidence  of  actually  false  reactions  (exclusive 
of  laboratory  error)  in  large  groups  of  uninfected 
persons.  The  occurrence  of  false  reactions  in  certain 
conditions,  such  as  malaria  and  leprosy,  appears  to 
be  well  substantiated  but  there  undoubtedly  are 
other  factors  producing  false  reactions  ordinarily  of 
a relatively  weak  and  transient  character  about 
which  we  know  very  little.  Although  expert  opinion 
is  divided,  it  is  probably  not  far  from  the  truth  to 
assume  that  non  infected  individuals  possess  reacting 
substances  in  the  blood,  similar  to  the  reagin  of 
syphilis,  which  may  fluctuate  between  low  levels  of 
concentration  ordinarily  too  low  to  be  detected  by 
even  the  most  sensitive  diagnostic  test  (“undetect- 
able” regions  on  preceding  charts).  At  times,  some 
specific  illness  or  “incident”  such  as  fever  may 
cause  the  level  to  rise  to  a height  demonstrable  by 


routine  blood  tests.  No  test  can  be  said  to  be  entire- 
ly free  from  false  reactions  but  it  can  be  concluded 
safely  from  recent  studies  that  such  reactions  are 
rarities  when  a standard  test  is  properly  performed. 
Indeed,  even  the  best  modern  tests  are  more  likely 
to  yield  negative  results  during  a period  of  serologic 
recession  than  to  give  false  positive  results  on  speci- 
mens from  non  infected  persons,  excepting  those 
who  are  malarial  or  leprous. 

EFFECT  OF  DURATION  OF  DISEASE  AND  TREATMENT  UPON 
TESTS 

Strong  supporting  evidence  for  the  classification 
of  tests  in  the  preceding  paragraphs  on  the  basis  of 
comparative  abilities  to  detect  reagin  at  low  levels 
is  available  from  the  Washington  Serology  Con- 
ference1 as  shown  by  a breakdown  of  the  syphilitic 
cases  into  three  categories.  Of  the  376  specimens 
from  authentic  cases  of  syphilis,  45  were  from  un- 
treated early  (primary  and  secondary)  syphilis,  119 
were  from  treated  cases  of  syphilis  of  less  than  4 
years’  duration,  and  2 1 2 were  from  both  treated  and 
untreated  cases  of  syphilis  of  more  than  4 years’ 
duration.  The  relative  standings  of  the  five  tests 
referred  to  previously  are  shown  in  Chart  IV  which 
is  based  upon  the  percentage  of  specimens  in  the 
three  classes  of  donors  reported  negative  by  each  of 
the  five  tests.  The  test  with  a low  percentage  of 
failure  shown  on  the  chart  is  presumably  a more 
efficient  test  than  one  with  a higher  percentage. 

It  will  be  seen  that  the  Mazzini  flocculation  test, 
the  Connecticut  complement-fixation  test  and  the 
standard  Kahn  test  were  equally  efficient  in  detect- 
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SYPHILIS,  45  CASES.  119  CASES.  AND  UNTREATED.  212  CASES. 

CHART  H.  PERCENT  FAILURE  OF  FIVE  REPRESENTATIVE  TESTS  TO  DETECT 
SYPHILIS,  INFLUENCE  OF  TREATMENT  AND  DURATION  OF  DISEASE. 

(WASHINGTON  SEROLOGY  CONFERENCE) 


ing  untreated  early  syphilis;  that  the  Kolmer  simpli- 
fied complement-fixation  test  was  slightly  more 
efficient  (since  it  detected  one  case  more  than  those 
just  cited);  that  the  Hinton  test  was  considerably 
less  sensitive  here  than  the  other  four,  failing  to 
detect  early  syphilis  in  more  than  twice  the  number 
in  which  the  other  tests  failed. 

In  treated  early  syphilis  (less  than  4 years’  dura- 
tion), the  Hinton  test  again  missed  the  largest  per- 
centage of  all  these  tests;  the  standard  Kahn  was 
somewhat  more  efficient  but  still  comparatively  low 
in  sensitivity;  the  Connecticut  and  the  Kolmer  com- 
plement-fixation tests  were  very  close  and  inter- 
mediate in  sensitivity;  the  Mazzini  flocculation  test 
was  the  most  efficient,  failing  in  the  fewest  num- 
ber of  all. 

In  all  cases  of  syphilis  of  more  than  4 years’  dura- 
tion (late  and  latent  cases),  the  Mazzini  flocculation 
test  showed  its  greatest  merit,  failing  in  only  6.6 
per  cent  of  the  cases  and  far  outstripping  any  other 
test  performed;  the  Connecticut  complement-fixa- 
tion test  failed  in  13.2  per  cent;  the  Kolmer  simpli- 
fied complement-fixation  test  missed  21.0  per  cent; 
the  Hinton  test  missed  25.5  per  cent;  the  standard 
Kahn  test  failed  to  detect  32.9  per  cent  of  cases  of 
this  type.  Here  is  the  ground  upon  which  the  sharp- 
est separation  of  the  tests  occurs. 

QUANTITATIVE  DIFFERENCES  SHOWN  BY  DILUTION  OF 
SERUM 

At  the  Washington  Serology  Conference,  nine 
dilutions  of  a positive  blood  were  prepared  and  a 
portion  of  each  dilution  was  given  to  each  serologist 


to  test  on  each  of  10  separate  days.  Most  of  the  tests 
which  were  found  of  relatively  low  sensitivity  in 
the  study  (including  the  Kahn)  were  neither  effec- 
tive nor  consistent  beyond  a 1:9  dilution  while  the 
tests  of  intermediate  sensitivity  (including  the  Con- 
necticut) were  satisfactory  as  far  as  a 1:13  dilution 
and  the  Mazzini  flocculation  test  failed  only  on  one 
day  to  react  to  the  1:25  dilution.  This  seems  con- 
clusive evidence  of  a quantitative  effect. 

CLINICAL  LATENCY  WITH  SEROLOGIC  RECESSION 
DETECTED  BY  MORE  SENSITIVE  TESTS 
In  general,  it  may  be  concluded  from  the  fore- 
going that,  when  tests  of  different  sensitivities  are 
used,  the  more  sensitive  one  will  frequently  detect 
a case  of  syphilis  without  clinical  symptoms  which 
is  negative  to  the  less  sensitive  test.  Treatment  of  a 
known  case  of  late  syphilis  results  in  a comparable 
situation  in  many  instances,  even  when  adequate  and 
continuous  treatment  has  been  given.  This  is  respon- 
sible for  most  of  the  difficulties  encountered  by  the 
practitioner  in  the  interpretation  of  laboratory 
findings. 

Discussion  of  Data  Presented 


elusions  seem  self-evident  with  respect  to  the  tests 
under  discussion:  ( 1 ) The  specificity  of  all  these 
tests  has  been  proved  to  be  of  a high  order;  (2)  at 
least  four  of  the  five  are  excellent  for  the  detection 
of  syphilis  at  the  most  infectious  time  (untreated 
primary  and  secondary);  (3)  the  more  sensitive 
tests  (particularly  the  Mazzini  flocculation  but  also 
the  Connecticut  complement-fixation)  are  much 
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more  efficient  than  the  others  in  detecting  a weak 
reagin  titer  such  as  is  found  in  old,  clinically  latent 
cases.  These  conclusions,  particularly  the  first  and 
the  last,  must  be  considered  carefully  before  dismiss- 
ing unanticipated  positive  results  as  “false  positives” 
just  because  clinical  symptoms  are  lacking  and  his- 
tory is  denied. 

The  deciding  factor  in  this  discussion  must  be  the 
public  health  significance  of  the  data  presented  and 
the  conclusions  drawn.  To  discuss  this  intelligently, 
the  aims  of  public  health  efforts  to  control  syphilis 
must  be  defined.  These  may  be  expressed  in  part  as 
follows:  (1)  To  effect  an  early  diagnosis  of  the 
disease;  (2)  to  promote  early,  adequate  treatment 
so  that  infectiousness  is  confined  to  as  brief  a span 
as  possible  and  ultimate  cure  becomes  a fair  cer- 
tainty; (3)  to  prevent  congenital  syphilis;  (4)  to 
detect  and  place  under  proper  management  the 
latent  case  so  that  the  complications  of  late  syphilis 
may  be  avoided.  These  aims  must  be  implemented 
by  a definite  program.  In  this  discussion  only  the 
part  of  the  laboratory  in  that  program  is  pertinent. 

The  considered  opinion  of  distinguished  svphil- 
ologists  (Moore  et  al.4)  on  the  diagnosis  of  latent 
syphilis  must  be  taken  as  a guide  in  determining  the 
type  of  laboratory  service  to  be  given.  The  follow- 
ing is  a direct  quotation: 

“Every  physician  must  remember  that  all  syphil- 
itic infections  are  latent  at  some  time  in  their  course, 
and  in  most  instances,  after  the  healing  of  early 
syphilis,  are  latent  most  of  the  time.  Latent  syphilis 
is  not  clinically  recognizable.  It  can  only  be  identi- 
fied by  routine  serologic  testing.  . . . What  has 

been  said  as  to  latent  syphilis  is  especially  true  of 
the  disease  during  pregnancy.  The  lesions  of  syphilis 
are  suppressed  by  pregnancy,  and  in  9 cases  out  of 
10  syphilis  in  the  pregnant  woman  is  not  clinically 
recognizable.  Congenital  syphilis  can  be  prevented 
only  if  every  doctor  will  do  routine  serologic  tests 
on  every  pregnant  woman  as  early  as  possible  in 
pregnancy.” 

A public  health  laboratory,  therefore,  is  not  ful- 
filling its  role  if  it  is  detecting  the  active  cases  of 
syphilis  but  failing  to  uncover  currently  inactive 
cases  which  may  later  result  in  congenital  syphilis 
of  the  offspring  or  in  progressive  and  irreparable 
disease  of  the  central  nervous  system  or  other  body 
organs.  There  is  reason  to  believe  that  clinically 
latent  syphilis  of  long  standing  in  an  expectant 
mother  will  more  frequently  give  rise  to  late  con- 
genital syphilis  in  the  child  than  to  the  early  type 


which  often  results  from  a more  recent  infection. 
Hinton5  states:  “.  . . if  transmitted  by  a mother 

infected  more  than  five  years,  the  child  often  shows 
no  signs  of  the  disease  until  five  or  more  years  of 
age  and  then  has  manifestations  that  correspond  to 
the  tertiary  stage  of  the  acquired  form.”  Therefore, 
the  detection  of  latent  syphilis  in  the  expectant 
mother  is  of  great  importance  since  syphilologists 
recognize  that  late  congenital  syphilis  more  often 
than  not  carries  an  unfavorable  prognosis  (Cole, 
Jeans  et  al.6). 

T he  problem  resolves  itself  into  three  phases: 

( 1 ) The  selection  and  proper  use  of  tests  conclu- 
sively proven  of  high  sensitivity  yet  highly  specific, 

(2)  the  proper  interpretation  of  laboratory  findings 
by  the  physician,  and  (3)  provision  for  follow-up 
laboratory  work  on  obscure  cases  which  will  pro- 
vide the  physician  with  a reasonably  complete  re- 
port on  the  reactivity  of  the  blood  and,  when 
necessary,  the  spinal  fluid.  The  data  presented  have 
indicated  conclusively  what  sort  of  laboratory  serv- 
ice should  be  given. 

The  present  laboratory  service  of  the  Connecticut 
State  Department  of  Health,  embracing  the  use  of 
the  Mazzini  flocculation  test  and  the  Connecticut 
complement-fixation  test,  has  been  based  upon  the 
knowledge  gained  from  studies  such  as  those  cited. 
The  remainder  of  this  discussion  will  be  devoted  to 
comments  upon  that  service  and  to  a discussion  of 
means  of  meeting  demands  for  a more  comprehen- 
sive laboratory  service  necessary  to  clarify  routine 
laboratory  findings  on  clinically  inactive  or  other- 
wise dubious  cases. 

Selection  and  Control  of  Tests 

I he  basic  knowledge  upon  which  a selection  of 
tests  for  syphilis  should  be  predicated  has  been  re- 
viewed. From  the  data  available  it  is  possible  to 
select  a very  sensitive  test  or  combination  of  tests  of 
high  specificity.  From  the  standpoint  of  laboratory 
control  it  is  always  best  to  perform  two  tests  upon 
as  many  of  the  specimens  to  be  tested  as  possible. 
T his  is  a safeguard  against  deterioration  of  a single 
reagent. 

I he  present  practice  in  the  Bureau  of  Laboratories 
is  to  perform  a highly  sensitive  test,  the  Adazzini 
flocculation  test,  on  all  specimens  and  then  to  per- 
form the  Connecticut  complement-fixation  test, 
slightly  less  sensitive,  upon  those  which  react  to  the 
Adazzini  test.  When  the  two  tests  disagree,  as  is 
expected  in  5-10  per  cent  of  cases  reacting  to  the 
Mazzini  test,  both  tests  are  repeated  the  next  day 
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before  a report  is  made.  This  is  a safeguard  against 
technical  error.  Further  control  on  the  standard  of 
performance  of  the  tests  is  provided  each  year  by 
the  interstate  evaluation  studies  conducted  by  the 
Committee  on  Evaluation  of  Serodiagnostic  Tests 
for  Syphilis.  In  addition,  controversial  specimens 
are  sent  to  a control  laboratory  for  check  purposes. 

Interpretation  of  Results 

Having  selected  relatively  sensitive  tests  for 
syphilis,  the  laboratory  will  report  on  many  speci- 
mens positive  or  doubtful  results  which  will  not 
be  supported  by  clinical  findings.  The  laboratory 
should  then  be  in  a position  to  cite  generalizations 
which  will  aid  the  physician  in  interpreting  the  find- 
ings. This  calls  for  familiarity  with  the  best  clinical 
information  as  well  as  with  the  tests  themselves. 
Fortunately,  the  literature  of  syphilis  now  provides 
the  general  form  which  should  guide  both  the 
laboratory  worker  and  the  physician  in  the  inter- 
pretation of  results. 

FALSE  NEGATIVE  RESULTS  MORE  FREQUENT  THAN  FALSE 
POSITIVES 

The  concept  of  latency  has  been  stressed  in  pre- 
vious sections.  This  is  the  key  to  the  interpretation 
of  laboratory  findings  in  many  cases  in  which  clini- 
cal findings  are  lacking  and  history  of  infection 
denied.  This  concept,  well  substantiated  by  clinical 
experience,  is  so  far-reaching  that  it  should  serve  to 
concentrate  attention  upon  the  relatively  great 
possibility  of  obtaining  false  negative  results  by  a 
standard  test  even  when  properly  performed. 

SERORESISTANCE 

With  regard  to  cases  under  treatment,  the  physi- 
cian must  realize  that  sero resistance  (Wassermann- 
fastness  or  reagin-fastness)  is  more  frequently  en- 
countered, i.e.,  more  frequently  recognized,  when 
the  more  sensitive  tests  are  used.  According  to 
Eagle,3  among  patients  with  complications  of  late 
syphilis  “the  proportion  of  patients  in  whom  sero- 
logic cure  can  be  effected  is  probably  less  than  30 
per  cent”  while  in  early  syphilis  under  treatment 
a permanently  seronegative  state  may  be  expected  in 
“85  to  95  per  cent  of  cases.”  Regarding  the  signifi- 
cance of  seroresistance  in  late  syphilis,  Moore  et 
al.4  maintain  that  once  the  patient  has  been  healed 
of  his  patent  symptoms,  and  maintained  in  good 
health  without  danger  of  relapse,  serologic  reversal 
“is,  or  should  be,  a matter  of  complete  indifference 
to  phvsician  and  patient  alike.”  In  fact,  they  state: 
“If  the  patient  can  be  restored  to  health  and  kept  so 


for  a lifetime,  seroresistance  may  be  regarded  as 
entirely  analogous  to  the  persistence  of  a positive 
tuberculin  test  in  a person  recovered  from  tubercu- 
losis, or  a positive  Widal  test  in  one  recovered  from  ; 
typhoid  fever.  Efforts  to  abolish  the  positive  tuber- 
culin test  or  positive  Widal  test  are  agreed  to  be 
both  unnecessary  and  futile.” 

• 

CONFLICTS  BETWEEN  TWO  TESTS  ON  SAME  SPECIMEN 

When  two  standard  diagnostic  tests  are  performed 
in  the  same  laboratory  one  of  the  tests  may  be 
positive  while  the  other  is  negative.  Contrary  to  the  , 
general  conception  this  does  not  constitute  a doubt-  [ 
ful  test.  It  is  a positive  result.  In  the  absence  of 
clinical  symptoms  it  strongly  suggests  latent  or 
arrested  syphilis.  The  same  may  be  said  of  findings 
doubtful  by  one  test  and  positive  by  the  other. 
When  the  only  suggestion  of  syphilis  is  a doubtful 
result  by  one  or  both  tests,  the  presumption  of  sub- 
clinical  infection  is  less  strong  but  nevertheless  not 
to  be  dismissed  lightly.  Finally,  a diagnosis  of 
syphilis  is  made  less  likely  but  is  still  entirely  pos- 
sible when  both  tests  are  negative  as  this  may  occur 
in  the  early  primary  stage  or  in  a few  latent  cases 
(Chart  II). 

EXCLUSION  OF  LABORATORY  ERROR 

Even  considering  the  proven  accuracy  of  modern 
tests,  a single  specimen  yielding  positive  or  doubtful 
results  does  not  constitute  grounds  for  a diagnosis 
of  syphilis  in  the  absence  of  clinical  symptoms.  First,  ! 
of  all,  the  possibility  of  technical  error  must  be 
excluded.  This  calls  for  submission  of  a repeat 
specimen,  the  results  of  which  determine  the  fur- 
ther steps  to  be  taken. 

Conflicting  results  between  the  first  and  second 
specimen  may  indicate  that  technical  error  was  re- 
sponsible for  the  results  on  either  specimen  or  they 
may  be  due  to  fluctuation  in  the  concentration  of 
reacting  substance  in  the  blood  near  a low  base  level. 
The  latter  condition  frequently  occurs  when  a case 
of  late  syphilis  has  been  treated  as  shown  in  Chart 
III.  Of  these  cases  Eagle3  remarks:  “It  is  such  sera, 
with  definite  but  small  quantities  of  reagin,  which 
give  conflicting  serologic  results  when  tested  week  ; 
after  week  (positive,  doubtful,  positive,  negative, 
doubtful)  ...  They  are  the  despair  of  the : 
physician  who  erroneously  uses  the  serum  test  as  the 
sole  criterion  of  ‘cure;’  and  they  are  a fertile  source 
of  controversy  between  the  technician  who  reports 
the  tests  as  he  finds  them,  and  the  physician  Avho 
fails  to  comprehend  that  these  apparently  conflicting  j 
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reports  are  unavoidable  . . It  should  be 

pointed  out  that  many  cases  treated  several  years 
ago  until  negative  by  the  tests  used  at  that  time  may 
be  found  positive  or  doubtful  by  the  more  sensitive 
test  of  today  although  still  negative  in  laboratories 
using  less  sensitive  tests.  Frequently  the  patient  is 
unwilling  to  admit  having  been  treated  since  he  be- 
lieves (probably  with  some  reason)  that  he  has 
been  “cured”  and  has  written  off  the  incident  for 
personal  reasons.  More  follow-up  specimens  are 
indicated  in  such  cases  before  technical  error  can 
be  excluded. 

ROLE  OF  LABORATORY  IN  DIAGNOSIS 

When  all  this  has  been  said,  there  still  remains 
the  inescapable  if  axiomatic  truth  that  it  is  the  physi- 
cian who  makes  the  diagnosis,  not  the  laboratory. 
The  laboratory  findings  are  diagnostic  aids  and,  un- 
fortunately, in  the  case  of  blood  tests  for  syphilis 
may  be  very  confusing  unless  the  laboratory  keeps 
the  physician  informed  of  the  level  of  sensitivity  at 
which  its  tests  are  maintained,  and  the  physician, 
in  his  turn,  bears  in  mind  that  clinical  latency  is 
frequently  encountered  in  syphilis  at  which  time  it 
is  not  recognizable  clinically  as  syphilis.  The  fre- 
quency of  latency  is  probably  greater  in  groups 
where  the  average  age  is,  for  example,  above  30 
years  than  in  younger  groups,  a point  to  be  con- 
sidered in  the  routine  testing  of  industrial  popula- 
tions. Furthermore,  the  physician  must  recognize 
that  it  is  frequently  impossible  and,  according  to 
expert  opinion,  unnecessary  to  effect  a serologic 
“cure”  by  specific  treatment. 

On  the  other  hand,  no  physician  should  accept 
positive  or  doubtful  findings  in  the  absence  of  clini- 
cal symptoms  or  suggestive  history  without  calling 
upon  the  laboratory  to  bear  its  ftdl  responsibility  in 
the  matter.  That  responsibility  entails  a willingness, 
not  only  to  test  repeat  specimens,  but  also  to  give 
the  physician  special  service  to  the  limit  of  its  facil- 
ities and  to  check  its  results  by  submitting  portions 
of  specimens  for  testing  in  a laboratory  performing 
tests  of  comparable  efficiency.  It  is  also  the  respon- 
sibility of  the  laboratory  to  maintain  a high  standard 
of  performance  which  can  be  achieved  only  by  rigid 
adherence  to  a specified  technique  and  by  frequent 
inter-laboratory  checks  on  representative  specimens. 

A Plan  for  Follow-Up  Serology 

Obviously,  even  consistently  repeated  positive 
results  may  not  be  acceptable  to  the  physician  who 
has  carefully  examined  a patient  without  finding 


clinical  signs  of  syphilis  or  eliciting  a suggestive  his- 
tory. Certainly  this  is  true  when  repeat  specimens 
yield  inconclusive  reactions  by  routine  tests.  Physi- 
cians feel  that  it  is  then  incumbent  upon  the  labora- 
tory to  give  more  specialized  service  or  to  advise 
where  it  can  be  obtained.  The  physician  must  realize 
that  even  a highly  specialized  laboratory  service 
cannot  furnish  him  with  a diagnosis.  It  can  merely 
amplify  the  laboratory  evidence  and  thus  provide 
a more  nearly  complete  serologic  picture  for  the 
physician’s  consideration. 

VALUE  OF  MULTIPLE  TESTS  ON  SAME  SPECIMEN 

Multiple  tests  on  a given  specimen  are  helpful  in 
evaluating  the  serological  picture.  Since  starting  the 
routine  use  of  the  Adazzini  test,  twenty-seven  repeat 
specimens  found  to  react  in  the  Bureau  of  Labora- 
tories to  the  Mazzini  flocculation  test  and  not  to  the 
Connecticut  complement-fixation  test  have  served 
to  illustrate  this.  All  of  these  were  sent  to  the 
Venereal  Disease  Research  Laboratory  of  the  United 
States  Public  Flealth  Service.  Twenty-six  Mazzini 
reactions  were  confirmed;  one,  a doubtful,  was  re- 
turned negative.  Seven  of  these  were  confirmed  by 
Mazzini  test  only;  19  were  confirmed  by  at  least  one 
other  standard  test  in  addition.  Of  these  nineteen,  3 
were  confirmed  by  four  additional  standard  tests; 
4 by  three  tests;  4 by  two  tests;  8 by  one  test.  When 
it  is  remembered  that  these  were  controversial  speci- 
mens, it  is  surprising  to  find  so  high  a proportion  of 
confirmation  and  it  is  enlightening  to  see  that  the 
reactivity  of  the  bloods  was  actually  confined  to  the 
Mazzini  test  in  fewer  than  one-third  of  the  cases. 

ROLE  OF  QUANTITATIVE  SEROLOGY 

Much  stress  has  been  laid  in  this  discussion  upon 
the  quantitative  aspects  of  serology.  It  is  not  the  only 
factor  which  may  affect  the  behavior  of  a given 
specimen  when  tested  by  two  or  more  methods  but 
it  apparently  does  account  for  most  discrepancies 
between  tests.  This  has  a bearing  upon  any  plan  for 
following  up  results  of  laboratory  tests  at  variance 
with  clinical  findings. 

Briefly  stated,  a plan  to  offer  special  serologic 
service  to  physicians  who  question  results  by  routine 
tests  should  embrace  the  performance  of  several 
standard  tests  of  varying  levels  of  sensitivity  and 
qualitatively  different,  plus  the  performance  of  a 
quantitative  test.  Selection  of  a satisfactory  quantita- 
tive test  is  not  easy  for  none  yet  devised  will  pick 
up  every  case  of  syphilis  which  reacts  to  one  or 
more  other  tests.  However,  it  will  frequently  be 
found  advantageous  to  use  one. 
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FOLLOW-UP  SEROLOGY  IN  BUREAU  OF  LABORATORIES 

The  demand  upon  the  Bureau  of  Laboratories  to 
expand  its  follow-up  serologic  service  to  physicians 
must  be  met  as  soon  as  facilities  are  available.  This 
service  should  consist  of  the  performance  of  sev- 
eral recognized  standard  tests  including  one  quanti- 
tative test  when  service  of  this  type  is  needed  to  aid 
the  physician  in  effecting  a diagnosis.  The  service 
cannot  be  extended  routinely  as  a prognostic  aid 
during  treatment  and  to  be  efficient  it  must  be 
limited  so  that  there  will  be  ample  time  for  indi- 
vidual attention  to  each  specimen  selected  for  study. 
Meanwhile,  the  Bureau  will  continue  to  repeat 
specimens  by  the  routine  tests  and  upon  request  will 
forward  a portion  of  any  specimen  to  a control 
laboratory  for  check  purposes. 

Summary  and  Conclusions 

Data  compiled  from  carefully  controlled  studies 
have  been  analyzed  with  respect  to  the  sensitivity  and 
the  specificity  of  the  modern  serodiagnostic  test  for 
syphilis  as  represented  by  five  tests  as  follows:  The 
Mazzini  flocculation,  the  Connecticut  complement- 
fixation,  the  Kolmer  complement-fixation,  the  Hin- 
ton and  the  standard  Kahn  tests.  Differences  in  the 
abilities  of  these  tests  to  detect  cases  of  syphilis, 
particularly  syphilis  of  more  than  four  years’  dura- 
tion (often  latent),  have  been  shown  and  discussed. 
Except  in  malaria  and  leprosy  which  produce  false 
reactions,  all  five  tests  have  been  found  to  be  re- 
markably specific  for  syphilis  when  properly  per- 
formed. 

The  Mazzini  flocculation  test  has  proved  to  be 
much  more  efficient  in  detecting  syphilis  of  long 
standing  than  the  other  tests  discussed.  The  Con- 
necticut complement-fixation  test  is  slightly  less 
sensitive  than  the  Mazzini.  The  Bureau  of  Labora- 
tories in  selecting  these  two  tests  as  its  routine 
procedures  has  done  so  on  the  theory  that  it  is  the 
responsibility  of  the  public  health  laboratory  to 
direct  attention  to  syphilis  in  a latent  stage  as  well 
as  to  detect  syphilis  which  is  clinically  active.  This 
responsibility  is  of  particular  importance  in  the  en- 
forcement of  the  prenatal  blood  test  law  since 
symptoms  of  syphilis  are  frequently  repressed 
during  pregnancy  and  may  be  paralleled  by  a reces- 
sion in  the  strength  of  the  blood  test. 

Two  things  are  important  in  the  interpretation 
of  the  results  of  laboratory  tests  for  syphilis:  ( i ) 
Modern  standard  laboratory  blood  tests  have  been 
found  highly  specific,  and  (2)  nearly  every  luetic 


passes  through  a period  of  clinical  latency  which  is 
often  parallelled  by  a recession  of  the  strength  of  the 
blood  test  to  a point  at  which  only  a highly  sensi- 
tive test  will  react.  In  addition,  seroresistance  during 
treatment,  particularly  when  treating  late  syphilis, 
is  much  more  frequently  recognized  when  a highly 
sensitive  test  is  used  than  it  is  when  a test  of  lower 
sensitivity  is  employed.  Seroresistance  in  late 
syphilis  (“Wassermann-fastness”  or  “reagin-fast- 
ness”),  not  to  be  confused  with  serologic  and  clini- 
cal relapse,  bears  little  or  no  relation  to  prognosis 
since,  in  the  opinion  of  expert  syphilologists,  sero- 
logic “cure”  is  improbable  and  unnecessary  in  the 
majority  of  cases. 

When  two  tests  for  syphilis  are  reported,  con- 
flicting results  may  be  obtained.  A report  showing 
one  test  positive  and  one  negative  is  not  a doubtful 
report.  This  type  of  finding  is  usually  due  to  differ- 
ences in  sensitivity  and  the  probability  is  that  the 
positive  test  is  the  best  guide  in  diagnosis. 

Exclusion  of  laboratory  error  as  a possibility  re- 
quires the  submission  of  at  least  one  repeat  specimen 
whenever  positive  or  doubtful  laboratory  findings  j 
are  encountered  in  the  absence  of  clinical  findings. 
It  is  the  physician  who  makes  the  diagnosis  but  often 
solely  upon  the  basis  of  laboratory  findings.  In  by  i 
far  the  greatest  proportion  of  instances  a diagonsis  i; 
of  latent  syphilis,  arrived  at  by  the  physician  from  j 
laboratory  findings  alone,  will  prove  to  be  correct  \ 
but  it  is  a joint  responsibility  of  physician  and  ; 
laboratory  to  use  every  facility  to  confirm  or  deny 
the  original  findings. 

Occasionally,  the  blood  test  will  fluctuate  from 
week  to  week  when  the  reacting  substance  of 
syphilis  is  present  in  low  concentration,  producing 
confusing  reports.  This  is  more  frequently  encoun- 
tered in  persons  who  have  once  been  under  treat- 
ment than  in  untreated  cases  but  can  occur  in  the 
latter.  Often  these  treated  cases  have  long  ago  been 
discharged  as  having  received  adequate  treatment! 
and  it  cannot  be  too  strongly  emphasized  that  a 
persisting  blood  reaction  is  not  per  se  an  indication! 
for  further  treatment  which  is  a matter  of  the1 
physician’s  discretion. 

Every  laboratory  making  tests  for  syphilis  should  j 
attempt  to  maintain  a consistently  high  level  of  per-  (’ 
formance  by  adhering  to  a rigid  technique  and  by> 
resorting  to  frequent  inter-laboratory  checks  with 
a control  laboratory  performing  comparable  tests.! 
In  addition,  specialized  follow-up  laboratory  service 
should  be  given  to  physicians  when  laboratory  find-  , 
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ings  are  at  variance  with  clinical  findings,  either  in 
the  laboratory  itself  or  at  a control  laboratory 
equipped  to  do  it.  Since  no  single  method  of  testing 
a blood  for  syphilis  will  detect  every  case  detectable 
by  some  other  method,  this  specialized  service 
should  preferably  include  the  performance  of  sev- 
eral different  standard  tests  including  at  least  one 
quantitative  reaction.  The  physician  must  not  ex- 
pect a ready-made  diagnosis  from  this  specialized 
service.  It  is  still  just  a laboratory  aid  but  will  pro- 
vide a greater  range  of  information  than  the  routine 
tests.  It  is  incumbent  upon  the  Bureau  of  Labora- 
tories to  give  service  of  this  sort  as  soon  as  facilities 
are  available.  There  is  no  other  answer  to  the  just 
demands  of  the  general  practitioner  that  he  be  pro- 
vided with  better  laboratory  information  on  cases 
for  the  diagnosis  of  which  he  must  rely  primarily 
upon  laboratory  findings. 
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THE  ADVENT  OF  THE  MICROSCOPE  AT  YALE  COLLEGE 

Lorande  Loss  Woodruff,  ph.d..  New  Haven 


The  Author.  Professor  of  Protozoology  and  Direc- 
tor of  the  Osborn  Zoological  Laboratory,  Yale 
University 


'-pHE  latter  half  of  the  17th  century  has,  with 
reason,  been  called  the  golden  age  of  micro- 
scopy. Then  it  was  that  the  simple  lens  and  com- 
pound microscope  reached  a stage  of  development 
that  impelled  naturalists  to  use  them  as  “aids  to  the 
senses,”  as  emphasized  in  particular  by  Hooke  in 
his  Micro graphia  published  by  the  Royal  Society 
of  London  in  1665,  and  magnificently  exemplified 
in  the  pioneer  contributions  of  Leeuwenhoek, 
Malpighi,  Grew,  and  Swammerdam.  Such  was  the 
heritage  that  reached  the  New  England  colleges  and 
was  fostered  by  the  acquisition  of  microscopes  dur- 
ing the  third  decade  of  the  18th  century,  almost 
simultaneously  at  Cambridge  and  New  Haven. 

The  history  of  the  instrument  at  Harvard  starts 
in  July  1732,  when  Thomas  Hollis  of  London  ap- 
pended, to  a bill  of  lading  for  astronomical  spheres, 
a note  that  he  was  also  sending  a “double  micro- 


scope and  its  utensils”  for  the  use  of  the  College.  It 
is  known  from  early  records  that  it  was  a Wilson 
“screw-barrel  microscope,”  a modification  of  an 
old  type  that  was  long  popular,  judging  from  de- 
scriptions and  illustrations  in  the  1 8th  century 
treatises  on  microscopy,  such  as  those  by  Adams 
and  Baker.  Dr.  Lewis  writes:  “Mr.  Hollis  was  not 
in  error  in  calling  it  a ‘double’  microscope,  since  it 
differed  from  the  usual  simple  microscopes  by  em- 
ploying a second  lens  as  a condenser,  incorporated 
in  the  tube  below  the  object.  It  was  not  compound 
in  the  present  technical  sense.”  Incidentally,  a screw- 
barrel  microscope  was  also  sometimes  referred  to 
as  “double”  when  it  was  screwed  to  a special  tube 
with  an  eye-glass  at  the  end,  making  it  compound. 
It  is  obvious  that  this  was  not  so  in  the  case  of  the 
Harvard  instrument.  Unfortunately  this  microscope, 
with  several  others— additions  “of  late  years,”  was 
destroyed  by  fire  in  1764. 

How  and  when  the  urge  to  acquire  a microscope 
arose  in  New  Haven  is  unknown  but  in  1719  Gov- 
ernor Yale,  at  the  suggestion  of  the  London  agent 
of  the  Colony,  proposed  sending  to  the  College 
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“some  mathematical  instruments,  and  glasses  for 
making  philosophical  experiments,  as  microscopes, 
telescopes,  and  other  glasses  for  use  as  well  as  for 
ornament  and  curiosity.”  This  worthy  idea  certainly 
never  reached  fruition,  otherwise  the  accessions 
surely  would  have  appeared  in  President  Clap’s  list 
of  apparatus  owned  by  the  College.  It  is,  however,  a 
matter  of  record  that  in  1734  “a  reflecting  telescope, 
a microscope,  barometer  and  sundry  other  mathe- 


Figure  I 

Photograph  of  the  Culpeper-Loft  microscope  that, 
with  high  probability,  was  purchased  by  Yale  College 
in  1734 


matical  instruments  [were]  purchased  by  subscrip- 
tion of  the  trustees,  and  sundry  other  gentlemen.” 
And,  furthermore,  that  on  May  19,  1734,  a Mr. 
Scarlet  was  paid  £ 3-3-0  for  “one  double  micro- 
scope.” 

The  Philosophical  Apparatus  of  Yale  College  thus 
included  its  first  microscope,  and  it  becomes  of 
interest  to  attempt  to  determine  some  facts  about 
the  instrument  itself,  because  it  apparently  served 
the  college  long  and  well.  Doubtless  it  is  the  instru- 
ment listed  among  the  possessions  of  the  College  in 
1747  by  President  Clap  as  “a  microscope  with  the 
apparatus;”  in  1765,  again  by  Clap,  as  a “micro- 
scope;” in  1779,  by  President  Stiles  when  the  British 
were  threatening  New  Haven,  as  a “microscope;” 
still  again  in  1787,  this  time  by  Cutler,  a visiting 
Yale  alumnus,  as  a “microscope  of  the  compound 
kind,  but  very  ancient;”  and,  finally,  for  the  18th 
century,  by  Stiles  in  1789  as  “a  microscope”  among 
the  available  “machines  for  a course  in  experimental 
philosophy.”  And  Stiles  took  the  trouble  to  anno- 
tate the  entry  of  a microscope  in  Clap’s  list  with  the 
comment  “excellent,”  which  he  certainly  would  not 
have  done  if  the  same  instrument  were  not  extant. 
Indeed,  he  notes  that  various  other  instruments  were 
“taken  by  the  British”  or  “ruined  in  the  war.” 

It  seems  clear,  then,  that  there  was  but  one  micro-  ! 
scope  at  \ale  until  1789:  the  “double  microscope,”  I' 
purchased  in  1734,  which  was  a compound  micro- 
scope, the  first  such  instrument  known  to  have  been  ; 
acquired  by  a New  England  College. 

The  microscope  in  question  thereafter  fades  from 
tangible  written  record,  as  well  it  might,  because  the 
philosophical  apparatus  of  the  College  was  aug-  ; 
mented  by  purchases  made  in  London  in  1789  and 
1806.  The  order  authorized  in  1789  by  President 
Stiles  included  “a  complete  apparatus  of  optical 
instruments  consisting  of  a new  universal  compound 
microscope,  a solar  microscope  of  the  latest  im- 
provements, with  a megalascope,  and  stand  for 
Watson’s  microscope:  the  whole  furnished  with 
everything  necessary  for  the  nicest  observations 
with  the  microscope.”  Although  it  is  not  clear  from 
the  records  just  how  much  of  this  equipment 
actually  reached  New  Haven,  it  is  evident  that  the 
order  did  not  include  an  old-fashioned  microscope 
of  the  vintage  of  1734.  And  it  must  be  added  that,  if 
Baldwin  is  to  be  believed,  there  was  still  only  one 
“compound  microscope”  at  the  College  until  1806, 
when  under  Professor  Silliman  the  real  development  ! 
of  scientific  equipment  began  at  Yale. 
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Whether  Baldwin’s  reference  is  to  the  same  old 
instrument  purchased  in  1734,  no  one  can  say.  But 
it  is  very  highly  probable  that  this  original  micro- 
scope was  still  extant  and,  indeed,  actually  is  the 
one  that  continues  to  reside  today,  with  other  relics 
of  the  ancient  collection  of  Philosophical  Apparatus 
of  Yale  College,  in  the  Sloane  Physics  Laboratory 
(Figure  1). 

The  assumption  that  this  instrument,  still  in  usable 
condition,  is  the  original  microscope  at  Yale  College 
has  support  beyond  the  tenuous  “rumors”  that  it  has 
been  at  Yale  “from  time  immemorial”  and  “since  the 
1 8th  century.”  As  already  mentioned,  a Mr.  Scarlet 
was  paid  for  the  microscope.  The  same  bill  included, 
among  other  items,  a telescope  and  it  appears  in  the 
record  that,  during  negotiations  for  the  latter,  two 
shillings  were  paid  for  “coach  to  and  from  Mr. 
Scarlet’s  at  Westminster”— apparently  Edward  Scar- 
lett, son  of  the  better-known  optician  of  the  same 
name,  since  the  Yale  instrument  does  not  have  the 
latter’s  characteristic  form  of  microscope  stand. 
There  is  no  label  on  the  instrument  but  none 
is  needed  to  show  that  it  is  the  “first  form  of  Cul- 
peper microscope  made  by  Matthew  Loft,”  because 
it  is  essentially  identical  with  such  an  instrument 
described  and  figured  by  Clay  and  Court  from  a 
signed  example.  A printed  label,  in  the  bottom  of  the 
stand  drawer  of  some  of  his  instruments,  reads 
“Matthew  Loft,  Maker  at  the  Golden  Spectacles  the 
Backside  of  the  Royal  Exchange,  London.”  Accord- 
ing to  Clay  and  Court,  “judging  from  the  micro- 
scopes of  the  Culpeper  form  that  have  survived,  one 
of  the  chief  makers  must  have  been  Matthew  Loft” 
who  was  “probably  in  business  from  about  1730  to 
to  1747.”  So  it  is  likely  that  he  was  making  his  “first 
form”  of  the  Culpeper  microscope  in  1734  when 
the  Yale  instrument  was  purchased. 

Furthermore,  the  amount  paid  for  the  Yale  in- 
strument, ^3-3-0,  appears  to  be  appropriate.  It  is 
an  interesting  coincidence  that  Adams,  as  late  as 
1771,  advertised  a double  microscope  of  the  Cul- 
peper type  for  the  identical  price.  And  it  may  be 


significant  that,  with  extra  objectives  and  an  ivory 
“slider”  in  the  stand  drawer  of  the  microscope  at 
Yale,  there  is  a small  metal  mounting  engraved  “day 
glass.”  This  may  well  be  a relic  of  the  “one  day  glass 
added  to  the  telescope”  listed  in  the  bill  of  sale  of 
1 7 34- 

In  brief,  it  is  a matter  of  record  that  Yale  pur- 
chased a compound  microscope  in  1734,  the  first 
known  to  have  been  acquired  by  a New  England 
college,  and  it  is  more  than  a fair  assumption— it  is 
very  highly  probable— that  the  same  instrument  is 
still  in  her  possession. 
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A Permanent  Home 

The  recent  decision  of  Our  Society  to  inaugurate 
plans  by  which  we  can  look  forward  to  a permanent 
home  was  a wise  and  forward  measure.  It  is  hoped 
that  the  project  will  proceed  with  all  the  celerity 
that  is  consistent  with  the  sound  judgment  possessed 
by  our  Council  and  the  Building  Fund  Committee. 
Such  hope  for  prompt  action  arises  from  the  fact 
that  it  will  not  be  long  before  more  rented  office 
space  will  be  imperative  if  the  activities  of  the 
Society  are  to  continue  to  be  properly  administered. 
The  thought  also  occurs  that  at  the  present  time  the 
establishment  of  such  a home  would  be  a graceful 
compliment  to  those  of  our  number  who  are  making 
the  sacrifices  which  are  necessitated  by  duty  with 
the  armed  forces. 

The  advantages  of  a permanent  home  for  the 
Society  are  manifold.  Some  of  its  functions  include 
an  office  for  the  Secretary  and  his  staff,  an  office  for 
the  use  of  the  Editors  of  the  Journal  and  secretarial 
assistants,  an  office  for  the  Treasurer  and  provision 
for  bookkeeping  and  accounting,  a meeting  place 


for  the  Council,  a meeting  place  for  the  several  oper- 
ating committees  of  the  Society,  provision  for  cer- 
tain mechanical  services  such  as  filing,  addressing, 
mailing,  etc.,  and  the  housing  of  a non  clinical  work- 
ing library  relating  to  the  political  and  social  aspects 
of  medicine  and  the  business  side  of  medical  organi- 
zation. 

In  addition  to  these  necessary  functions  there 
remains  the  fine  opportunity  which  awaits  the 
Society  in  extending  the  use  of  such  facilities  for  the 
meetings  of  certain  groups  allied  to  medicine  and 
also  devoted  to  public  service.  Finally,  in  consider- 
ing these  advantages  we  must  be  aware  of  certain 
values  which  the  possession  of  such  a home  has 
within  itself.  J he  very  fact  of  such  ownership  will 
be  a fine  expression  of  the  successful  operation  and 
sound  growth  which  characterizes  our  century  and 
a half  of  existence.  We  will  therefore  take  a justi- 
fiable pride  in  such  a proprietorship  and  the  public 
which  we  serve  will  share  that  esteem  for  it  will  be 
representative  of  what  they  and  we  know  as  the 
best  in  Connecticut  Medicine. 
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152nd  Annual  Meeting,  May  2,  3 and  4, 1944 

When  hotels  were  built  in  Connecticut  the  plan- 
ners did  not  have  the  Annual  Meeting  of  the  Con- 
necticut State  Medical  Society  in  mind.  Hotel 
facilities  for  a convention  as  large  and  diverse  as  that 
of  the  Society  are  practically  lacking  in  the  State 
and  even  in  peace  time  it  was  becoming  increasingly 
difficult  to  find  adequate  accommodations  for  the 
Annual  Meeting. 

1 hose  responsible  for  the  arrangements  for  the 
convention  have  looked  forward  to  the  years  when 
the  meeting  is  held  in  Bridgeport  because  the  Hotel 
Stratfield  offers  the  best  facilities  of  any  hotel.  This 
year  the  meeting  is  to  be  in  Bridgeport  but  because 
of  the  war  activities  there  the  Stratfield  could  not  be 
used  and  a genuine  problem  was  presented. 

Through  the  efforts  of  James  D.  Gold,  chairman 
of  the  local  committee  on  arrangements  from  the 
Fairfield  County  Medical  Association,  the  Board  of 
Education  of  the  city  of  Bridgeport  is  allowing  the 
Society  to  use  the  Central  High  School  for  its 
Annual  Meeting  in  1944.  This  building  provides  un- 
usual facilities  for  a convention.  There  is  a large  and 
pleasant  auditorium  for  general  meetings  and  many 
class  rooms  that  are  more  than  ample  to  accommo- 
date the  meetings  of  the  special  sections.  The  300 
foot  main  corridor  through  the  building  presents 
an  exceptional  place  for  a commercial  exhibit  which 
will  be  resumed  this  year  after  two  meetings  when 
no  exhibits  have  been  held.  The  exhibit  will  be  under 
the  direction  of  Charles  E.  Sanford  who  is  taking 
the  place  of  John  Bumstead  who  is  serving  in  the 
Army. 

The  local  committee  on  arrangements  for  the 
meeting  consists  of  James  D.  Gold,  chairman,  Joseph 
H.  Howard,  and  R.  Harold  Lockhart. 

The  program,  which  is  being  arranged  by  the 
program  committee,  Sidney  S.  Quarrier,  chairman, 
Harold  M.  Marvin  and  John  C.  Leonard,  will  be 
largely  clinical  in  its  character  and  will  present  dis- 
cussions of  late  advances  in  common  clinical  occur- 
rences. The  program  will  also  include  presentation 
and  discussion  of  the  Society’s  own  affairs,  its  objec- 
tives and  purposes  presented  by  Dr.  Abller,  chair- 
man of  the  Council. 

A Maternity  Policy  for  Industry 

In  September  1943  The  Children’s  Bureau  of  the 
U.  S.  Department  of  Labor  issued  an  appeal  for  the 


establishment  of  a definite  policy  toward  pregnant 
women  employed  in  industry.  The  success  of  such  a 
policy  would  seem  to  hinge  upon  knowing  during 
the  first  few  months  that  a woman  is  pregnant.  If 
the  employee  fears  that  by  reporting  her  condition 
she  will  lose  her  job,  she  naturally  will  conceal  the 
facts  as  long  as  possible.  She  then  will  be  allowed 
to  work  without  due  consideration  for  her  condi- 
tion and  without  supervision,  both  of  which  may 
produce  serious  results. 

Pregnant  women  when  employed  should  be  en- 
couraged to  report  their  pregnancy  to  their  em- 
ployer and  should  be  allowed  to  continue,  properly 
supervised,  for  a reasonable  period  of  their  preg- 
nancy. 1 hey  should  be  evaluated  as  to  their  job  and 
repeatedly  appraised  in  relation  to  their  work. 

In  Connecticut  as  yet  there  seems  to  be  no  estab- 
fished  policy  for  this  group  of  employees.  Most  of 
the  plants  possessing  full  time  physicians  encourage 
women  to  report  pregnancies  and  usually  place  them 
on  lighter  work,  suitable  to  their  condition  and 
properly  supervised.  The  employee  is  requested  to 
place  herself  under  the  care  of  an  obstetrician  and 
a report  from  him  is  obtained  by  the  medical  depart- 
ment of  the  plant.  One  industry  requires  such  a 
report  monthly. 

A Connecticut  law  makes  it  mandatory  that  an 
employed  woman  who  is  pregnant  cease  such 
employ  at  least  30  days  before  the  expected  date  of 
delivery.  This  of  necessity  is  adhered  to  but  in  one 
of  the  larger  plants  the  date  of  discharge  is  placed 
at  the  end  of  six  months  of  the  pregnancy.  In  prac- 
tically every  instance  discharge  during  pregnancy 
places  an  employee  on  the  list  for  re-employment 
after  delivery,  if  her  health  permits.  T he  time  of  re- 
employment in  this  state  varies  from  1 month  to  3 
months  post  partum.  One  month  is  probably  too 
early  for  the  average  post  partum  mother.  At  all 
events,  careful  consideration  of  a woman’s  fitness 
for  certain  types  of  work  is  important  at  this  time 
and  re-employment  should  be  predicated  on  the 
approval  of  the  woman’s  obstetrician. 

We  understand  this  entire  problem  is  under  con- 
sideration by  the  Committee  on  Industrial  Health  of 
our  State  Medical  Society.  It  may  well  be  for  the 
solution  of  it  is  important,  not  only  for  the  emer- 
gency but  for  the  years  to  follow.  Women  are  not 
likely  to  relinquish  the  place  in  industry  that  the 
emergency  has  afforded  them. 
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The  Microscope  at  Yale 

It  seems  a far  cry  from  the  time  when  an  import- 
ant institution  of  learning  possessed  but  one  of  these 
“aids  to  the  senses,”  to  the  day  when  it  became  part 
of  the  equipment  of  every  student  in  biological 
science.  The  story  of  the  advent  of  the  microscope 
at  Yale  is  told  for  us  by  Professor  L.  L.  Woodruff 
whose  great  contributions  have  been  largely  made 
possible  by  this  example  of  man’s  inventive  genius. 
As  other  world  civilizations  than  our  own  show 
evidences  of  disintegration  how  more  important  to 
us  does  our  own  become,  and  how  necessary  it  is 
for  us  to  gather  up  and  treasure  those  fragments  of 
our  history  which  have  become  landmarks  in  our 
progress.  Many  of  our  great  leaders  in  medical 
science  have  recognized  this  as  a pleasant  duty  and 
our  great  collections  of  medical  memorabilia  which 
are  growing  each  day  are  the  result  of  their  effort 
and  influence. 

Hazard  in  the  Luminous  Dial  Painting 
Industry 

The  hazard  to  workers  in  the  luminous  dial  paint- 
ing industry  is  of  peculiar  interest  in  Connecticut 
because  of  unfortunate  occurrences  in  the  industry 
here  a few  years  ago  and  now  Lieut.  Colonel  Ray- 
mond Hussey,  MC,  of  Baltimore,  formerly  professor 
of  Pathology  at  Yale  School  of  Medicine,  has  pre- 
sented a discussion  of  the  subject  at  the  recent 
meeting  of  the  Industrial  Hygiene  Foundation. 

Colonel  Hussey  states  that  a tragic  fate  overtook 
World  War  I luminous  dial  painters  and  their  pro- 
tection is  a great  industrial  problem,  though  little  is 
heard  about  it.  The  needs  of  the  present  war  have 
increased  demands  for  production  workers  in  this 
industry  several  thousand  per  cent. 

It  is  Colonel  Hussey’s  opinion  that  the  hazard  has 
been  kept  under  control  and  the  workers’  health 
safeguarded  in  Army  plants.  The  National  Bureau  of 
Standards  makes  regular,  periodic  tests  of  the  expired 
breath  of  radium  dial  painters  in  these  plants.  When 
the  radon  concentration  in  the  worker’s  breath  is 
found  dangerously  near  the  level  that  indicates  that 
the  worker  has  one  tenth  of  a microgram  of  radium 
fixed  in  his  body  tissues,  the  worker  is  moved  to 
another  job  where  he  will  not  be  exposed  to  radium. 

The  symptoms  of  radium  poisoning  do  not  de- 
velop until  several  years  after  the  victim  has  a fatally 
large  amount  of  radium  fixed  in  the  tissues  of  his 
body  and  these  periodic  tests  detect  absorption  be- 


fore it  has  reached  a hazardous  level.  A tenth  of  a 
microgram  of  radium  is  all  the  adult  human  can 
tolerate. 

There  is  some  controversy  regarding  what  con- 
centrations of  radon  in  the  workroom  atmosphere 
may  be  regarded  as  safe.  The  State  of  New  York  is 
now  considering  a somewhat  lower  standard  than 
the  present  one.  In  Colonel  Hussey’s  opinion  the 
present  standard  “is  none  too  securely  founded”  and 
the  discussion  should  center  over  the  question  of 
why  the  present  standard  for  workroom  air,  instead 
of  a higher  one,  was  selected. 

Further  investigations  of  this  relatively  small  but 
important  and  dangerous  industry  will  be  watched 
with  interest  in  the  hope  that  the  delayed  and  disas- 
terous  sequelae  that  occurred  after  the  last  war  will 
be  obviated. 

The  Medical  Manpower  Problem 

Fhe  United  States  Public  Health  Service  recently 
published  an  interesting  and  startling  analysis  of  the 
eflect  of  the  present  war  on  the  number  and  dis- 
tribution of  civilian  physicians*  The  results  seem  to 
bear  out  the  old  Biblical  adage,  “That  unto  every  one 
which  hath  shall  be  given;  and  from  him  that  hath 
not,  even  that  he  hath  shall  be  taken  away  from  him.” 
I he  trend  during  the  past  twenty  years  has  been  for 
the  States  rich  in  physicians  to  become  richer  and 
the  poor,  poorer,  largely  because  of  the  preference 
of  new  graduates  for  location  in  the  medically 
wealthy  States. 

The  obvious  effect  of  the  war  on  our  medical 
manpower  has  been  the  withdrawal  of  about  one- 
third  of  our  active  practitioners  for  military  service. 
From  the  present  medical  training  program  of  the 
Army  and  Navy  it  is  evident  that  requirements  for 
military  service  will  continue  to  be  made  for  several 
years.  Over  the  United  States  as  a whole  on  January 
i,  1944  it  is  estimated  that  there  existed  an  average 
of  approximately  one  physician  per  1,500  people. 
Eighty  per  cent  of  all  medical  graduates  are  sched- 
uled to  enter  the  armed  forces  for  some  time  to 
come,  leaving  the  number  entering  civilian  practice 
insufficient  to  replace  those  who  die  or  retire.  After 
January  1,  1944  it  is  estimated  that  there  will  be, 
therefore,  a net  annual  loss  of  about  2,100  physicians. 
This  will  leave  approximately  72,000  physicians  in 
practice  by  January  1,  1950,  a shortage  of  more 

*The  War  and  the  Distribution  of  Physicians,  Perrott  & 
Davis.  Pub.  Health  Reports:  October  15,  1943. 
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than  15,000  physicians  required  to  maintain  the  1,500 
persons-per-physician  ratio. 

In  addition  to  this  national  situation  there  is  also 
a State  picture  which  demands  attention.  The  poorer 
States  are  becoming  rapidly  relatively  poorer  due  to 
two  factors:  ( 1 ) the  bulk  of  young  physicians  enter- 
ing practice  has  in  the  past  gone  to  the  wealthier 
States  and  it  is  assumed  that  the  small  number  not 
going  into  service  will  continue  to  follow  approxi- 
mately the  uneven  distribution  which  occurred  in 
the  last  two  years  before  Pearl  Harbor;  (2)  the  first 
factor  has  been  operating  so  many  years  that  those 
States  which  are  now  receiving  the  fewest  new 
physicians  also  tend  to  have  the  highest  proportion 
of  old  physicians  and  hence  the  highest  death  rate 
among  the  medical  profession.  There  will  be  some 
States  which  will  be  better  off  in  1950  than  the  poor- 
est States  were  in  1942.  Twenty-eight  States,  with  a 
combined  population  of  54,500,000  are  expected  to 
have  more  than  1,500  persons  per  physician  by  Janu- 
ary 1,  1944,  and  seven  of  these,  with  13,500,000 
population,  will  have  more  than  2,000.  It  is  appar- 
ent that  to  solve  this  problem  there  should  be  better 
control  of  the  distribution  of  physicians,  both  in 
their  initial  locations  and  in  their  migrations,  at  least 
during  the  present  emergency. 

Captain  Jean  Henderson 

Jean  Henderson  of  Stamford  is  the  first  woman 
physician  from  Connecticut  to  be  commissioned  in 
the  Armed  Forces  and  is  a captain  in  the  Medical 
Corps  of  the  Army,  assigned  at  the  last  report  to 
the  Station  Hospital,  Fort  Knox,  Kentucky.  Dr. 
Henderson  was  born  in  Brooklyn,  N.  Y.,  received 
her  a.b.  from  Smith  College  in  1926,  and  her  m.d. 
from  the  College  of  Physicians  and  Surgeons  in  1931. 
She  served  an  internship  at  Bellevue  Hospital,  N.  Y., 
is  a diplomate  of  the  National  Board  of  Medical 
i Examiners  and  was  licensed  to  practice  medicine  in 
Connecticut  in  1933.  Before  entering  the  Army  Dr. 
Henderson  was  a member  of  the  pediatric  service, 
Stamford  Hospital. 

"The  Little  Locksmith” 

i In  “The  Little  Locksmith”  by  Katharine  Butler 
Hathaway,  physicians  are  given  a unique  opportu- 
nity to  read  the  first  hand  account  of  the  life  of  a 
i cripple.  This  book,  in  its  way,  may  be  as  valuable 
and  as  challenging  as  was  the  earlier  book  by  Clifford 
Beers,  “A  Mind  That  Found  Itself.” 


Recently  an  eminent  psychiatrist  suggested  that 
the  great  artists  had  forgotten  more  about  psy- 
chology than  the  scientists  have  yet  learned.  As  if  to 
confirm  this  provocative  notion  Katharine  Butler 
Hathaway  with  consummate  art  presents  her  account 
of  the  feelings  and  the  attitudes  of  a cripple  who,  for 
long  years  of  her  childhood  was  confined  to  a frame 
and  kept  in  head  traction  in  an  effort  to  prevent  a 
disfi  guring  kyphosis.  At  the  age  of  fiftten  she  was 
first  allowed  to  stand  and  then,  at  long  last,  she  could 
see  herself  and  take  in  the  shocking  extent  of  her 
deformity. 

I he  book  describes  the  period  of  the  long  con- 
finement with  its  loneliness  which  prompted  the 
creation  of  a lovely  world  of  the  imaginat  on  and 
became  the  impetus  to  a better  understand  ng  of  self 
and  of  the  spirit  of  humans.  Upon  the  basis  of  this 
background  the  author  builds  a brilliant  and  reveal- 
ing account  of  what  she  felt  when  she  discovered 
her  deformity  and  the  effect  upon  her  latter  life. 

1 he  description  of  her  later  nervous  breakdown  is 
acutely  felt  and  vividly  presented.  It  is  not  possible 
to  convey,  in  words,  the  charm  of  the  writing  nor 
the  sense  of  its  authenticity.  Here,  for  the  first  time, 
a sensitive,  intelligent,  articulate  person  gives,  with- 
out reservation,  a picture  of  the  mind  and  heart  of 
a cripple.  Here  is  a source  book  upon  which  the 
physician  may  base  his  attitude  towards  the  cripple. 

I hese  revelations  appear  as  a beacon  to  lighten  the 
path  of  the  physician  and  lead  him  unerringly  to  the 
true  self  of  his  crippled  patients. 

Help  the  Nursing  Shortage 

I he  shortage  of  personnel  in  all  fields  of  civilian 
medical  service  is  being  felt  more  keenly  than  ever 
as  we  enter  a new  calendar  year.  The  need  for  more 
physicians  in  the  armed  forces  is  still  paramount  and 
with  it  a need  for  nurses  to  care  for  our  casualties, 
both  overseas  and  within  the  borders  of  the  United 
States.  1 his  shortage  is  now  reflected  in  the  com- 
munity life  where  public  health  nursing  has  been  an 
important  factor  in  the  home  during  emergency  and 
minor  illnesses.  State  Health  Commissioner  Osborn, 
in  a bulletin  published  elsewhere  in  this  issue,  calls 
attention  to  various  ways  in  which  the  public  can 
aid  in  meeting  this  nursing  shortage.  Physicians 
should  acquaint  their  patients  with  these  facts  just 
as  they  have  already  done  in  urging  an  appreciation 
of  the- physician  shortage. 
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Serologic  Tests  for  Syphilis 

At  the  request  of  the  Journal  Dr.  Allen  K.  Poole 
has  offered  the  following  comment  on  Mr.  Bonn  arts 
article  appearing  elsewhere  in  this  issue. 

The  routine  use  of  blood  tests  has  produced  many 
questions,  too  few  of  which  have  been  answered. 
The  author  has  attempted  to  answer  many  of  these. 
Notably  he  stresses  the  fact  that  the  diagnosis  of 
syphilis  is  a clinical  problem.  Too  many  physicians 
regard  the  diagnosis  as  requiring  nothing  more  than 
collecting  a blood  sample  and  sending  it  to  any 
laboratory,  receiving  in  return  a slip  of  paper  with 
the  diagnosis  checked  thereon.  Unfortunately  it  is 
not  as  simple  as  this.  In  Connecticut  however,  we 
are  fortunate  in  having  an  excellent  State  Health 
Department  Laboratory  which  in  addition  to  doing 
its  own  work  insists  in  checking  on  all  laboratories 
in  the  state  which  may  perform  serological  tests  for 
syphilis. 

In  spite  of  this  help,  the  burden  of  proof  or  estab- 
lishing a diagnosis  of  syphilis  rests  in  the  hands  of 
the  clinician.  The  diagnosis  of  pneumonia  or  ap- 
pendicitis is  not  made  by  the  laboratory,  but  the 
laboratory  can  when  properly  used  be  of  invaluable 
help  to  the  clinician. 

Any  physician  doing  clinical  work  in  any  field 
must  be  on  guard  for  syphilis  for  it  is  still  the  “great 
masquerader.”  His  reliance  on  the  serological  test 
should  be  tempered  by  the  knowledge  that  the  tests 
are  not  fool  proof.  The  laboratory  man  is  conscious 
of  the  deficiencies  of  his  tests.  Medical  students, 
chemists  and  engineers  are  taught  the  limits  of  error 
of  various  tests. 

The  author  here  is  pointing  out  the  limits  of  error 
of  serological  tests  for  syphilis.  To  properly  evaluate 
any  test,  we  should  at  least  have  a working  knowl- 
edge of  these  procedures.  Most  of  us  cannot  go  into 
the  laboratory  to  learn  these  procedures  so  Earle 
Borman  has  brought  them  to  us. 

In  this  state  the  Mazzini  test  is  relatively  new.  It 
was  however  carefully  studied  by  the  State  Health 
Department  before  its  adoption.  As  Borman  points 
out  it  is  an  extremely  valuable  test— for  the  labora- 
tory it  is  a simple,  dependable  and  economical  test; 
for  the  clinician  it  is  extremely  reliable.  We  in 
Connecticut  are  to  be  congratulated  on  having  a 
fine  State  Laboratory  and  an  energetic  forward 
looking  personnel.’’  ' * 


Governor  of  Rhode  Island  Opposes 
Federal  Health  Insurance 

J.  Lloward  McGrath,  Governor  of  Rhode  Island, 
while  favoring  public  provision  for  care  of  the  sick 
struck  out  in  opposition  to  federal  domination  in  his 
inaugural  address  and  said:  “I  asked  the  Department 
of  Social  Welfare  some  months  ago  to  give  serious 
consideration  to  a program  that  would  better  secure 
the  health  of  our  people  so  that  we  could  get  away 
from  one  of  the  great  causes  that  leads  people  event- 
ually to  public  assistance  rolls.  By  these  studies— 
we  conclude  that  serious  illness  in  a family  resulting 
in  heavy  hospital  costs  is  one  of  the  major  threats  to 
the  security  and  economic  well  being  of  the  people.” 

The  Rhode  Island  study  commences  and  proceeds 
upon  broad  principles  which  it  is  hoped  may  be  the 
foundation  of  future  social  security  programs. 
These  principles  are: 

1.  Utilization  of  existing  facilities,  wherever  pos- 
sible, always  avoiding  the  expense  incident  to  the 
creation  of  new  and  duplicating  facilities. 

2.  Compliance  with  the  principles  and  practices  of 
the  professions  or  institutions  to  be  affected  by  a 
proffered  program. 

3-  Coverage  in  any  program  devised  for  as  many 
people  as  possibly  can  be  included. 

4.  Encouragement  of  the  participants  in  a program 
which  usually  means  industry  and  the  worker  to 
assume  and  share  together  financial  responsibility  for 
a program  with  a minimum  state  participation. 

5.  Avoidance  of  Federal  or  State  domination  and 
control  of  programs  and  the  utilization  of  the  organi- 
zation and  facilities  of  the  institutions  most  affected 
by  the  program. 

Governor  McGrath  also  recommends  in  his  mes- 
sage that  a system  of  compulsory  hospital  insurance 
be  established  in  Rhode  Island,  utilizing  existing  | 
agencies  such  as  the  Blue  Cross  Plan  for  Hospital 
Care  or  “any  other  authorized  insurance  company.”  1 
1 he  health  of  the  people  is  becoming  more  and 
more  a concern  of  Society  and  the  State.  Here  is ! 
Rhode  Island  approaching  the  subject  of  medical 
care  for  its  people  with  characteristic  New  England 
independence,  working  out  its  salvation  in  its  own 
way,  paying  for  it  itself,  seeking  no  subsidy  and 
resenting  federal  interference. 

It  is  not  going  to  be  enough  to  defeat  the  Wagner- 
Murray-Dingell  Bill  now.  Its  philosophies  are  here; 
to  stay  and  its  underlying  factors  are  not  to  be  dis- 
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lodged.  At  the  state  level  there  is  a great  chance  for 
Medicine  and  the  State  to  get  together  with  mutual 
understanding  and  respect  to  develop  medical  care 
plans  that  could  be  free  from  politics. 


Connecticut  Establishes  Clinic  for  Inebriates 

Yale  University  has  announced  the  opening  of  a 
diagnostic  and  guidance  clinic  for  inebriates  in  New 
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Haven  in  February  under  the  joint  sponsorship  of 
the  Yale  Laboratory  of  Applied  Physiology  and  the 
Connecticut  Prison  Association.  A similar  clinic  will 
be  opened  in  Hartford  in  the  near  future.  Their 
opening  at  this  time  is  assisted  by  a large  contribu- 
tion to  the  Association  by  an  anonymous  Hartford 
donor.  With  the  active  participation  of  the  Con- 
necticut State  Medical  Society  and  religious  and 
civic  organizations,  the  clinics  will  deal  with  both 
the  prevention  and  control  of  inebriety.  The  ob- 
jectives of  the  clinics  are:  to  contribute  toward  the 
prevention  of  inebriety;  to  aid  the  inebriate  to  regain 
his  usefulness  in  the  community;  to  ease  the  eco- 
nomic burden  imposed  by  present  handling  of 
inebriates;  to  ease  crowding  of  prisons  and  jails;  to 
serve  as  consultants  to  courts  and  welfare  agencies; 
to  serve  as  advisors  to  inebriates  and  their  relatives; 
to  acquaint  the  public  in  general  with  the  medical 
aspects  of  inebriety;  and  to  serve  as  experimental 
models  for  future  procedures,  to  train  social  workers 
in  this  field,  and  to  provide  material  for  clinical- 
statistical  research  studies. 

Each  clinic  will  be  staffed  by  psychiatrists,  a 
psychologist,  a social  worker,  and  a clerk,  with 
representatives  of  Alcoholics  Anonymous  and  the 
Salvation  Army  on  call,  and  will  work  under  the 
supervision  of  the  Director  of  the  Section  on  Alco- 
hol Studies,  The  Medical  Director  of  Clinics,  and  a 
legal  consultant.  Those  referred  to  the  clinic  will 
be  interviewed  by  the  psychiatrist  and  investigated 
by  the  social  worker.  Court  or  voluntary  commit- 
ment for  treatment  may  be  recommended,  or  con- 
tact with  Alcoholics  Anonymous  or  the  Salvation 
Army,  or  private  treatment.  No  specific  sanatoria 
or  therapist  may  be  named,  but  the  patient  will  be 
given  a list  of  sanatoria  and  private  practitioners 
specializing  in  the  treatment  of  alcoholism  approved 
by  The  Connecticut  State  Medical  Society.  These 
clinics  are  the  first  of  the  kind  to  be  set  up  in  this 
country. 

Dr.  Howard  W.  Haggard,  director  of  the  Labora- 
tory of  Applied  Physiology  at  Yale,  will  have  gen- 


eral charge  of  the  clinic  program.  Dr.  Ralph  Banay, 
psychiatric  consultant  of  the  New  York  State  Parole 
Board  and  formerly  chief  psychiatrist  of  Sing  Sing 
Prison,  will  be  the  medical  director  and  will  super- 
vise both  the  New  Haven  and  Hartford  clinics,  with 
Dr.  Clements  C.  Fry,  psychiatrist  of  the  Yale  De- 
partment of  Health,  as  advisor.  Dr.  Anna  Roe  will  be 
in  charge  of  psychological  testing  and  Raymond  G. 
McCarthy  of  the  social  work. 

The  advisory  committee  appointed  by  the  State 
Medical  Society  consists  of  Arthur  P.  Dayton,  New 
Haven;  Leslie  R.  Angus,  Hartford;  Foster  E.  Priddy, 
Hartford;  Louis  H.  Cohen,  Norwich;  and  Francis 
M.  Shockley,  Newtown.  A panel  of  physicians  pre- 
pared by  the  State  Medical  Society  will  conduct 

medical  examinations  on  inebriates  referred  bv  the 
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Clinics. 

Promotions 

Ashley  W.  Oughterson  (New  Haven),  surgical 
consultant  in  the  South  Pacific  area,  has  been  pro- 
moted to  be  a Colonel,  Medical  Corps  AUS;  Egbert 
M.  Andrews  (Hartford),  8ist  General  Hospital, 
Palm  Spring,  Calif.,  has  been  promoted  to  Lt.  Col.; 
and  word  has  been  received  of  the  promotion  from 
Captain  to  Major  in  the  Medical  Corps  AUS  of  the 
following:  Gilbert  W.  Heublein,  Hartford,  Percy 
Jones  General  Hospital,  Battle  Creek,  Michigan; 
A.  Arthur  Lo  Vetere,  Kensington,  Station  Hospital, 
Fort  Knox,  Kentucky;  Lee  Van  Antwerp,  Meriden, 
Borden  General  Hospital,  Chickasha,  Oklahoma. 

American  College  of  Surgeons 
Initiates  1943 

Connecticut 


George  F.  Allen 1 1 art  ford 

E.  T remain  Bradley  New  Canaan 

Joseph  F.  Burke Waterbury 

Clarence  H.  Cole Waterbury 

James  R.  Cullen Hartford 

Donald  E.  Tinkess Greenwich 

Arthur  G.  Wilkinson New  Haven 


The  Secretary  of  New  Council 

On  January  i,  G.  Lombard  Kelly,  m.d.,  formerly 
dean  of  the  School  of  Medicine  of  the  University 
of  Georgia,  took  office  as  secretary  of  the  new 
Council  on  Medical  Service  and  Public  Relations  of 
the  A.  M.  A. 
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The  death  of  Dr.  Russell 
Henry  Chittenden  marks 
the  passing  of  one  of  the 
foremost  medical  scien- 
tists of  our  day  and  a 
pioneer  in  physiological 
chemistry  in  this  coun- 
try. To  Dr.  Chittenden  is 
given  the  credit  for  the 
first  isolation  of  glyco- 
coll  and  glycogen  in  liv- 
ing tissue.  From  this  and 
his  subsequent  discov- 
eries much  of  our  present 
knowledge  of  the  struc- 
ture of  protein  and  its 
metabolism  was  made 
possible.  Many  Yale  men 
will  remember  Professor 
Chittenden  as  the  Direc- 
tor of  the  Sheffield  Scien- 
tific School  and  Profes- 
sor of  Physiological 
Chemistry.  Members  of 
the  Connecticut  State 
Medical  Society  will  bear 
in  memory  his  honorary 
membership  in  our  asso- 
ciation and  his  receiving 

D 

of  the  degree  m.d.  hon- 
oris causa  from  the  Society  on  the  occasion  of  the 
150th  Anniversary  of  the  New  Haven  County  Medi- 
cal Association. 

Dr.  Chittenden  was  born  in  New  Haven  February 
18,  1856,  and  graduated  from  the  Sheffield  Scientific 
School  in  1875.  He  studied  two  years  at  Heidelberg 
and  received  his  ph.d.  degree  in  1880.  Two  years 
later  he  became  professor  of  physiological  chemis- 
try, a chair  which  he  held  until  his  retirement  in 
1922.  From  1898  until  his  retirement  he  was  Direc- 
tor of  the  Sheffield  Scientific  School,  and  during  his 
administration  the  school  increased  greatly  in  stu- 
dents, buildings  and  equipment  and  the  course  was 
lengthened  from  three  years  to  four. 

As  a nutrition  expert  he  was  appointed  by  Presi- 
dent Theodore  Roosevelt  as  a consultant  to  cooper- 
ate with  the  Department  of  Agriculture  in  the  en- 
forcement of  the  pure  food  and  drugs  act.  In  191- 


he  was  made  a member 
of  the  executive  com- 
mittee of  the  National 
Research  Council.  In 
1919  he  represented  the 
United  States  on  the 
Inter-Allied  Scientific 
Food  Commission  which 
met  in  London,  Paris  and 
Rome.  “The  Nutrition  of 
iMan,”  published  by  Dr. 
Chittenden  in  1907,  be- 
came a standard  work  on 
that  subject  and,  in  addi- 
tion, he  was  also  author 
of  “Digestive  Proteoly- 
sis,” “Physiological 
Economy  in  Nutrition,” 
“History  of  the  Sheffield 
Scientific  School,”  and 
“Development  of  Physio- 
logical Chemistry  in  the 
United  States.” 

He  was  the  recipient 
of  many  honorary  de- 
grees and  a member  of 
many  important  societies, 
including  the  American 
Academy  of  Arts  and 
Sciences,  the  American 
Philosophical  Society  and  the  Societe  des  Sciences 
Medicales  et  Naturelles  de  Bruxelles.  He  was  always 
interested  in  medical  affairs  in  Connecticut  and  as 
a member  of  the  Beaumont  Medical  Club  made  con- 
tributions to  our  medical  history.  At  the  time  of  the 
dedication  of  the  Beaumont  Memorial  on  Lebanon 
Creen  on  June  29,  1926,  Dr.  Chittenden  gave  the 
principal  address.  Much  that  he  said  at  that  time 
about  the  importance  of  Beaumont’s  influence  on 
our  knowledge  of  the  physiology  of  digestion 
could  have  been  also  applied  to  his  own  significant 
contributions  to  that  subject.  Dr.  Chittenden  will 
be  remembered  by  his  associates  in  his  later  years 
by  his  gracious  affability  and  the  keenness  of  his  fine 
intellect.  1 hey  will  also  call  to  mind  his  great  de- 
light in  the  piscatorial  art.  Even  to  the  end  of  his 
many  years  he  was  able  to  make  an  annual  pilgrim- 
age to  his  much  loved  Kennebago  Lake.  He  died  in 
New  Haven  December  26,  1943. 

Herbert  Thoms 


RUSSELL  HENRY  CHITTENDEN 
1856  - 1943 


Dr.  Chittenden  at  Lebanon , June  29,  1926 
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RADIOLOGY  IN  HOSPITAL  CARE  — OGDEN 
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RADIOLOGY  AND  CONNECTICUT  PLANS  FOR  HOSPITAL  CARE 

Ralph  T.  Ogden,  m.d.,  f.a.c.r.,  Hartford 


The  Author.  Radiologist,  Hartford  Hospital 


np here  is  widespread  belief  among  members  of  the 
■*-  medical  profession  that  socialized  medicine,  in 
some  form  or  another,  is  imminent  and  that  in  order 
to  avoid  such  drastic  regulatory  provisions  as  are 
in  the  proposed  Wagner-Murray-Dingell  bill,  some 
sort  of  socialized  program,  less  drastic  and  more  in 
keeping  with  the  traditions  of  private  practice,  must 
be  advanced. 

In  the  approach  to  this  problem,  prepaid  insurance 
plans  for  hospital  care  and  medical  service  will 
receive  considerable  attention  and  it  is  important  in 
this  respect  that  they  remain  as  their  names  imply, 
the  one  hospital  care,  the  other  medical  service,  and 
that  one  does  not  become  mingled  with  the  other. 

The  Blue  Cross  plans  are  steps  in  this  direction, 
but  too  many  of  them  are  not  confined  to  hospital 
care  but  sell  certain  medical  services  to  their  policy 
holders,  particularly  those  rendered  by  the  anesthe- 
tist, physiotherapist,  the  laboratory  physician  and 
the  radiologist.  Some  of  these  physicians  have  not 
protested  very  vigorously  against  the  sale  of  their 
services  by  an  intemediary  agent,  but  others,  namely, 
the  radiologists,  have  objected  vigorously. 

In  spite  of  the  fact  that  it  is  illegal  in  many  states 
for  hospitals  to  practice  medicine,  many  hospitals 
have  sponsored  Blue  Cross  plans  guaranteeing  medi- 
cal service,  and  in  spite  of  the  fact  that  the  ethics  of 
the  profession  forbid  contract  practice,  or  formerly 
did,  too  many  medical  societies  have  approved  these 
same  plans,  often  against  the  wishes  of  those  most 
directly  affected. 

Because  the  radiologists  have  refused  to  accept 
this  situation  in  a passive  manner  and  have  strenu- 
ously objected  to  having  private  hospital  practice 
taken  over  and  dictated  by  hospital  administration, 
they  have  been  accused,  among  other  things,  of 
being  unreasonable  and  reactionary.  Yet  hospital 
administrators  say  that  the  Wagner-Muray-Dingell 
bill  must  not  be  allowed  to  pass  because  under  its 
regulations  their  freedom  of  action,  authority  and 
other  prerogatives  are  drastically  restricted.  The 
radiologists  object  to  radiology  being  included  in 


hospital  service  plans  for  the  same  reasons,  and  it  is 
for  these  reasons  and  others  that  a straight  salary 
hospital  radiologist  arrangement  is  opposed. 

Everyone  agrees  that  the  practice  of  radiology  is 
the  practice  of  medicine,  so  it  is  quite  obvious  that 
if  our  medical  societies  approve  hospital  service 
plans  that  include  radiology  as  part  of  the  per  diem 
service,  they  are  surrendering  one  of  our  long  cher- 
ished principles  of  private  practice  and  are  condon- 
ing the  practice  of  medicine  by  hospitals.  A prece- 
dent will  have  been  established  which  may  have  a 
far  reaching  effect  on  the  future  of  medicine,  and 
today  where  it  is  the  radiologist  among  others  who 
is  gradually  being  absorbed  into  the  Blue  Cross  plans, 
tomorrow  it  will  be  someone  else. 

Several  years  ago  when  the  Connecticut  Plan  for 
Hospital  Care  was  submitted  for  approval  to  the 
Connecticut  State  Medical  Society  it  was  voted  not 
to  approve  any  hospital  service  plan  that  included 
medical  service  other  than  that  rendered  by  the  in- 
terne and  resident  staff.  The  Connecticut  Plan  for 
Hospital  Care,  known  as  the  New  Haven  Plan,  has 
been  operating  without  medical  service  ever  since 
and  has  sold  over  three  hundred  thousand  policies, 
but  the  Norwalk  and  Danbury  Plans,  ignoring  the 
action  of  the  Medical  Society,  have  offered  certain 
medical  services,  including  diagnostic  x-rays.  An 
effort  is  now  being  made  to  combine  these  into  one 
single  plan,  and  although  the  Norwalk  and  Danbury 
Plans  have  only  a small  fraction  of  the  policyholders 
of  the  New  Haven  Plan,  pressure  is  being  exerted 
to  make  the  New  Haven  Plan  conform  to  the  other 
two  by  including  diagnostic  x-ray  in  the  new  set- 
up. Since  the  sentiment  of  the  State  Society  is 
already  known,  it  seems  neither  logical  nor  just  to 
the  radiologists  that  this  minority  should  be  allowed 
to  inject  dissention  and  mistrust  into  a situation  that 
has  been  operating  so  satisfactorily  and  harmoni- 
ously. 

It  is  hinted  that  the  public  is  demanding  it,  but 
there  is  little  factual  evidence  that  the  people  are 
asking  for  the  scalp  of  the  radiologist  any  more  than 
for  that  of  the  surgeon,  the  obstetrician  or  any  other 
specialist.  The  evidence  would  suggest,  on  the  con- 
trary, that  it  is  the  hospital  plans  that  are  making 
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demands,  and  that  a sizable  surplus  is  accumulating 
which  should  be  neutralized  by  increased  benefits. 
This,  together  with  the  number  of  policyholders  in 
the  New  Haven  Plan,  would  indicate  that  there  has 
been  no  difficulty  in  selling  to  the  people  of  Con- 
necticut hospital  care  unadulterated  with  medical 
care. 

It  apparently  is  difficult  for  some  to  understand 
why  the  radiologists  are  opposed  to  an  indemnity 
clause  in  a hospital  service  plan  allowing  a certain 
sum  toward  diagnostic  x-ray  services,  the  same  as  a 
certain  amount  is  allowed  toward  an  operating  room 
fee.  This,  of  course,  would  be  far  better  than  offer- 
ing unlimited  x-ray  service  on  a per  diem  basis  and 
need  not  disturb  any  hospital  radiologist  agreement 
now  in  effect.  The  objection  to  this  is  that  the 
radiologists  are  protesting  against  the  principle  of 
including  medical  service,  and,  in  their  case,  radiol- 
ogy, in  any  hospital  service  plan.  Except  that  it  is 
undesirable  to  identify  radiology  with  hospital  serv- 
ice, it  might  be  all  right  for  those  who  have  satis- 
factory hospital  appointments,  but  it  would  work  to 
the  disadvantage  of  those  who  have  only  a private 
office.  The  reason  for  this  is  that  a person  with  a con- 
tract carrying  x-ray  benefits  might  well  go  into  a 
hospital  for  his  x-ray  examination  when  he  would 
otherwise  go  to  a private  office.  In  fact,  this  is  said 
to  be  the  case  in  many  instances. 

In  its  place  then  let  us  have  a medical  service  plan 
that  gives  radiology  the  same  consideration  as  any 
other  specialty  and  with  provisions  allowing  diag- 
nostic roentgenology  in  a private  office  as  is  per- 
mitted in  compensation  cases. 

It  is  frequently  pointed  out  that  it  is  a little  differ- 
ent with  the  radiologist  in  the  hospital  than  with 
most  of  his  medical  colleagues;  that  his  services  seem 
more  like  hospital  service  than  some;  that  in  most 
instances  the  hospitals  own  the  equipment;  that  they 
pay  the  salaries  of  the  technicians  and  secretaries; 
that  they  collect  the  fee  of  the  radiologist;  that  they 
purchase  the  supplies  and  accessories;  that  hospital 
patients  are  referred  as  a rule  to  the  x-ray  depart- 
ment and  not  to  the  roentgenologist;  that  the  roent- 
genologist seldom  sees  the  patient;  that  many  patients 
are  unaware  that  a trained  radiologist  has  studied 
their  films  and  reported  the  findings  to  their  attend- 
ing physician;  and  that  private  patients  do  not  know 
that  their  x-ray  charges  includes  a fee  for  the 
radiologist.  Even  though  these  statements  may  be 
for  the  most  part  true,  they  do  not  necessarily  make 
a case  against  private  practice  of  radiology  in  the 


hospital.  Hospitals  furnish  space,  equipment,  acces- 
sories, and  personnel  for  most  of  the  other  specialties, 
and  some  of  them  have  become  quite  dependent 
upon  these  technical  facilities.  The  radiologist,  on 
the  other  hand,  is  not  so  much  in  need  of  a hospital 
as  the  hospital  is  of  a radiologist  because  radiology 
can  be  and  is  practiced  just  as  well  in  a private  office 
as  in  a hospital. 

The  reason  that  hospitals  own  the  x-ray  equip- 
ment, pay  salaries,  assume  the  expense  of  the  depart- 
ment and  collect  the  radiologist’s  fee  is  because  they 
insist  on  it.  Some  nine  per  cent  of  the  radiologists 
rent  the  x-rav  departments  from  hospitals,  including 
teaching  institutions,  and  run  them  much  the  same 
as  they  would  a private  office  as  far  as  private 
patients  are  concerned,  making  specific  arrangements 
for  taking  care  of  the  ward  patients. 

The  referring  physician  could  help  correct  some 
of  the  misunderstandings  and  help  educate  the  pub- 
lic by  telling  his  patient  that  he  is  being  sent  to  the 
x-ray  department  for  an  examination,  that  his  films 
would  be  seen  by  Dr.  Blank,  the  radiologist,  who 
would  make  a written  report  of  his  findings.  Too 
often  the  physician  leaves  with  the  patient  the  im- 
pression that  as  soon  as  his  films  are  taken  he  will 
look  them  over  and  make  a diagnosis.  The  patient 
may  not  even  suspect  the  part  the  radiologist  has 
contributed  even  if  the  radiologist  has  seen  him, 
talked  to  him,  and  fluoroscoped  him.  This  same 
physician,  on  the  other  hand,  if  he  has  need  of  x-ray 
studies,  quite  likely  will  seek  out  a radiologist  before 
having  x-rays  made  and  will  be  quite  anxious  to 
discuss  his  symptoms  and  to  have  the  radiologist 
give  him  his  opinion. 

1 he  radiologist  does  not  see  every  patient  that 
comes  to  his  department  for  x-ray  studies  because  it 
is  not  necessary  as  long  as  he  has  access  to  certain 
clinical  data  to  go  along  with  the  films.  If  he  is  not 
furnished  with  this  data  he  must,  of  course,  get  it 
from  the  patient.  Many  clinical  consultants  make 
their  diagnosis  from  the  case  history  before  ever 
seeing  the  patient.  If  the  radiologist  and  his  interpre- 
tations are  helpful  aids  in  arriving  at  a diagnosis,  and 
if  you  have  confidence  in  his  ability,  it  does  not  seem 
so  important  that  he  greet  each  patient  that  comes 
to  his  department. 

Some  hospitals  print  on  their  statement  beneath 
the  x-ray  charge  something  like  this,  “for  the  ac- 
count of  Dr.  Blank.”  T his  gives  to  the  patient  an 
indication  that  his  x-ray  charges  include  a fee  for 
the  radiologist.  It  also  indicates  that  radiology  is 
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being  conducted  as  a private  practice  in  that  insti- 
tution. 

In  conclusion,  the  radiologists  of  Connecticut  are 
not  opposed  to  a satisfactory  medical  service  plan 
allowing  them  the  same  privileges  as  the  rest  of  the 
profession,  but  object  to  the  principle  of  including 
radiology  or  any  other  medical  service  in  a hospital 
service  plan,  and  will  resist  every  effort  to  dis- 
criminate them  from  the  rest  of  the  medical  pro- 
fession. If  outside  or  inside  influences  succeed  in 
splitting  the  medical  profession  apart  it  will  have 
lost  much  of  its  bargaining  power,  not  only  in  the 
present  critical  moment,  but  in  others  that  are  sure 
to  come. 


From  Professional  News  and  Views 

Published  by  The  Connecticut  Association  for  the 
Advancement  of  Professional  Pharmacy 

TIME-TESTED  PRESCRIPTION  FOR  HYPERACIDITY 

The  success  of  this  formula  seems  to  be  due  to  the  bal- 
anced proportion  of  the  ingredients. 


Sodium  Bicarbonate  40  Gm. 

Calcium  Carbonate  40  Gm. 

Bismuth  Subnitrate  35  Gm. 

Powder.  Licorice  Co 35  Gm. 


Sig:  Level  teaspoonful  in  water  after  meals. 

Approximate  price  to  patient:  150  Gm.  for  $1.25. 

Note:  When  neurosis  is  a factor,  an  addition  of  15  Gm. 
of  Strontium  Bromide  has  been  effective.  The  licorice  pow- 
der may  be  varied  to  increase  or  decrease  the  laxative  need. 

This  formula  originated  with  the  late  Dr.  Louis  Ad.  Gom- 
pertz,  Assistant  Clinical  Professor  of  Aledicine,  Yale  Univer- 
sity School  of  Medicine. 

PHOTOPHTHALMIA 

Benson,  in  U.  S.  Naval  Med.  Bull.  (41:737(1943)),  reports 
the  treatment  of  more  than  3,000  cases  of  ophthalmia  due 
to  actinic  rays  from  welding  torches.  Symptoms  including 
photophobia,  watering  of  the  eyes  and  intense  burning  set 
in  from  2 to  5 hours  after  the  use  of  the  torch. 

A numbe-r  of  the  cases  were  treated  most  successfully 
with  four  drops  of  the  following  preparation  ( 1 drop  every 


five  minutes) : 

Nupercaine-HCl  (0.25%)  0.25  parts 

Neo-synephrine-HCl  (0.5%)  50  parts 

Zephiran  (1:1000)  20  parts 

Distilled  water,  enough  to  make  ....  roo  parts 


Three  minutes  after  the  final  drop,  a drop  of  castor  oil 
was  placed  in  the  eye.  Dark  glasses  were  then  worn  by  the 
patients  until  all  symptoms  disappeared.  During  treatment, 
cool  moist  compresses  were  placed  over  the  eyes. 

Reference:  American  Professional  Pharmacist,  Vol.  IX, 
September  1943,  No.  9,  page  595. 


Important  Notice  To  All  Connecticut 
Physicians 


Addiction  Committee  of  the  State  Medical  Associa- 
tion and  the  Drug  and  Cosmetic  Division  of  the 
State  Dairy  and  Food  Commission,  the  attention  of 
all  physicians  is  called  to  section  503  (b)  of  the 
Federal  Food,  Drug  and  Cosmetic  Act. 

This  section  provides  that  if  the  prescribing 
physician  fails  to  mark  the  prescription  of  a drug 
containing  any  quantity  of  the  following  narcotic 
or  hypnotic  substances: 

“Alpha  eucaine,  barbituric  acid,  beta-eucaine, 
bromal,  cannabis,  carbromal,  chloral,  coca,  cocaine, 
codeine,  heroin,  marihuana,  morphine,  opium,  par- 
aldehyde, peyote,  or  sulphonmethane;  or  any  chemi- 
cal derivative  of  such  substance,”  as  non  refillable, 
the  druggist  must  place  the  statement  “Warning- 
May  be  habit  forming”  on  the  label. 

While  this  is  not  the  state  law,  to  avoid  the  possi- 
bility of  strict  enforcement  of  that  provision  of  the 
federal  law  by  the  Federal  Food  and  Drug  Admin- 
istration, all  physicians  should  mark  prescriptions 
containing  any  of  the  above  mentioned  narcotics  or 
hypnotics  as  non  refillable. 

1 he  Board  of  Pharmacy  Commissioners  recently 
notified  all  pharmacists  that  while  the  state  law  per- 
mits the  refilling  of  the  prescriptions  for  all  the 
above  mentioned  drugs  without  the  warning  label, 
unless  the  physician  directs  otherwise,  “unusual  or 
repeated  refillings  of  these  drugs  should  be  called  to 
the  attention  of  the  physician  for  authority  to  con- 
tinue refilling  same.” 

(Narcotic  preparations  are,  of  course,  also  subject 
to  the  restrictions  of  the  State  Uniform  Narcotic 
Drug  Law.) 

Your  cooperation  in  these  efforts  by  the  Federal 
Food  and  Drug  Administration,  the  Board  of 
Pharmacy  Commissioners  and  the  Dairy  and  Food 
Commission  to  confine  the  use  of  these  drugs  to  the 
limits  desired  by  you  in  the  treatment  of  your 
patients,  will  be  appreciated. 

Many  druggists  have  asked  this  Commission  to 
call  the  attention  of  physicians  to  the  necessity  of 
immediately  mailing  them  the  prescription  for  drugs 
dispensed  on  telephone  request.  The  druggist  must 
have  the  prescription  on  file  when  he  has  dispensed 
drugs  limited  by  lav7  or  labeling  to  prescription  sale. 
Please  help  him  obey  the  law. 

Connecticut  Dairy  & Food  Commission 
John  J.  Sweeney,  Commissioner 

January  14,  1944 
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FROM  THE  SECRETARY’S  OFFICE 


CREIGHTON  BARKER,  m.d. 

258  Church  Street  New  Haven 


Thomas  P.  Murdock  Reappointed  to 
Connecticut  Medical  Examining  Board 

Governor  Raymond  E.  Baldwin  has  reappointed 
Dr.  Thomas  P.  Murdock  to  be  a member  of  the 
Connecticut  Medical  Examining  Board  for  five 
years  commencing  January  i,  1944.  Dr.  Murdock 
first  became  a member  of  the  Examining  Board  in 
1930  to  serve  the  unexpired  term  of  Dr.  Robert  L. 
Rowley  of  Hartford  who  resigned. 

Council  Meeting 

The  regular  monthly  meeting  of  the  Council  was 
held  on  January  14  at  the  offices  of  the  Society  and 
many  matters  of  importance  were  discussed. 

The  special  committee  to  consider  the  inclusion 
of  x-ray  fees  in  the  Plan  for  Hospital  Care  made  a 
progress  report  to  the  Council.  Negotiations  in  this 
connection  have  not  yet  been  completed  and  the 
final  conclusions  with  respect  to  the  subject  have 
not  been  reached. 

The  subject  of  a Washington  office  for  the  Ameri- 
can Medical  Association,  or  for  certain  separate  state 
medical  societies,  was  presented  and  no  action  taken 
although  there  seemed  to  be  a unanimity  of  opinion 
in  the  Council  that  a Washington  office  for  Ameri- 
can Medicine  would  be  desirable. 

A proposal  that  the  Society  participate  directly 
as  an  organization  in  the  4th  War  Loan  campaign 
was  thoroughly  discussed  and  it  was  finally  con- 
cluded that  to  have  the  Society  do  this  would  cause 
confusing  duplication  in  community  efforts.  Physi- 
cians of  the  State  have  subscribed  liberally  to  the 
previous  War  Loans  through  their  community  com- 
mittees. 

Preliminary  consideration  was  given  to  nomina- 
tion of  officers  and  committees  for  the  year  1944- 
1945. 

The  Council  acting  as  the  State  Committee  for 
Procurement  and  Assignment  Service  discussed  the 


operation  of  the  Procurement  and  Assignment  Serv- 
ice and  the  recruitment  of  medical  officers  here  and 
the  state  chairman  for  Procurement  and  Assignment 
asked  the  members  of  the  State  Committee  to  recon- 
sider the  classifications  of  physicians  under  38  now 
classified  as  essential.  The  demands  for  medical 
officers  for  both  Army  and  Navy  continue  to  be 
urgent. 

Program  Committee 

The  Program  Committee  for  the  1944  Annual 
Meeting  has  met  to  consider  the  arrangements  of  a 
clinical  and  scientific  program  for  the  convention 
to  be  held  at  Bridgeport  and  final  arrangements  for 
that  program  will  be  announced  in  March. 

The  Trustees  of  the  Building  Fund 

With  the  decision  reached  at  the  special  meeting 
of  the  House  of  Delegates  in  December  that  the 
State  headquarters  building  for  the  Society  be 
located  in  New  Haven,  the  Trustees  of  the  Building 
Fund  have  progressed  rapidly  in  planning  and  view- 
ing possible  properties  that  would  be  suitable  and 
are  available.  It  appears  likely  that  certain  definite 
proposals  will  be  made  by  the  Trustees  in  the  near 
future. 

Committee  on  Inebriates  Study 

1 he  President  of  the  Society,  as  authorized  by  the 
Council,  has  appointed  an  advisory  committee  to  the 
Inebriate  Study  that  is  about  to  be  undertaken  by 
the  Department  of  Applied  Physiology  at  Yale  Uni- 
versity and  the  Connecticut  Prison  Association. 

Arthur  B.  Dayton,  New  Haven 
Leslie  R.  Angus,  Hartford 
Foster  E.  Priddy,  Hartford 
Louis  H.  Cohen,  Norwich 
Francis  M.  Shockley,  Newtown. 
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Affiliated  Units  in  Civilian  Defense 

The  U.  S.  Office  of  Civilian  Defense  has  an- 
nounced that  93  hospitals  and  medical  schools 
scattered  throughout  the  country  have  completed 
formation  of  “affiliated  units”  of  civilian  physicians 
which  w ill  be  available  to  either  OCD  or  the  Army 
in  the  event  of  need  for  setting  up  emergency  hos- 
pital facilities  in  their  respective  areas. 

Each  unit  is  composed  of  15  physicians,  surgeons 
and  other  specialists,  and  forms  a balanced  profes- 
sional staff.  OCD  will  use  the  units  to  supplement 
the  staffs  of  “emergency  base  hospitals”  located  in 
relatively  safe  zones  on  the  fringes  of  critical  areas 
in  case  it  is  necessary  to  transfer  civilian  patients  to 
these  hospitals  because  of  emergency  in  such  areas. 

The  units  will  be  called  upon  by  the  War  De- 
partment to  staff  extemporized  hospitals  should  there 
lie  a sudden  influx  of  battle  front  casualties,  or  some 
other  extraordinary  military  necessity,  requiring 
hospitals  and  physicians  beyond  the  immediate 
capacity  of  the  Army  in  any  particular  locality. 

The  OCD  affiliated  units  will  be  used  for  military 
emergency  purposes  only  in  or  near  the  communities 
in  which  the  staff  resides.  Their  duty  will  be  tem- 
porary and  they  will  be  replaced  by  Army  doctors 
as  quickly  as  the  Surgeon  General  of  the  Army  can 
make  the  necessary  assignments. 

Normally,  all  the  15  doctors  of  a unit  are  associ- 
ated with  a single  hospital.  Each  unit  includes:  a 
chief  and  assistant  chief  of  medical  services,  two 
general  internists,  a chief  and  assistant  chief  of  sur- 
gical services,  four  general  surgeons,  two  orthopedic 
surgeons,  one  dental  surgeon,  one  pathologist,  and 
one  radiologist. 

Physicians  accepted  for  service  in  the  units  re- 
ceive inactive  reserve  commissions  in  the  U.  S.  Pub- 
lic Health  Service,  but  will  be  called  to  active  duty 
by  the  Surgeon  General  (USPHS)  only  at  the  re- 
quest of  OCD.  When  a unit  is  needed,  either  to  staff 
an  emergency  base  hospital  or  to  assist  the  Army 
temporarily  in  a military  emergency,  the  physicians 
of  the  unit  will  be  placed  on  active  duty  for  the 
duration  of  that  particular  emergency. 

Organization  of  these  units  in  selected  commu- 


nities w ill  give  both  OCD  and  the  Army  organized 
emergency  hospital  staffs  which  can  be  called  upon 
in  time  of  need. 

Following  is  a list  of  units  in  Connecticut  com- 
pleted and  commissioned  by  the  Public  Health  Serv- 
ice up  to  October  30,  1943,  arranged  according  to 
Civilian  Defense  Regions: 

Lawrence  and  Memorial  Associated  Hospitals, 
New  London 

Meriden  Hospital,  Afleriden 

Stamford  Hospital,  Stamford 

Waterbury  Hospital,  Waterbury 

Yale  University  School  of  Medicine,  New  Haven. 

Health  and  Medical  Committee  Urged  to 
Assist  With  Wartime  Health  Problems 

Medical  advisory  councils  organized  in  the  de- 
velopmental period  of  civilian  defense  as  part  of 
the  Emergency  Medical  Service  of  local  defense 
councils  should  merge  with  health  and  medical  com- 
mittees of  the  Civilian  War  Services  branch  of 
defense  councils,  a recent  pamphlet  issued  by  the 
Office  of  Civilian  Defense  recommends.  In  addition 
to  advising  the  Chief  of  Emergency  Welfare  Serv- 
ice, the  committee  should  support  the  health  officer 
and  serve  as  a means  of  mobilizing  community  sup- 
port for  meeting  health  problems. 

The  purposes  of  the  health  and  medical  com- 
mittees suggested  in  the  pamphlet,  entitled  “Health 
Ser  vice  in  Wartime,”  are:  (1)  development  of  ade- 
quate wartime  coordinated  health  programs  in  each 
community  and  (2)  the  building  up  of  citizens’ 
understanding  and  participation. 

Membership  in  the  committee  should  include  the 
local  health  officer,  the  local  Chief  of  Emergency 
Medical  Service,  and  representatives  of  the  local 
welfare  and  education  departments,  of  the  medical 
and  nursing  professions,  of  organized  labor  and 
industry  or  farming,  and  of  the  voluntary  health 
and  social  agencies,  parent-teachers  associations,  and 
civic  groups. 

It  is  recommended  that  the  health  and  medical 
committee  of  a local  defense  council  act  as  a steer- 
ing committee  for  functional  subcommittees.  Be- 
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cause  health  and  medical  problems  vary  greatly 
among  communities,  the  pamphlet  does  not  present 
a blueprint  for  subcommittee  organization  and  work. 
It  does,  however,  list  examples  of  the  problems  that 
face  many  communities  in  wartime  and  suggests  how 
the  health  and  medical  committee  may  assist  in 
solving  them.  It  is  emphasized  that  the  work  of  the 
health  and  medical  committee  should  not  duplicate 
or  interfere  with  the  activities  of  other  agencies;  if 
an  adequate  working  group  has  been  established  in 
any  health  field,  it  should  be  requested  to  serve  as 
the  appropriate  subcommittee. 

Among  the  suggested  health  and  medical  problems 
which  the  program  of  the  health  and  medical  com- 
mittees of  defense  councils  might  include  are:  com- 
municable disease  control;  maternal  and  child  health, 
including  school  health  programs,  health  of  young 
workers,  and  day  care  for  children  of  working 
mothers;  accident  prevention;  nutrition  and  con- 
servation of  essential  foods;  environmental  sanita- 
tion; provision  of  medical  and  nursing  care,  and  the 
use  of  volunteers  in  health  programs. 

Army  Trains  Men  With  Poor  Vision  For 
Limited  Military  Service 

About  a thousand  men  a week,  a majority  of 
whom  were  rejected  for  active  military  service  be- 
cause of  defective  vision,  now  are  entering  the 
Army’s  Limited  Service  School  for  special  training, 
according  to  the  Better  Vision  Institute.  Aden  with 
visual  shortcomings  entering  the  school,  which  gives 
a month’s  intensive  training,  outnumber  two  to  one 
the  men  with  all  other  defects  combined.  These  men 
with  poor  eyesight  have  onlv  about  one-tenth  to 
one-twentieth  of  normal  vision.  Although  one  out 
of  seven  of  the  men  with  non  visual  shortcomings 
are  rehabilitated  for  general  military  service,  very 
few  of  the  men  with  eye  defects  are  reclassified  for 
general  service.  By  utilization  of  the  men  from  the 
school,  thousands  of  other  soldiers  have  been  released 
for  combat  service. 

Manual  on  Rescue  Techniques  Issued  by 
Office  of  Civilian  Defense 

Methods  of  rescuing  persons  trapped  in  buildings 
demolished  bv  high  explosive  bombs  or  in  wreck- 
age caused  by  other  types  of  disasters  are  described 
in  “A  Technical  Adanual  for  the  Rescue  Service,” 
a 142  page  publication  just  issued  by  the  Rescue 
Section  of  the  Adedical  Division  of  the  Office  of 
Civilian  Defense. 


The  Adanual  provides  a guide  for  the  organization 
of  the  Rescue  Service,  its  operation  in  disaster,  and 
plans  for  training.  It  is  explained  that  the  Rescue 
Service  in  the  U.  S.  Citizens  Defense  Corps  is  a 
specialized  service  primarily  developed  for  the 
rescue  of  persons  from  demolished  buildings  in 
which  fire  is  under  control  or  no  fire  has  occurred. 
Since  the  great  conflagrations  caused  by  incendiary 
bombs  require  the  entire  personnel  and  equipment 
of  the  Fire  Service,  firemen  cannot  be  spared  to  dig 
into  ruins  for  persons  buried  in  debris,  the  introduc- 
tion points  out. 

Adost  of  the  Adanual  is  devoted  to  a detailed  pre- 
sentation of  actual  rescue  techniques,  describing  how 
buildings  collapse,  the  various  stages  of  rescue, 
methods  of  locating  casualties,  and  how  to  reach 
them.  Directions  are  given  for  clearance  of  debris, 
for  trenching  and  tunneling  through  ruins  of  build- 
ings, and  for  shoring  and  demolition.  A chapter 
describes  the  use  of  ladders,  ropes,  and  lashings. 
Other  chapters  present  specific  instructions  on  rescue 
in  the  presence  of  common  gases  such  as  utility 
gases,  sewer  gas,  and  refrigerants,  and  on  the  special 
methods  necessary  in  rescuing  persons  from  areas  in 
which  war  gases  have  been  used. 

Explicit  instructions  are  given  concerning  equip- 
ment for  rescue  squads  and  for  individual  members 
of  squads.  There  are  chapters  on  respiratory  pro- 
tective equipment;  lighting,  gas  detection,  and  ven- 
tilating equipment;  and  the  special  working  equip- 
ment needed  for  rescue  work,  including  oxyacety- 
lene  cutting  apparatus. 

Emphasis  is  placed  on  the  training  of  rescue  per- 
sonnel in  the  emergency  field  care  of  the  injured. 
It  is  pointed  out  that  rescue  workers  are  usuallv 
the  first  to  reach  trapped  casualties  and  that  they 
must  know  how  to  render  essential  first  aid.  The 
Adedical  Division  has  just  issued  a manual  entitled 
“Field  Care  and  Transportation  of  the  Injured,”  for 
the  training  of  rescue  workers,  ambulance  drivers 
and  attendants,  stretcher  bearers,  and  non  medical 
members  of  Adobile  Adedical  Teams. 

The  new  rescue  manual  is  based  in  part  on  pub- 
lications of  the  U.  S.  Bureau  of  Adines  and  on  the 
Rescue  Service  Adanual  issued  by  the  British  Adin- 
istry  of  Home  Security.  Other  sources  of  informa- 
tion included  the  War  and  Navy  Departments,  the 
U.  S.  Department  of  Labor,  the  Associated  General 
Contractors  of  America,  and  the  National  Rescue 
Association. 

The  Office  of  Civilian  Defense,  in  cooperation 
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with  the  Bureau  of  Mines,  has  sponsored  two  train- 
ing schools  in  rescue  techniques  and  in  instructional 
methods  for  State  Chiefs  of  Rescue  Service  and 
local  Chiefs  of  large  cities.  The  first  was  held  in 
Pittsburgh,  October  4-14,  and  the  second  in  Berke- 
ley, California,  November  8-18.  The  instructors 
trained  in  these  schools  are  aiding  in  the  develop- 
ment of  rescue  training  programs  in  the  States  and 
local  communities. 

The  above  publications  may  be  identified  in  the 
following  manner:  “A  Technical  Manual  for  the 
Rescue  Service”— OCD  Publication  2216;  “Field 
Care  and  Transportation  of  the  Injured”— OCD  Pub- 
lication 2215. 

Amendment  to  Agreement  Regarding  Tem- 
porary Hospitalization  and  Medical  Care 
Necessitated  by  Enemy  Action  to  Civilians 

1.  PAYMENTS  TO  HOSPITALS 

Under  the  agreement  of  above  dates,  the  Public 
Health  Service  planned  to  pay  $3.75  per  patient  day 
for  hospitalization  of  patients  of  the  Emergency 
Medical  Service  in  both  Casualty  Receiving  Hos- 
pitals and  Emergency  Base  Hospitals.  This  rate  was 
based  upon  that  in  effect  for  government  hospitals 
at  the  time  of  the  agreement  as  established  by  the 
Federal  Board  of  Hospitalization.  Effective  July  1, 
1943,  the  Federal  Board  of  Hospitalization  has  raised 
the  per  diem  for  government  hospitals  to  $4.25, 
and  this  change  has  been  approved  by  the  President. 
It  is  hereby  agreed  that,  effective  July  1,  1943,  the 
Public  Health  Service  will  pay  hospitals  for  the  care 
of  patients  of  the  Emergency  Medical  Service  at 
the  per  diem  rate  of  $4.25. 

2.  PAYMENT  FOR  NURSES  AT  EMERGENCY  BASE 

HOSPITALS 

The  original  agreement  does  not  include  as  a 
Federal  responsibility  payments  to  nurses  at  Emer- 
gency Base  Hospitals.  The  problems  created  by  the 
increasing  shortages  of  nurses  and  the  necessity  for 
obtaining  commitments  from  individual  nurses  to 
serve  at  Emergency  Base  Hospitals  now  make  it  de- 
sirable to  change  the  previous  policy.  It  is  hereby 
agreed  that,  effective  July  1,  1943,  the  Public  Health 
Service  will  pay  the  salaries  of  a limited  number  of 
graduate  nurses  to  be  recruited  by  the  Emergency 
Medical  Service  to  supplement  the  nursing  staffs  of 
institutions  designated  as  Emergency  Base  Hospitals 
if  and  when  such  Hospitals  are  activated. 


3.  PAYMENT  FOR  TRANSPORTATION  OF  PATIENTS  TO 
EMERGENCY  BASE  HOSPITALS 

No  provision  was  made  in  the  original  agreement 
for  the  use  of  Federal  funds  to  pay  for  the  trans- 
portation of  patients  to  Emergency  Base  Plospitals. 
In  order  to  expedite  such  transportation  under  the 
stress  of  enemy  action,  it  is  desirable  that  Federal 
funds  be  made  available  to  pay  such  costs.  It  is 
hereby  agreed  that,  effective  July  1,  1943,  the  Public 
Health  Service  will  pay  the  necessary  minimum  cost 
for  the  transportation  of  patients  ordered  by  re- 
spective State  Chiefs  of  Emergency  Medical  Service 
to  be  transferred  to  Emergency  Base  Hospitals. 

OCD  and  American  Hospital  Association 
Launch  Plan  to  Recruit  Men  for  Volunteer 
Hospital  Service 

To  assist  in  relieving  the  nationwide  shortage  of 
manpower  in  hospitals,  the  U.  S.  Office  of  Civilian 
Defense  and  the  American  Hospital  Association  are 
jointly  sponsoring  a plan  to  recruit  men  volunteers 
to  perform  many  of  the  less  skilled  tasks.  In  a joint 
statement  the  two  agencies  point  out  that  business- 
men, laborers,  and  white  collar  workers  are  already 
assisting  in  the  care  of  patients  and  property,  as  weil 
as  in  maintenance  work  and  operation,  in  hospitals 
in  several  communities. 

Local  defense  councils  stand  ready  to  assist  hos- 
pital administrators  in  publicizing  the  needs  of  their 
hospitals  and  in  recruiting  volunteers.  The  state- 
ment, which  is  addressed  to  hospitals,  announces  that 
the  Civilian  Defense  Volunteer  Offices  will  canvass 
the  sources  of  supply,  appeal  to  the  public  through 
press  and  radio,  and  provide  speakers  to  recruit  vol- 
unteers through  men’s  organizations.  Health  and 
medical  committees  of  the  War  Services  Board  of 
the  local  defense  council,  on  which  hospitals  are 
represented,  may  ascertain  the  extent  of  the  man- 
power problem. 

It  is  recommended  that  hospitals  determine  what 
tasks  men  volunteers  can  take  over,  determine  how 
to  arrange  schedules  so  that  the  men  can  be  used, 
and  make  arrangements  within  the  hospital  for  selec- 
tion, training,  organization,  and  supervision.  There 
should  be  a director  of  volunteers,  who  would  be 
responsible  for  selecting  and  scheduling  the  volun- 
teers. In  addition  to  specific  training,  special  atten- 
tion should  be  given  to  orientation  in  the  traditions, 
ethics,  policies,  procedures,  and  physical  layout  of 
the  hospital,  the  statement  advises. 
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A special  announcement  recently  sent  to  defense 
councils  pointed  out  that  each  hospital  will  wish  to 
work  out  the  details  of  training  to  conform  to  its 
own  organization  and  procedures. 

To  stimulate  morale  and  efficiency,  it  is  suggested 
that  the  “Hospital  Men  Volunteers”  be  designated 
a special  unit  of  the  U.  S.  Citizens  Service  Corps.  A 
standard  uniform  of  a grey  coat  of  three-quarter 
length,  with  the  insigne  of  the  Citizens  Service  Corps 
on  the  sleeve,  is  recommended  for  adoption. 

The  program  to  extend  volunteer  services  for 
men  has  been  worked  out  by  the  Medical  Division 
and  the  War  Services  Branch  of  the  Office  of  Civilian 
Defense.  OCD  has  been  guided  by  a committee  of 
the  American  Hospital  Association  appointed  to 
advise  the  War  Services  Branch  on  the  program. 
Members  of  the  committee  include:  Mr.  Frederick 
D.  Grave,  New  Haven,  Connecticut,  director  of 
men  volunteers,  New  Haven  Hospitals;  Dr.  Jack 
Masur,  Hospital  Officer,  Medical  Division,  Office  of 
Civilian  Defense,  Washington,  D.  C.;  Miss  Marian 
Randall,  Chief  Nurse,  Medical  Division,  Office  of 
Civilian  Defense,  Washington,  D.  C.;  Mr.  Frank 
Walter,  Denver,  Colorado,  president,  American 
Hospital  Association,  ex  officio;  Dr.  George  Baehr, 
Chief  Medical  Officer,  Office  of  Civilian  Defense, 
Washington,  D.  C. 

Limited  Service  Waivers 

What  are  the  implications  of  waivers  for  known 
physical  defects  which  physicians  sign  upon  being 
appointed  for  limited  service  in  the  Army  Medical 
Corps? 

The  answer  to  this  recurrent  question  is  clarified 
in  a recent  opinion  on  the  subject  made  by  the  Office 
of  The  Judge  Advocate  General  of  the  Army.  The 
opinion,  released  by  the  Procurement  and  Assign- 
ment Service  of  the  War  Manpower  Commission,  is 
as  follows: 

“Response  is  made  to  your  oral  inquiry  whether 
acknowledgment,  on  the  accompanying  form,  of 
existing  physical  defects  would  preclude  a person 
from  thereafter  claiming  benefits  to  which  he  would 
otherwise  be  entitled  on  account  of  the  service  con- 
nected aggravation  of  such  defects.  As  to  the  defects 
acknowledged,  the  execution  of  such  an  instrument 
merely  provides  additional  evidence  of  their  exist- 
ence, and  to  that  extent  would  operate  to  preclude 
the  person  involved  from  thereafter  claiming  bene- 
fits on  account  of  them.  It  is  the  opinion  of  this 
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office,  however,  that  the  mentioned  form  does  not 
purport  to  be  a waiver  of  possible  future  benefits  to 
which  the  individual  might  become  entitled  by 
reason  of  any  service-connected  aggravation  of  such  ! 
defects,  and  would  not  operate  to  deprive  the  indi- 
vidual of  any  possible  benefits  on  account  of  such 
aggravation.” 

War  Medicine:  Vol.  4,  No.  5,  November 
1943 

With  three  papers  in  this  field,  neuropsychiatry 
again  leads  in  the  November  issue  of  War  Medicine. 
Lieutenants  Pennington  and  Mearin,  USNR,  present 
a discussion  of  the  most  satisfactory  methods  of 
eliminating  from  service  men  with  old  cranio- 
cerebral injuries,  F.  P.  Moersch  of  The  Mayo  Clinic 
discusses  the  psychoneuroses  of  war  including  the 
new  forms  discovered  in  the  present  war,  and  Cap- 
tain Nathan  Blackman,  MC— AUS,  in  his  paper  on 
“The  Psychopathic  Military  Prisoner”  pleads  for 
“the  group  of  men  who  will  walk  the  main  streets 
and  highways  with  crumpled  yellow  dishonorable 
discharge  certificates  in  their  pockets.” 

The  reactions  of  high  altitudes  are  discussed  in 
two  papers,  “Effect  of  Simulated  High  Altitudes  on 
Subsequent  Work  Output”  by  Lieutenant  E.  E. 
Foltz,  MC— AUS,  and  Dr.  A.  C.  Ivy  of  Chicago,  and 
“Syncopal  Reactions  During  Simulated  Exposure  to 
High  Altitude  in  Decompression  Chamber”  by  a 
Cincinnati  group  of  physicians.  Three  other  papers 
of  varying  interest  are  found  in  this  issue:  “Dysen- 
teries and  Diarrheas,”  a discussion  of  their  import- 
ance in  the  military  service  by  Colonel  George  R. 
Callender,  MC— USA;  “The  Heart  in  Dengue,”  a 
report  of  observations  made  among  navy  and  marine 
combat  units  in  the  South  Pacific  by  Commander 
Albert  S.  Hyman,  MC-USNR;  and  “‘Pulsating’ 
Hematoma  (False  Aneurysm)”  by  Major  William  C. 
Beck,  iMC-AUS. 

A copy  of  Circular  Letter  No.  178,  S.  G.  O. 
L^SA,  twenty-two  pages  of  Abstracts  from  Current 
Literature,  and  a few  book  reviews  complete  the 
issue. 

War  Medicine:  Vol.  4,  No.  6,  December 
1943 

The  predominant  subject  in  this  latest  issue  of 
W ar  Medicine  is  again  in  the  field  of  neuropsy- 
chiatry. “Hypnosis  in  Treatment  of  Neurosis  Due 
to  War  and  to  Other  Causes”  by  Charles  Fisher, 
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m.d.,  Brooklyn;  “Physical  Treatments  of  Acute 
Psychiatric  States  in  War”  by  William  Sargant, 
m.d.,  (Cantab.),  m.r.c.p.,  d.p.m.,  London;  “Manual 
of  Emergency  Treatment  for  Acute  War  Neuroses” 
by  Lawrence  S.  Kubie,  m.d.,  New  York;  “Hysterical 
Homonymous  Hemianopsia  with  Hemiplegia  and 
Hemianesthesia”  by  three  officers,  of  the  Medical 
Corp,  AUS;  and  “Minnesota  Multiphasic  Personal- 
ity Inventory”  by  Major  Carleton  W.  Leverenz, 
MC— AUS  make  up  the  larger  part  of  this  issue. 

Lieutenant  Commander  John  R.  Cavanaugh, 
MC— V(S),  USNR,  discusses  “Den  gue:  Observa- 
tions on  the  Disease  as  Seen  in  the  South  Pacific 
Area.”  There  is  an  article  on  “Pentothal  Sodium 
Anesthesia  in  Neurologic  Surgery”  by  Major  Barnes 
Woodhall,  MC— AUS,  another  on  “Management  of 
Meningococcic  Infections  at  the  Station  Hospital, 
Fort  Benning,  Ga.,”  by  two  medical  officers  of  AUS, 
and  a third  on  “Improvement  of  Visual  and  Other 
Functions  by  Cold  Hip  Baths”  by  three  experts  in 
Chicago.  The  discussion  of  pentothal  sodium  anes- 
thesia opens  up  new  possibilities  for  its  use  in  major 
cranial  wounds  among  military  casualties.  The  dis- 
cussion of  cold  hip  baths  should  interest  many  read- 
ers because  of  the  observations  recorded. 

Current  literature  abstracts  and  one  book  review 
complete  this  issue. 

Method  of  Feeding  Abdominal  Wounds 

P.  A.  Panikov  in  the  first  issue  of  the  American 
Review  of  Soviet  Medicine  reports  his  experience 
with  Spasokukotski’s  method  of  feeding  abdominal 
wounds.  Having  fully  justified  itself  in  peacetime 
abdominal  surgery,  this  method  is  now  being  applied 
to  war  surgery  in  the  Soviet  Republic  in  order  to 
raise  the  resistance  of  the  organism,  which  in  its 
postoperative  state  is  forced  to  remain  for  some 
time  on  a starvation  and  then  on  a very  sparing  diet. 

d he  technique  of  feeding  together  with  the  re- 
sults obtained  as  reported  in  the  Review  are  here- 
with quoted:  “After  each  portion  of  the  intestines 
of  the  wounded  undergoing  the  operation  has  been 
examined,  a trocar  is  introduced  into  the  initial  part 
of  the  emptied  intestine.  If  the  empty  intestine 
should  contain  a wound,  then  the  trocar  is  intro- 


duced into  this  aperture.  The  trocar  is  sutured  into 
place  with  silk  thread.  Through  a rubber  tube  about 
60-70  cm.  long,  which  is  attached  to  the  trocar,  a 
high  calory  food  mixture  is  introduced  into  the 
intestine.  This  food  mixture  is  composed  of:  400 
cc.  natural  milk;  50  c.c.  sweet  butter;  2 eggs:  50 
grams  of  sugar;  3-5  grams  of  salt;  50-70  c.c.  distilled 
alcohol.  1 he  mixture  is  prepared  in  advance  and 
heated  to  body  temperature.  After  this  compound 
has  been  introduced,  the  trocar  is  removed,  the  silk 
withdrawn,  and  the  wound  closed.  For  greater 
security,  a second  layer  of  sutures  may  be  made 
with  catgut. 

In  our  day-to-day  work  we  could  not  always 
get  enough  milk  and  eggs.  We  then  used  canned 
milk  instead  of  natural  milk— 700  cc.  of  evaporated 
milk  diluted  with  300  cc.  of  distilled  water.  In  such 
cases  we  did  not  use  any  eggs  in  the  food  mixture. 

“The  satisfactory  effects  of  the  Spasokukotski 
method  of  feeding  were  sometimes  evident  on  the 
operating  table  itself.  Frequently  we  observed  the 
color  return  to  the  cheeks,  the  lips  become  red  and 
warm  to  the  touch.  In  the  majority  of  cases,  the 
patients  fell  asleep  at  the  end  of  the  operation.  The 
intestines,  instead  of  being  flaccid  and  pale,  gener- 
ally became  dilated,  plethoric,  and  obviously  peri- 
staltic. 1 he  pulse  became  rhythmic,  the  beat  much 
clearer,  and  the  breathing  deep  and  regular. 

“The  injured  were  able  to  go  through  the  post- 
operative period  with  much  less  pain.  The  general 
appearance  of  the  wounded  was  satisfactory  from 
the  very  first  days.  Peristalsis  was  normal  at  the  end 
of  the  second  or  the  beginning  of  the  third  day. 
From  the  third  to  the  fifth  day,  the  patient  showed 
a desire  to  eat.” 

Social  Security  in  Mexico 

On  January  1,  1944  Mexico  established  its  new 
social  security  system,  the  office  of  the  Coordinator 
of  Inter-American  Affairs  informs  us.  This  new 
system  carries  with  it  an  initial  appropriation  of 
50,000,000  pesos,  half  of  which  will  be  paid  by  em- 
ployers and  employees  and  half  by  the  federal  gov- 
ernment. The  program  includes  complete  hospital 
and  clinic  service  for  workers  and  their  families. 


GOT  A MATCH  ? You  don’t  need  to  have,  to  test  for  urine  sugar 
with  the  new  “Galatest”  method,  which  dispenses  with  the  need  for  bunsen 
burner  and  other  laboratory  equipment.  A single  drop  of  urine  on  a few 
grains  of  Galatest  powder  instantly  reveals  the  presence  or  absence  of  sugar. 
Price?  $1.00  per  hundred  tests.  The  Professional  Equipment  Co. 


(See  PAGE  2) 
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NEWS  FROM  WASHINGTON 


The  first  session  of  the  78th  Congress  adjourned 
December  21,  1943.  The  second  session  convened  at 
noon  January  10,  1944.  All  pending  legislation  re- 
tained its  legislative  status.  New  appropriations  were 
made  for  the  obstetrical  and  pediatric  care  for  wives 
and  infants  of  enlisted  men  and  an  appropriation  was 
made  for  the  expense  of  relocation  of  physicians  in 
areas  in  need  of  medical  personnel. 

FUNDS  FOR  OBSTETRICAL  AND  PEDIATRIC  CARE  OF  WIVES 
AND  INFANTS  OF  ENLISTED  MEN 

On  September  20  the  President  transmitted  to  the 
Congress  supplemental  estimates  of  appropriations 
for  the  Department  of  Labor  for  the  fiscal  year  1944 
amounting  to  $18,633,000  for  a continuation  of  the 
obstetric  and  pediatric  program  for  the  wives  and 
infants  of  servicemen.  These  estimates  were  referred 
to  the  House  Committee  on  Appropriations  which, 
on  September  21,  formulated  and  caused  to  lie  in- 
troduced in  the  House  a joint  resolution,  H.  J.  Res. 
159,  to  make  available  additional  funds,  recommend- 
ing $18,600,000  for  allotments  to  the  several  States 
plus  $20,000  for  administrative  purposes. 

On  September  22,  this  joint  resolution  was  favor- 
ably reported  by  the  Committee  and  was  called  up 
for  consideration  on  the  floor  of  the  House  on  the 
same  day.  As  reported  to  the  House,  this  joint  reso- 
lution, as  far  as  it  related  to  the  sums  to  be  allotted  to 
the  several  States,  read  as  follows: 

“Resolved  by  the  Senate  and  House  of  Repre- 
sentatives of  the  United  States  of  America  in  Con- 
gress assembled,  That  the  following  sums  are  appro- 
priated, out  of  any  money  in  the  Treasury  not 
otherwise  appropriated,  for  the  fiscal  year  ending 
June  30,  1944,  under  the  Children’s  Bureau,  Depart- 
ment of  Labor,  namely: 

“Grants  to  States  for  emergency  maternity  and 
infant  care  (national  defense):  For  an  additional 
amount  for  grants  to  States,  including  Alaska, 


Hawaii,  Puerto  Rico,  and  the  District  of  Columbia, 
to  provide,  in  addition  to  similar  services  otherwise 
available,  medical,  nursing,  and  hospital  maternity 
and  infant  care  for  wives  and  infants  of  enlisted 
men  of  the  fourth,  fifth,  sixth,  and  seventh  grades  in 
the  armed  forces  of  the  United  States,  under  allot- 
ments by  the  Secretary  of  Labor  and  plans  developed 
and  administered  by  State  health  agencies  and  ap- 
proved by  the  Chief  of  the  Children’s  Bureau, 
$18,600,000:  Provided,  That  this  appropriation  may 
be  used  for  payment  of  commitments  made  prior  to 
October  1,  1943,  in  the  cases  of  wives  and  infants  of 
enlisted  men  in  grades  one,  two,  and  three.” 

While  H.  J.  Res.  159  does  not  contain  the  proviso 
inserted  in  the  Department  of  Labor  Appropriation 
Act,  1944,  under  which  the  Children’s  Bureau  is 
forbidden  to  promulgate  or  carry  out  any  instruc- 
tion, order  or  regulation  relating  to  the  care  of 
obstetrical  cases  which  discriminates  between  per- 
sons licensed  under  state  laws  to  practice  obstetrics, 
the  report  of  the  House  Committee  on  Appropria- 
tions that  accompanied  this  House  joint  resolution 
contained  this  paragraph: 

“These  funds  will  be  administered  in  the  same 
manner  as  the  initial  appropriation  for  the  current 
fiscal  year  and  the  provisions  of  the  Department  of 
Labor  Appropriation  Act,  1944,  applicable  to  the 
present  appropriation  will  be  observed  by  the  Bureau 
in  the  administration  of  the  funds  granted  in  this 
joint  resolution.” 

During  the  course  of  the  discussion  of  the  joint 
resolution  on  the  floor  of  the  House,  Representative 
Smith  of  Ohio  submitted  the  following  amendment: 

O 

“Amendment  offered  by  Mr.  Smith  of  Ohio:  On 
page  2,  line  6,  after  the  period  insert  the  following 
sentence:  ‘The  care  provided  under  the  foregoing 
appropriation  shall  be  provided  in  the  form  of  a cash 
allotment  made  directly  to  the  wives  and  to  the 
mothers  of  the  infants  who  are  entitled  to  such 
care.” 
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The  objections  offered  to  the  Smith  amendment 
may  be  epitomized  by  the  following  quotation  from 
a statement  made  by  Representative  Keefe  of  Wis- 
consin: 

“This  money  is  reserved  for  the  wives  of  soldiers 
who  are  in  a situation  where  they  need  the  assistance 
which  is  provided  under  this  law  and  I will  say  that 
the  amount  that  has  been  set  up,  at  least  so  far  as  the 
doctors  tell  me  in  my  community,  is  in  line  with  the 
general  fees  which  they  receive  in  this  type  of  serv- 
ice and  they  are  pretty  well  satisfied  with  the  situa- 
tion. If  you  are  going  to  turn  this  money  over  and 
give  it  to  every  soldier’s  wife  who  is  expecting  a 
child,  she  could  spend  it  as  she  pleased,  then  you 
would  be  no  longer  in  line  with  the  spirit  and  pur- 
pose of  this  act  and  you  are  just  passing  a bill  to 
provide  a sort  of  gratuitous  pension  to  pay  the  wife 
of  every  soldier  a stipulated  amount  to  spend  as  she 
pleases.  I have  confidence  in  most  of  them,  but  I 
remember  back  in  the  days  before  we  passed  the 
illegitimacy  statute  in  my  State,  which  principle 
became  a general  law  throughout  the  country,  that 
case  after  case  was  settled  by  the  mother  where  she 
got  $200,  $300,  $500,  or  whatever  the  father  would 
pay  and  she  took  that  money  and  bought  a fur  coat, 
or  went  out  and  spent  it,  and  the  child  became  the 
ward  of  the  parent,  the  grandparents,  or  a public 
charge;  so  we  had  to  pass  a law  that  required  that 
before  the  settlement  would  be  approved  payments 
made  in  those  cases  would  have  to  be  turned  over  to 
a trustee  to  see  to  it  that  the  doctor’s  bill  was  paid, 
that  the  hospital  bill  was  paid,  and  that  the  money 
went  for  the  child  for  which  it  was  intended.” 

In  support  of  his  amendement,  Representative 
Smith  said,  in  part,  as  follows: 

“There  is  no  more  reason  why  the  Federal  Gov- 
ernment should  supervise  the  expenditure  of  that 
money  than  there  is  for  the  Federal  Government  to 
supervise  the  expenditure  of  the  money  which  goes 
for  allotments  to  these  women,  or  which  goes  to 
soldiers  in  the  form  of  pensions.  Having  practiced 
medicine  I know  that  there  are  practical  situations 
where  provisions  like  we  have  in  the  law  at  the 
present  time  do  work  a hardship  or  at  least  do  pre- 
vent the  woman  from  using  this  money  in  the  most 
expeditious  and  best  manner. 

“Ask  the  women  who  have  had  more  than  one 
baby  and  they  will  tell  you  that  the  second  baby  or 
the  third  baby  comes  more  easily  than  the  first.  That 
woman  may  feel  she  does  not  need  hospital  care; 
she  may  be  able  to  save  at  least  part  of  the  $84  or 


1 13 

$85,  or  whatever  the  amount  is,  to  buy  shoes  for 
some  of  the  children  that  have  already  been  born,  or 
to  buy  meat  and  clothing,  and  if  she  should  be  able 
to  save  some  of  that  money  and  still  take  care  of  her 
confinement,  why  should  she  not  be  allowed  to  do 
that?  ...  I just  want  to  repeat  what  I said  a 
moment  ago;  why  should  we  not  put  more  trust  in 
the  soldiers’  wives?  The  soldiers  are  out  fighting  this 
war,  and  we  are  leaving  it  to  them  to  fight  the  war. 
Why  not  put  a little  confidence  in  these  women  who 
are  staying  at  home  and  going  through  the  valley  of 
the  shadow  of  death?” 

Fhere  was  no  roll  call  on  the  Smith  amendment 
but  the  Congressional  Record  for  September  22  indi- 
cates that  it  was  defeated  by  a vote  of  115  to  8. 
Thereafter  H.  J.  Res.  159  was  passed  without  a dis- 
senting vote,  327  congressmen  voting  in  favor  of 
passage  and  103  not  voting.  A subcommittee  of  the 
Senate  Committee  on  Appropriations  scheduled  a 
brief  hearing  on  the  joint  resolution  September  24. 
There  was  inserted  in  the  record  the  resolution 
adopted  by  the  House  of  Delegates  in  June  in  which 
the  recommendation  was  made  that  the  federal 
money  authorized  for  this  program  be  made  avail- 
able in  the  form  of  allotments  to  the  wives  of  serv- 
icemen. The  Committee,  however,  reported  the 
joint  resolution  to  the  Senate  the  afternoon  of  the 
morning  on  which  the  hearing  was  held  without 
amendment.  It  passed  the  Senate  on  September  28, 
without  amendment,  and  was  approved  by  the  Presi- 
dent October  1,  as  Public  Law  No.  156. 

FEDERAL  FUNDS  FOR  RELOCATION  OF  PHYSICIANS 

The  transmitted  estimates  contained  the  following- 
proviso: 

“That  the  Surgeon  General  is  authorized,  on  re- 
quest of  a State  health  department,  ( 1 ) to  assign 
medical  and  dental  personnel  of  the  Public  Health 
Service  to  areas  found  to  be  in  critical  need  of 
additional  medical  and  dental  services,  such  services 
to  be  furnished  the  public  in  accordance  with 
schedules  of  fees  approved  by  the  State  health  de- 
partments and  the  Surgeon  General  of  the  United 
States,  which  fees  shall  be  collected  by,  and  used  at 
the  direction  of,  the  State  departments  of  health,  to 
defray  the  expenses  thereof  incident  to  the  rendi- 
tion of  such  medical  and  dental  services,  the  balances 
at  the  end  of  the  fiscal  year  to  be  covered  into  the 
Treasury  as  miscellaneous  receipts,  and  (2)  to  enter 
into  agreements  with  private  practicing  physicians 
and  dentists  under  which,  in  consideration  of  the 
payment  to  them  of  a relocation  allowance  of  not 
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to  exceed  $250  per  month  for  three  months  and  the 
actual  cost  of  travel  and  transportation  of  the  physi- 
cian or  dentist  and  his  family  and  household  effects 
to  the  new  location,  such  physician  or  dentist  will 
agree  to  move  to  and  engage  in  the  practice  of  his 
profession  in  such  area  for  a period  of  not  less  than 
one  year.” 

These  estimates  were  referred  to  the  House  Com- 
mittee on  Appropriations. 

Hearings  were  conducted  by  a subcommittee  of 
the  House  Committee  early  in  October  and  Dr. 
Frank  H.  Lahey,  Chairman,  Directing  Board  of  the 
Procurement  and  Assignment  Service,  and  Dr. 
Thomas  Parran,  Surgeon  General,  United  States 
Public  Health  Service,  supported  the  supplemental 
appropriation  requested.  Dr.  Lahey  stated,  in  part: 

“I  come  before  you  today  to  support  an  estimate 
which  you  will  be  considering  for  about  $1,000,000 
for  the  Public  Health  Service  to  pay  the  expenses  of 
relocating  about  600  physicians  and  dentists  to  meet 
the  most  urgent  situations  of  civilian  needs.  As  I 
understand  it,  Dr.  Parran  will  be  before  you  shortly 
to  explain  in  detail  how  this  money  will  be  expended 
but  in  view  of  the  fact  that  the  surveys  of  critical 
areas  which  in  part  were  the  basis  for  this  request 
are  a joint  responsibility  of  the  Procurement  and 
Assignment  Service  and  the  Public  Health  Service, 
and  in  view  of  the  fact  further  that  Governor  Mc- 
Nutt has  such  close  responsibility  for  the  two  organ- 
izations, we  wanted  to  make  it  clear  that  the  program 
is  a joint  one. 

“The  Army  has,  I think,  today  around  39,600  doc- 
tors and  the  Navy  has  9,600. 

“Due  to  the  fact  also  that  there  has  been  such  a 
shift  of  population,  variously  estimated  at  from  5 to 
6 million,  as  a result  of  war  industries  and  canton- 
ments, and  so  on,  one  of  our  very  serious  problems 
has  been  to  provide  medical  care  for  regions  that  are 
overpopulated  and  for  other  regions  depleted  by 
enlistments  and  particularly  by  doctors  moving  out. 

“You  can  only  meet  this  situation  by  so-called  dis- 
locations, that  is,  getting  doctors  to  move  from  one 
place  to  the  other;  and  that  is  not  very  easy  when 
a man  has  to  leave  a place  in  which  he  has  been  most 
of  his  life  and  has  invested  considerable  in  the  way 
of  offices  and  home,  or  where  his  family  is  estab- 
lished, and  move  to  another  place  which  is  less  com- 
fortable, and  which  w ill  probably  not  exist  after  the 
war.  In  many  cases  under  the  present  circumstances 
he  has  to  do  that  by  giving  up  his  income  and  defray- 
ing his  own  expense  for  travel,  and  he  has  to  find  a 


place  to  live  and  set  up  his  office  and  provide  the 
equipment  out  of  his  income. 

“In  addition  to  that  he  has  to  do  it  with  no  reward 
in  the  way  of  a military  uniform  or  even  in  the  way 
of  temporary  security. 

“It  seemed  to  the  Procurement  and  Assignment 
Service,  and  the  Public  Health  Service  officials  with 
whom  we  have  worked  so  harmoniously,  that  sur- 
veys should  be  made  for  these  depleted  areas,  and 
that  there  should  be  a combined  effort  with  the 
Public  Health  Service  to  meet  some  of  the  medical 
cares  problems. 

When  you  cannot  get  doctors,  and  when  a place 
does  not  have  a doctor,  and  it  has  not  been  unusual 
in  a few  instances  for  there  to  be  a place  where  there 
are  no  doctors  at  all,  then  the  Public  Health  Service 
has  stepped  in  to  the  picture  to  see  if  some  way 
might  not  be  found  to  give  relief.  A survey  is  made, 
and  it  has  been  demonstrated  that  there  are  213 
communities— and  this  survey  is  still  incomplete— 
that  need  physicians,  particularly,  and  dentists,  and 
we  found  that  they  need  a minimum  of  295  physi- 
cians and  53  dentists.  That  survey  is  incomplete.  It 
is  probable  that  the  number  needed  is  a great  many 
more  than  that.” 

Surgeon  General  Parran  submitted  for  the  record 
a list  of  communities,  2 1 3 in  number,  in  critical  need 
of  medical  services  and  the  number  of  physicians 
and  dentists  required  to  meet  that  need,  293  physi- 
cians and  53  dentists.  During  the  course  of  his  testi-. 
mony  the  following  colloquy  took  place  between 
the  Chairman  of  the  Subcommittee,  Representative 
Clarence  Cannon  of  Missouri,  and  Dr.  Parran: 

I he  Chairman.  \ ou  know,  Doctor,  this  is  an  in- 
novation and  a departure,  and  some  of  the  medical 
profession  consider  it  iconoclastic.  It  is  not  a pro- 
gram that  the  committee  would  want  to  recommend 
to  the  House  or  to  the  country  unless  there  were 
real,  serious,  urgent  need  for  it. 

1 wonder,  in  making  up  this  program,  whether 
\ ou  have  consulted  with  the  medical  associations  and 
the  State  departments  of  health,  and  have  you  had 
the  concurrence  of  medical  authorities  and  medical 
associations? 

Dr.  Parran.  We  have,  Mr.  Chairman. 

“The  Chairman.  And  State  officials,  in  this  pro- 
gram? 

Di.  Pan  an.  I he  Public  Health  Service  always 
has  v oiked  veiy  closely  with  the  medical  profession. 

In  this  plan  we  have  set  up  a number  of  steps  which 
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might  be  considered  complicated,  just  to  safeguard 
ourselves  against  any  possible  basis  for  the  allegation 
that  you  mentioned.  Last  fall  we  had  a meeting  with 
the  Medical  Participation  Committee  of  the  Ameri- 
can Medical  Association,  which  is  the  authoritative 
committee  representing  that  association.  The  plan 
was  presented  to  them.  A month  or  two  earlier  than 
that,  I presented  the  program  to  the  trustees  of  the 
American  Medical  Association,  and  in  each  instance 
we  found  a very  favorable  response.  In  fact,  that 
group  went  on  record  in  saying  that  they  thought 
that  we  would  need  five  or  six  hundred  doctors  to 
meet  these  most  urgent  shortages. 

“As  you  know,  in  the  War  Manpower  Commis- 
sion, there  is  a Procurement  and  Assignment  Service 
for  physicians,  dentists,  nurses,  and  veterinarians. 
The  head  of  that  service  is  Dr.  Frank  Lahey,  who 
last  year  was  president  of  the  American  Medical 
Association.  Another  important  member  is  Dr. 
James  Paullin,  of  Atlanta,  who  is  the  president  of 
the  association  this  year.  Last  year  we  entered  into 
an  agreement  with  the  Procurement  and  Assignment 
Service  under  which  we  would  jointly  make  sur- 
veys to  determine  whether  there  was  a medical  need. 
Then  the  Procurement  and  Assignment  Service 
would  attempt  to  find  a doctor  who  would  relocate 
voluntarily  in  that  area.  Only  if  all  other  means 
failed  would  the  Public  Health  Service  undertake 
to  send  a doctor  into  the  community. 

“Many  doctors  have  been  relocated  through  the 
efforts  of  the  Procurement  and  Assignment  Service. 
This  program  is  supported  fully  by  that  group.  This 
is  a Government  agency,  the  Procurement  and 
Assignment  Service.  Nevertheless,  I think  I can  say 
it  has  the  full  confidence  and  support  of  the  Ameri- 
can Medical  Association. 

“It  is  only  because  the  Procurement  and  Assign- 
ment Service  finds  itself  unable  to  provide  doctors 
for  various  critical  areas,  that  they  have,  as  it  were, 
turned  to  us.” 

Following  the  hearing,  the  House  Committee  on 
Appropriations  formulated  the  First  Supplemental 
National  Defense  Appropriation  Bill,  1944,  which 
was  introduced  in  the  House  of  Representatives, 
November  4,  by  Representative  Cannon,  as  H.  R. 
3598.  This  bill  did  not  contain  the  appropriation 
requested  by  the  President.  The  Committee  report, 
in  explanation  of  the  omission,  stated  in  part: 

“The  committee  in  rejecting  the  Budget  request 
does  not  minimize  the  need  or  the  seriousness  of  the 
situations  which  exist.  It  does  hesitate  to  inaugurate 
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a program  of  this  character  with  Federal  funds  to 
provide  direct  medical  attention  to  the  civilian 
population  with  physicians  paid  by  the  Federal  Gov- 
ernment. The  committee  has  the  opinion  that  out  of 
the  cooperative  efforts  of  the  Federal  Government, 
the  medical  associations,  the  State  departments  of 
health,  and  the  communities  themselves,  there  will 
and  should  come  a concerted  and  spontaneous  effort 
to  provide  this  need.  Most  of  it  is  in  war  industry 
areas  and  it  is  inconceivable  that  such  communities 
working  with  the  industries,  the  affected  population, 
and  State  and  local  authority,  cannot  inaugurate  and 
maintain  an  adequate  public  spirited  program,  finan- 
cially sound,  to  serve  this  need.  If  the  affected  areas 
cannot  and  will  not  solve  their  local  needs  it  may  be 
necessary  for  the  Federal  Government  in  the  interest 
of  the  general  public  health  to  step  in,  but  until  then 
the  committee  feels  that  Federal  funds  should  be 
withheld  under  the  contemplated  procedure.”  (H. 
Rept.  No.  882,  78th  Congress.) 

In  the  Senate,  H.  R.  3598  was  referred  to  the  Sen- 
ate Committee  on  Appropriations  where  effort  was 
made  to  amend  the  bill  to  include  the  appropriation 
recommended  by  the  President.  Witnesses  who  sup- 
ported the  appropriation  included  Senator  Pepper 
of  Florida,  Dr.  W.  F.  Draper,  Acting  Surgeon  Gen- 
eral, United  States  Public  Health  Service,  and  Com- 
mander Maxwell  E.  Lapham,  USNR,  Executive 
Secretary,  Procurement  and  Assignment  Service. 
There  were  supporting  letters  and  telegrams  sub- 
mitted for  the  record  by  Senator  Pepper  from  Dr. 
James  E.  Paullin,  Dr.  Frank  L.  Lahey,  Dr.  Harvey 
B.  Stone,  Surgeon  General  Kirk,  among  others.  The 
Senate  Committee,  in  reporting  the  bill,  failed  to 
include  in  it  the  requested  appropriation. 

On  the  floor  of  the  Senate,  Senator  Russell  of 
Georgia  offered  an  amendment  to  the  bill  appropri- 
ating $345,000  to  be  used  by  the  Public  Health  Serv- 
ice in  providing  medical  care  to  civilians  in  critical 
areas  under  the  following  conditions  and  restric- 
tions: 

Provided,  I hat  the  Surgeon  General  is  author- 
ized, on  application  of  a municipality,  county,  or 
other  local  subdivision  of  government  duly  approved 
by  the  State  Health  Department  having  jurisdiction 
over  said  municipality,  county,  or  other  local  sub- 
division of  government  to  enter  into  agreements 
with  private  practicing  physicians  and  dentists  under 
which,  in  consideration  of  the  payment  to  them  of 
a relocation  allowance  of  not  to  exceed  $250  per 
month  for  three  months  and  the  actual  cost  of  travel 
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and  transportation  of  the  physician  or  dentist  and 
his  family  and  household  effects  to  the  new  location, 
such  physician  or  dentist  will  agree  to  move  to  and 
engage  in  the  practice  of  his  profession  in  such  area 
for  a period  of  not  less  than  one  year:  Provided, 
however,  That  no  such  contract  shall  be  made  with 
any  physician  or  dentist  unless  such  physician  or 
dentist  shall  be  admitted  to  practice  by  the  State 
authority  having  jurisdiction  of  such  new  location: 
Provided  further,  that  each  such  applicant  subdivi- 
sion shall  contribute  $100  to  the  total  cost  of  such 
relocation  allowance,  travel,  and  transportation  costs 
of  each  such  physician  or  dentist  and  his  family 
obtained  by  said  applicant.” 

The  bill  passed  the  Senate  with  the  Russell  amend- 
ment in  it,  but  only  after  considerable  discussion 
on  the  floor  of  the  Senate,  precipitated  principally 
by  a number  of  Senators  who  desired  assurances 
that  the  amendment  in  no  way  involved  a socializa- 
tion of  medicine.  The  bill  was  thereafter  considered 


by  a conference  committee.  The  House  conferees 
initially  refused  to  accede  to  the  amendment  but 
subsequently  agreed  to  it  after  the  amount  of  the 
appropriation  had  been  reduced  to  $200,000  and 
after  the  contribution  to  be  required  of  the  local 
community  had  been  increased  from  $100  to  25  per 
cent  of  the  total  cost  of  the  relocation  allowance, 
travel,  and  transportation  costs  of  the  physician  or 
dentist  and  his  family.  The  compromise  reached  by 
the  conference  committee  was  subsequently  ac- 
cepted by  the  Senate  and  House  and  the  bill  has  now 
been  signed  by  the  President. 

Briefly,  the  law  provides  $200,000  instead  of  the 
requested  $1,000,000,  does  not  authorize  the  Public 
Health  Service  to  assign  its  own  medical  personnel 
to  critical  areas  as  originally  contemplated,  requires 
the  requesting  community  to  contribute  25  per  cent 
of  the  costs,  and  specifically  provides  that  the  re- 
located physician  must  obtain  a license  to  practice 
in  the  State  to  which  he  moves. 


SOY  BEANS  — THE  WONDER  FOOD 

Irene  E.  Kennedy,  b.s.,  Hartford 


The  Author.  Nutrition  Consultant,  Home  Service 
Division,  Hartford  Gas  Co. 


npoDAY,  no  matter  what  publication  we  may  pick 
-*■  up,  we  are  apt  to  find  an  article  on  “Soy  Beans,” 
the  wonder  food  of  the  age.  Soybeans  are  not  a new 
discovery  of  the  present  day;  they  have  been  used 
for  four  thousand  years  in  the  Orient  and  have  been 
the  chief  source  of  protein  in  those  countries  of  the 
East.  A good  supply  of  soybeans  and  soybean 
products  is  in  prospect.  They  have  been  grown 
locally  during  the  past  summer  and  used  as  a fresh 
vegetable. 

They  may  be  used  dry  the  same  as  other  dried 
beans,  or  roasted,  salted  and  eaten  like  nuts.  Soy 
flour,  grits  and  flakes  will  be  available  in  our  mar- 
kets, and  other  foods  will  appear  fortified  with  soya. 
Soy  milk  is  not  a probability  for  this  section  of  the 
country  but  some  bakers  have  used  a milk  made  by 


combining  a given  quantity  of  soy  flour  with  water, 
thus  increasing  the  protein  value  of  the  foods  and 
saving  on  the  use  of  fresh  milk. 

Soy  beans  are  rich  in  protein,  containing  one  and 
one  half  times  as  much  as  other  dried  beans,  yet  they 
are  lower  in  carbohydrates  with  only  one  half  as 
much  as  other  dried  beans.  They  are  a good  source 
of  the  B vitamins  and,  when  sprouted,  the  B vita- 
mins increase  and  vitamin  C is  developed  in  an 
amount  comparable  to  that  found  in  tomatoes. 

Soybean  flours  or  grits  made  from  the  whole  soy 
beans  are  similar  to  the  dry  soy  beans  in  food  value. 
Flours  or  grits  prepared  from  the  soybean  press 
cake  left  after  the  oil  has  been  extracted  are  much 
lower  in  fat  content,  however,  and  higher  in  protein 
and  carbohydrate. 

Soy  beans  are  rich  in  protein,  that  food  element 
so  essential  to  a good  diet  but  which  is  likely  to  be 
scarce  in  these  days  of  rationing  and  food  shortages. 
In  prewar  days  when  such  popular  protein  foods  as 
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meat,  fish,  poultry,  eggs,  milk  and  cheese  were 
available  in  almost  unlimited  quantities,  we  fed 
cows,  chickens  and  pigs  a diet  that  included  the  diy 
soycake  left  after  the  oil  had  been  extracted  from 
the  beans.  However,  now  with  less  animal  protein 
available  for  our  diets,  we  may  wisely  turn  to  the 
soy  bean  itself  as  a source  of  protein.  As  animal 
proteins  become  more  scarce,  we  shall  depend  more 
on  the  plant  protein  of  the  soy  beans. 

Soy  beans,  therefore,  should  not  be  considered 
merely  a wartime  substitute;  and  to  avoid  a soy 
bean  boycott  as  a sequel  to  a soy  bean  craze,  it  is 
essential  to  know  what  not  to  expect  of  soy  beans 
and  what  not  to  do  in  serving  them.  Although  they 
are  an  excellent  protein  food,  don’t  expect  them  to 
taste  like  steak.  Don’t  use  so  much  soy  flour,  flakes 
or  grits  that  bitterness  or  even  a pronounced  soy 
flavor  can  be  detected.  Don’t  mention  soy  beans 
and  soy  products  as  a food  forced  upon  us  by  war 
emergency.  Don’t  consider  soy  flour  as  “flour”  in 
the  usual  sense  of  the  word.  Don’t  use  soy  products 
in  your  favorite  recipes;  use  those  which  have 
been  worked  out  for  them.  However,  a good 
procedure  to  follow  is  to  use  them  in  combination 
with  other  foods  and  to  serve  them  with  spicy 
sauces  and  accompaniments.  1 quote  from  the 
article  in  McCall's  magazine  for  October  by  E.  V. 
McCollum:  “A  sane  evaluation  of  the  contribution 
soy  beans  can  make  to  the  permanent  diet  of  this 
and  other  countries  is  the  best  safeguard  against 
misuse  and  misunderstanding  of  this  valuable  food. 
We  need  more  research  on  the  function  of  the  soy 
bean  in  human  nutrition  and  additional  experi- 
mentation on  the  best  uses  of  soy  products  in 
building  three  good  meals  a day.” 


The  Community  Can  Help  With  a Public 
Health  Nursing  Shortage 

Citizens  in  most  Connecticut  communities  have 
become  accustomed  to  having  available  the  services 
of  a public  health  nurse  ready  to  help  them  with  her 
professional  skill  in  case  of  illness  in  the  home,  as 
well  as  to  guide  them  with  family  health  problems. 
Afany  public  health  nursing  agencies  are  now  feel- 
ing the  effect  of  the  nursing  shortage  as  the  limited 
number  of  professional  nurses  are  leaving  for  the 
military  nursing  services  or  are  being  drawn  off  to 
strategic  civilian  centers  in  even  greater  need  of 
them. 


Public  health  nursing  agencies  will  carry  on  to 
the  best  of  their  ability,  with  nurse  power  available 
to  them  in  these  difficult  times.  There  are  several 
things  which  the  community  can  do  to  help  make 
the  most  of  the  public  health  nursing  service  which 
is  available. 

MOST  URGENT  CASES  SHOULD  BE  FIRST  ON  THE  LIST 

First,  those  who  want  the  professional  service  of 
the  nurse  should  consider  well  their  need  before 
calling  her.  If  the  patient  is  really  ill  or  the  baby  is  a 
first  one,  the  nurse  is  eager  to  be  called  to  that  type 
of  case  as  soon  as  possible.  The  family  should  learn 
from  her  while  she  is  there  so  they  can  take  over  the 
care.  Red  Cross  courses  in  home  nursing  are  avail- 
able to  those  who  would  make  themselves  more 
capable  in  caring  for  their  families  in  emergency  and 
minor  illness  in  the  homes.  The  goal  of  the  Red 
Cross  in  preparing  one  such  person  in  every  home 
in  America  has  not  yet  been  reached.  Public  health 
nurses  find  that  they  can  make  fewer  and  shorter 
visits  to  homes  in  which  someone  has  had  the  home 
nursing  course. 

Help  the  public  health  nurse  by  sharing  her  travel. 
Public  health  nursing  agencies  are  glad  to  arrange 
for  office  visits  where  some  types  of  nursing  treat- 
ments and  most  health  supervisory  visits  may  be 
made  as  well  as  in  the  home.  The  time  and  effort 
you  save  the  public  health  nurse  by  going  to  her  can 
be  put  into  other  much  needed  visits. 

Join  or  help  to  create  groups  with  common  prob- 
lems with  which  the  public  health  nurse  can  help. 
Many  public  health  nursing  agencies  plan  classes  for 
prospective  mothers  and  educational  group  confer- 
ences for  parents  with  small  children.  These  may  be 
held  in  the  nurse’s  office  or  some  other  convenient 
central  place.  In  areas  where  transportation  is  diffi- 
cult, mothers  in  a neighborhood  have  arranged  to 
meet  with  the  public  health  nurse  in  the  home  of  one 
of  the  group,  making  it  possible  for  her  to  assist  a 
greater  number  than  if  she  had  to  visit  each  home. 

VOLUNTEER  AID  CAN  RELIEVE  THE  BURDEN 

Others  in  the  community,  too,  can  help  the  public 
health  nurse.  As  in  the  hospitals,  many  volunteers 
are  serving  public  health  nursing  associations  per- 
forming many  needed  but  non  professional  tasks 
which  relieve  the  public  health  nurse  for  activities 
which  only  one  with  her  special  professional  train- 
ing can  do.  These  volunteer  services  range  all  the 
way  from  packing  the  nurses’  bags  early  in  the 
morning  to  weighing  babies  at  the  child  health  con- 
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ferences.  Volunteers  are  assisting  some  agencies  by 
making  certain  types  of  home  visits.  If  all  the  hours 
of  volunteer  service  given  public  health  nursing 
agencies  in  Connecticut  were  added  together,  it 
would  represent  the  time  of  several  public  health 
nurses. 

OVERLAPPING  SERVICES  SHOULD  BE  ELIMINATED 

I he  most  important  responsibility  of  communities 
in  meeting  a shortage  of  public  health  nurses  today 
is  to  make  sure  that  they  do  not  have  several  public 
health  nursing  agencies  with  overlapping  services. 
All  available  public  health  nursing  personnel  in  a 
community  should  be  pooled  and  one  coordinated 
program  planned  for  the  most  economical,  effective 
service. 

Communities  can  help  meet  a public  health  nur- 
sing shortage  in  many  ways.  Families  with  patients 
should  prepare  to  assume  more  responsibility  for  the 
care  of  the  patient  and  call  the  nurse  only  when 
there  is  real  need.  Volunteers  can  relieve  the  public 
health  nurse  of  many  non  professional  duties.  Com- 
munity leaders  can  coordinate  public  health  nursing 
agencies.  If  these  things  are  done,  public  health  nur- 
sing services  will  be  spread  to  care  for  those  in 
greatest  need  of  this  service. 


China  To  Have  Vims  Laboratory 

United  China  Relief,  through  the  American 
Bureau  for  Medical  Aid  to  China,  is  helping  to 
finance  a rickettsia  and  virus  laboratory  which 
shortly  will  be  started  in  China  by  the  Chinese 
National  Health  Administration. 

I)r.  Chen-Hsiang  Huang,  who  came  to  this  coun- 
try in  194*  & fellow  of  the  Rockefeller  Institute 

for  Medical  Research,  is  en  route  to  China,  under  the 
auspices  of  ABMAC,  to  direct  this  work  as  head  of 
the  Department  of  Experimental  Medicine  in  the 
National  Institute  of  Health. 

At  the  present  time  there  is  no  medical  school  or 
institution  in  China  equipped  to  carry  on  virus 
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1 cseaich,  and  the  rickettsia  and  virus  laboratory  will 
be  the  first  of  its  kind  in  that  country. 

During  the  past  year  Dr.  Huang  has  been  Instruc- 
tor in  Medicine  and  Virus  Research  at  the  College 
<>f  I h v sicians  and  Surgeons  of  Columbia  University. 

"Health  of  Children  in  Occupied  Europe” 

I he  International  Labour  Organization  has  pub- 
lished a brief  preliminary  outline  of  a study  of  the 
effects  of  the  war  on  the  health  of  the  children  in 
the  occupied  countries  of  Europe.*  Because  of  the 
difficulty  in  obtaining  any  but  fragmentary  data, 
this  suivey  can  only  point  to  the  magnitude  of  the 
alarming  conditions  now  existing  and  the  manner 
in  which  these  conditions  are  affecting  the  children, 
food  supplies  are  lacking,  disease  is  spreading  with 
its  1 esulting  rise  in  death  rate,  and  juvenile  delin- 
quency is  on  the  increase. 

International  cooperation  is  being  sought  to  make 
available  the  supplies  to  meet  the  minimum  require- 
ments of  the  liberated  countries  in  food,  medical 
supplies  and  other  necessities.  The  development  of 
the  rising  generation  in  these  stricken  countries  is  an 
important  problem. 

Another  Penicillin  Bibliography 

Prior  to  Squibb’s  Penicillin  Bibliography,  Win- 
throp  Chemical  Company,  Inc.,  published  a similar 
bibliography  in  June  1943.  It  is  less  extensive  than 
the  Squibb  volume  and  is  furnished  only  with  a 
subject  index. 

Shock  Therapy 

C\  11I  \.  H.  Long  of  New  Haven,  addressing  the 
1941  Clinical  Congress,  stated  that  succinic  acid  is 
useful  in  so-called  irreversible  shock* where  whole 
blood  and  plasma  may  no  longer  be  effectual.  He 
has  found  adrenal  cortical  hormone  without  value 
in  acute  shock. 


' I he  Health  of  Children  in  Occupied  Europe.  Adontreal: 
International  Labor  Office.  1943.  36  pp.  25  cents. 


FQEVICTORY 


MAKING  A MOUNTAIN  OUT  OF  A MOLE  — 

is  easy  for  a dermatologist  using  a Magni-Focuser.  This  new  eye  loop  enables 
all  medical  specialists  to  magnify  objects  with  the  binocular  clarity  of  normal 
wsion.  The  Magni-Focuser  is  light,  easy  to  wear,  fits  comfortably  over  eye 
glasses,  leaves  both  hands  free,  relieves  eye  strain,  and  provides  maximum 
efficiency  in  minimum  time.  Many  uses  in  all  branches  of  medicine  will  read- 
ily occur  to  you  One  hint:  try  reading  an  x-ray  film  with  a Adagni-Focuser! 
Ask  Professional  Equipment  Company,  36  Howe  Street,  New  Haven  Con- 
necticut. 


(See  PAGE  2) 
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INDUSTRIAL  HEALTH 

COMMITTEE  ON  INDUSTRIAL  HEALTH 


C.  Frederick  Yeager,  m.d.,  Chairman,  Bridgeport 


James  H.  Biram,  Hartford 
Harold  J.  Curran,  Waterbury 
Thomas  J.  Danaher,  Torrington 
John  N.  Gallivan,  East  Hartford 
Cole  B.  Gibson,  Meriden 
Albert  S.  Gray,  Hartford 


Martin  I.  Hall,  Bristol 
Robert  P.  Knapp,  South  Manchester 
Arthur  B.  Landry,  Hartford 
Joseph  A.  LaPalme,  Putnam 
Eugene  F.  Meschter,  Stamford 
Elliott  H.  Metcalf,  Rockville 
John  R.  Paul,  New  Haven 


William  H.  Ryder,  New  Haven 
C.  John  Satti,  New  London 
Richard  O’B.  Shea,  Bridgeport 
Paul  W.  Vestal,  New  Haven 
Benedict  N.  Whipple,  Bristol 
William  E.  Wrang,  Middletown 
Ellwcod  C.  Weise,  Bridgeport 


INDUSTRIAL  MEDICINE  AND  ITS  RELATION  TO  THE  WORKMEN’S 

COMPENSATION  LAWS 

C.  John  Satti,  m.d.,  New  London 


The  Author.  Compensation  Commissioner  2nd 
Congressional  District 


T ndustrial  medicine,  as  il  is  defined  today,  has 
become  so  broad  a field  of  medicine  that  the 
treatment  of  injuries  and  occupational  diseases 
afflicting  the  employee  is  but  one  branch  of  this 
highly  specialized  field.  Because  of  this  rapid 
growth  of  Industrial  Medicine  into  many  branches 
of  medical  science,  the  general  practitioner  of 
today,  in  this  war  industry  area,  is  brought  in  daily 
contact  with  industrial  medicine,  and  many  of  his 
patients  are  employees  in  industrial  plants. 

Previous  to  our  war  days,  only  a small  percent- 
age of  general  practitioners  came  in  contact  with 
industrial  workers  and  the  majority  of  these  patients 
were  those  who  had  received  severe  injuries  from 
accidents.  The  reason  for  such  a small  percentage 
was,  primarily,  because  only  a few  practitioners 
were  located  in  industrial  areas,  and,  secondly,  be- 
cause most  physicians,  doing  industrial  work,  re- 
ceived their  patients  as  a result  of  being  listed  on 
a panel  of  physicians,  approved  for  treating  such 
cases.  This  paneling  and  certification  were  author- 
ized by  the  insurance  carriers  of  the  industry.  Such 
paneling  was  very  disagreeable  to  most  physicians. 
The  objection  was  raised  that  paneling  of  physicians 
was  unfair,  that  a worker  should  have  his  choice 
of  physicians,  and  that  the  family  physician  was 
deprived  of  the  right  to  treat  a member  of  a family 
which  had  accepted  him  as  personal  physician. 
Today,  with  our  shortage  of  physicians,  with  our 


tremendous  increase  in  industrial  plants  until  there 
is  at  least  one  in  almost  ev,ery  community,  and  with 
about  eighty  percent  of  our  Connecticut  workers 
employed  in  industry,  the  panel  physician  is  for- 
gotten and  every  physician  available  has,  in  effect, 
become  an  industrial  physician  and  treats  these 
cases  without  question  of  authority. 

With  all  of  the  ramifications  that  the  speciality 
of  Industrial  Medicine  has  taken  on,  and  because 
a larger  percentage  of  general  practitioners  are 
handling  industrial  cases,  it  becomes  very  import- 
ant that  the  general  practitioner  broaden  his  knowl- 
edge of  the  workmen’s  compensation  laws.  If  he 
properly  understands  the  compensation  laws,  a 
physician  will  safeguard,  not  only  the  welfare  of 
his  patients,  but  also  the  welfare  of  his  own  reputa- 
tion as  a competent  practitioner. 

It  has  been  my  sad  experience,  as  compensation 
commissioner,  to  have  many  physicians  appear  in 
the  compensation  court  who  were  utterly  ignorant 
of  what  constituted  a compensation  illness  or  acci- 
dent, and,  because  of  their  ignorance,  jeopardize 
workers’  claims  and  cause  them  many  weeks  of 
salary  loss.  They  caused  not  only  loss  in  money  to 
the  worker  and  his  family  but  loss  in  manpower 
hours  to  the  employer  and  were  no  great  help  to 
our  war  effort.  1'his  may  appear  as  a harsh  criticism 
to  the  medical  profession,  but,  sitting  as  a com- 
missioner and  a physician,  it  is  not  pleasant  to  have 
a colleague  appear  before  me  and  be  worsted  bv  a 
member  of  the  bar  who  brings  forth  the  real  facts. 
When  a claimant  loses  his  claim  because  of  this 
ignorance  of  the  law,  it  then  brings  the  physician 
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into  disrepute  with  the  worker,  his  family  and  his 
friends.  It  also  does  not  aid  the  profession  as  a 
whole  in  keeping  the  high  standard  of  esteem  it 
has  maintained  with  the  general  public.  This,  of 
course,  is  not  a condemnation  of  the  entire  profes- 
sion but  the  incidence  is  frequent  enough  to  make 
one  feel  that  education  of  the  general  practitioner 
in  compensation  law  is  in  order. 

Today  it  is  essential  that  the  physician  dealing 
with  the  industrial  worker  should  understand  thor- 
oughly what  constitutes  a compensable  injury  and 
what  is  an  occupational  disease.  Along  with  this  he 
should  acquaint  himself  with  the  workmen’s  com- 
pensation laws,  so  that,  when  a compensable  injury 
or  an  occupational  disease  has  occurred,  he  will 
know  the  proper  procedure  to  follow  to  protect 
his  patient’s  rights  and  his  own.  Many  cases  have 
been  lost  in  the  compensation  court  because  the 
physician  in  attendance  has  failed  properly  to 
report  his  treatment  of  the  case  or  has  failed  to 
inform  his  patient  that  he  must  report  to  his  em- 
ployer the  history  of  his  accident. 

It  is  not  in  the  jurisdiction  of  the  compensation 
commissioner  to  find  that  an  accident  or  illness  arose 
out  of  and  in  the  course  of  the  patient’s  employ- 
ment, but  he,  too,  is  bound  by  the  technicalities 
of  the  law  and  in  making  his  award  he  cannot  dis- 
regard them.  If  the  commissioner  chooses  to  do  so, 
because  of  sympathetic  feeling  toward  a claimant, 
his  award  is  appealed  and  in  most  instances  re- 
versed by  the  higher  court.  In  these  days,  when 
the  physician  is  hard  pressed  for  time,  he  may 
object  to  filling  out  forms  or  offer  as  an  excuse 
the  fact  that  it  is  not  his  duty  to  treat  the  sick 
and  do  clerical  work.  The  answer  to  this  is,  that 
if  he  chooses  to  treat  industrial  cases  it  becomes 
a necessary  item  to  file  reports  in  proper  time  and 
to  keep  accurate  records  as  he  would  on  his  private 
medical  cases.  He  owes  that  much  to  his  industrial 
patient  and  he  owes  that  much  to  himself  in  order 
to  protect  his  reputation  and  many  times  to  prevent 
medico-legal  action. 

Afany  of  these  industrial  cases  are  of  the  type 
which  invites  medico-legal  action  and  malpractice 
suits.  With  this  kept  constantly  in  mind  by  the 
physician,  he  should  always  be  alert  to  know  when 
consultation  by  a fellow  practitioner  is  deemed 
wise  and  he  should  be  alert  when  to  call  the  special- 
ist. Many  cases  of  permanent  disability  could  be 
avoided  if  the  specialist  either  was  consulted  or  had 
the  case  turned  over  to  him  for  treatment.  It  is  my 


belief  that  if  consultation  were  made  more  available, 
less  loss  of  vision,  fewer  deformed  legs  and  hands 
would  appear  before  the  compensation  commis- 
sioner for  specific  indemnity  awards.  More  crip- 
ples are  being  turned  out  of  our  industrial  plants 
today  than  seems  necessary  and  it  is  the  duty  of  the 
medical  profession  to  take  some  steps  to  improve 
this  situation.  These  individuals  are  maimed  for 
life  and  no  amount  of  compensation  money  will 
ever  pay  them  for  their  deformity.  They  later  be- 
come a burden  to  the  community  and  an  increased 
load  on  our  welfare  departments.  Adequate  expert 
medical  care  for  these  injured  workers  will  de- 
crease the  number  of  cripples.  If  the  physician 
who  renders  first  aid  to  these  cases  recognizes  this 
fact,  he  will  render  valuable  and  appreciated  serv- 
ice to  his  patient,  to  his  community  and  to  the 
insurance  carrier.  His  reputation  as  a competent 
medical  man  will  be  established  and  it  will  pay 
monetary  dividends  in  the  post-war  era.  If  all 
physicians  doing  compensation  work  now  follow 
this  principal,  they  need  never  fear  the  return  of 
the  panel  system. 

The  reason  insurance  carriers  have  offered  for 
paneling  of  physicians  is,  that  they  have  been  duty 
bound  to  have  the  employee  treated  by  a com- 
petent physician.  We  admit,  in  many  instances,  that 
this  was  not  a fact  but  that  many  physicians  doing 
industrial  work  were  approved  by  the  insurance 
carrier  for  reasons  which  benefited  the  carrier  and 
not  the  patient.  These  instances  to  my  knowledge 
have  been  few  and  in  my  experience  insurance 
companies  have  found  it  cheaper  to  provide  the 
patient  with  the  most  competent  physician  or  spe- 
cialist and  to  keep  the  patient  under  treatment  as 
long  as  the  physician  deems  it  necessary.  It  is  the 
experience  of  the  carriers  that  fewer  permanent 
disabilities  occur  and  that  less  money  is  involved 
paying  the  expense  of  competent  medical  men  than 
paying  for  fifty  to  seventy-five  percent  loss  of  func- 
tion in  hands  or  legs  resulting  from  contracted 
tendons  or  badly  aligned  fractures. 

There  are  many  cases  which  have  confronted  me, 
sitting  as  compensation  commissioner,  which  I could 
outline  in  order  to  bring  to  your  attention  the 
fact  that  the  industrial  physician  needs  more  educa- 
tion in  his  specialty  and  in  a knowledge  of  the  com- 
pensation laws.  Space  in  the  Journal  will  not  permit 
me  to  dwell  on  specific  cases.  I only  hope  that  an 
interest  will  be  shown  in  this  field  so  that  the  patient 
and  the  medical  profession  will  receive  more  benefit 
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than  I think  they  have  received  in  the  past.  For  the 
sake  of  those  who  have  not  studied  the  rules  and 
principles  of  compensation  law,  I shall  attempt  to 
outline  these  general  principals. 

THE  COMPENSATION  LAW 

Under  the  compensation  statutes  of  the  various 
states,  regardless  of  the  elements  of  negligence,  an 
employee  receives  a portion  of  his  wages  whenever 
he  suffers  an  injury  that  “arises  out  of  and  in  the 
course  of  his  employment,”  and  depreciates  his 
earning  capacity  or  causes  disfigurement.  The  object 
of  this  is  to  compensate  the  injured  person  for  loss 
of  earning  capacity,  temporarily  or  permanently. 
The  disabled  employee  receives  compensation  dur- 
ing his  disability  and  a specified  sum  for  loss  of 
a member  of  his  body  or  for  specific  injuries.  The 
compensation  paid  to  the  employee  is  in  reality  an 
obligation  to  him  by  society,  but  the  employer  pays 
it  and  charges  it  as  part  of  the  operating  expense. 

MEDICAL  PROVISIONS 

The  act,  provides  medical  and  hospital  aid  to  the 
injured.  Previous  to  our  compensation  act  the  em- 
ployee was  often  treated  as  a pauper.  The  present 
system  provides  prompt  and  competent  first  aid, 
together  with  medical  and  hospital  care,  regardless 
of  the  element  of  negligence.  This  feature  of  the 
law  is,  in  many  respects,  more  valuable  to  the  em- 
ployee than  compensation  for  loss  of  wages. 

ADMINISTRATION  OF  THE  LAW 

Most  states  have  a commission  or  board  which 
administers  the  act  under  the  law.  Here  in  Con- 
necticut it  is  administered  by  a Compensation  Board 
comprising  five  commissioners,  one  for  each  con- 
gressional district. 

When  an  inj  ury  occurs  it  must  be  reported  to  the 
compensation  commissioner  by  the  employer.  The 
physician  who  attends  the  employee  makes  a report 
showing  the  nature  of  injury,  treatment  rendered, 
and  possibility  of  permanent  disability.  In  most 
states,  and  in  our  state,  the  Board  of  Commissioners 
is  a fact  finding  body,  subject  to  appeal  to  the 
higher  courts. 

THE  PHYSICIAN  AND  THE  LAW 

The  compensation  law  is  largely  dependent  upon 
the  medical  profession  for  its  successful  operation. 

I he  duties  of  the  physician  in  compensation  cases 
are: 

( i )  To  render  first  aid  and  report  cases  to  the 
Commission,  employer  or  insurance  carrier. 


(2)  To  render  secondary  treatment  to  successful 
termination  of  the  case. 

(3)  To  evaluate  the  amount  of  permanent  dis- 
ability or  partial  permanent  disability. 

(4)  To  testify  in  hearings  on  disputed  cases. 

FIRST  AID  REPORTS 

The  Compensation  Commission  is  composed,  in 
the  main,  of  men  who  are  not  physicians  but  who 
daily  must  judge  and  interpret  the  reports  and 
opinions  of  doctors.  It  is  necessary,  therefore,  that 
scientific  information  should  be  recorded  in  as  simple 
and  as  comprehensible  language  as  possible.  There 
are  always  three  agencies  interested  in  the  case  of  an 
injured  workman: 

( 1 ) The  employer. 

(2)  The  injured  employee. 

(3)  The  (Compensation)  Commissioner. 

These  persons  or  agencies  must  know  definitely 

what  has  happened  to  the  injured;  how  it  occurred; 
what  kind  of  treatment  was  given;  how  long  the 
employee  will  be  off  duty;  and  whether  or  not  there 
will  be  permanent  disability.  The  employer,  in  most 
instances,  is  protected  by  insurance,  the  carrier  of 
which  must  have  complete  information  concerning 
the  case  before  compensation  be  paid  to  the  injured 
employee.  Accurate  reporting  of  injuries  is  a 
troublesome  burden  to  the  physician,  but  the  physi- 
cian attending  any  compensation  case  should  recog- 
nize that  this  phase  of  the  work  is  a legal  require- 
ment, established  in  the  interest  of  the  employee  and 
the  employer.  If  a claim  for  permanent  disability  is 
later  filed,  much  depends  on  the  physician’s  first 
report. 

THE  PHYSICIAN  AND  CLAIMS 

The  basis  of  a compensable  claim  in  an  industrial 
accident  must  be  an  intelligent  presentation  of  the 
facts  showing  the  disability  involved.  This  analysis 
of  the  case  must  be  fortified  by  a complete  physical 
examination  of  the  disabled  employee.  The  claim- 
ant’s statement  regarding  the  injury  he  has  received, 
while  competent,  cannot  be  relied  upon  wholly, 
because  his  story  is  sure  to  be  influenced  by  his  ideas 
of  what  he  thinks  he  is  entitled  to  and  his  lack  of 
knowledge  of  the  human  body.  His  ideas  and  state- 
ments are  inadequate  without  a physician’s  examina- 
tion and  statement.  If  the  physician  is  unbiased  and 
interested  in  the  issue  purely  from  a scientific  point 
of  view,  all  persons  concerned  can  rely  in  all  con- 
fidence on  his  findings  and  opinion. 
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RESPONSIBILITY  OF  INJURY  FOR  DISABILITY 

It  is  a tradition  of  the  medical  profession  that  its 
members  should  protect  the  state  and  society  from 
imposition.  The  medical  authority  must  have  due 
regard  for  the  claims  of  the  injured  man,  yet  ever 
he  alert  to  detect  fraud,  exaggeration  or  malingering, 
lest  it  he  a reflection  upon  his  probity.  Unbiased  and 
impartially,  the  physician  must  base  the  cause  of  a 
disability  or  the  extent  of  its  damage  on  his  scientific 
knowledge  and  understanding  of  the  facts  of  the 
case. 

THE  PHYSICIAN  AND  COURT  TESTIMONY 

Testimony  on  questions  of  permanent  injury  and 
evaluations  involve  the  physician  in  a matter  that  is 
without  the  usual  sphere  of  his  training.  Despite  the 
growing  responsibility  that  is  placed  on  medical 
testimony,  the  profession  is  making  an  effort  to 
develop  a scientific  basis  for  interpreting  or  apprais- 
ing the  end  results  of  injury  in  mathematical  or 
monetary  values.  Furthermore,  the  average  physi- 
cian is  not  accustomed  to  being  definite.  He  is  ac- 
quainted with  the  perplexities  of  nature  and  human 
weakness,  and  must  often  account  for  them.  He 
often  makes  indefinite,  patronizing  expressions,  opti- 
mistic and  sympathetic,  for  the  psychological  bene- 
fit on  the  patient.  When  confronted,  therefore,  with 
a problem  which  has,  on  one  side,  a claimant  who 
expects  monetary  remuneration  for  damages  to  his 
body  and,  on  the  other  side,  an  employer,  who  is 
forced  by  law  to  pay  for  such  damages,  his  medical 
opinion  immediately  becomes  valuable  in  monetary 
terms  and  his  statements  must  avoid  prejudice,  error 
and  false  psychological  impressions.  Contrary  to 
their  endeavor  to  be  strictly  impartial,  scientific  and 
certain,  the  testimony  and  opinions  of  competent 
conscientious  physicians  appear  to  differ  widely  on 
the  main  question.  Guessing  at  percentages  seems  to 
be  more  in  order  than  scientific  reasoning.  Con- 
sequently, the  industrial  commissioners  in  weighing 
and  applying  the  evidence,  often  make  a practice  of 
concluding  a percentage  in  between  the  figures  of 
the  expert  testimony.  This  practice  is  a reflection 
on  the  integrity  of  the  medical  profession  more  than 
on  the  commissioners. 

The  situation  cannot  be  remedied  unless  some 
practicable  scientific  basis  of  reasoning  can  be 
evolved  upon  which  to  form  professional  opinion. 

It  is  my  desire,  in  this  brief  paper,  to  awaken  my 
fellow  physicians  to  the  need. of  a more  comprehen- 
sive understanding  of  the  compensation  laws  of  our 


state  as  applied  to  the  average  physician  dealing  with 
industrial  cases.  Any  criticism  which  I may  have 
directed  at  the  profession  in  general  is  made  because 
such  criticism  is  founded  on  fact  and  not  on  opinion. 
The  general  attitude  of  the  Board  of  Commissioners 
is  one  of  respect  for  the  medical  profession.  They 
feel,  though,  that  lack  of  complete  understanding 
in  handling  idustrial  cases  exists  in  most  instances 
with  the  general  practitioner,  and  they  feel  that  it 
is  the  duty  of  physicians  to  improve  their  knowl- 
edge in  this  specialty.-. 

N.  B.  Copies  of  the  Compensation  Act  are  obtainable  upon 
request  to  the  Commissioners  in  the  several  districts. 
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Blood  Tests  in  Industry 

Not  only  are  premarital  and  ante-partum  blood 
tests  considered  of  such  importance  that  they  are 
required  by  law  in  many  states,  including  Connecti- 
cut, but  the  vast  strides  modern  industry  has  attained 
now  point  to  the  necessity  of  a blood  test  for  all 
industrial  workers.  That  the  rationale  of  this  step 
may  not  be  clearly  understood  by  all  industrial  exec- 
utives is  attested  to  by  the  following  letter  and  its 
reply  from  one  of  our  Connecticut  health  officers. 
Pre-employment  medical  examinations  are  already 
bringing  in  dividends.  T he  necessity  of  the  inclusion 
of  a blood  test  for  syphilis  should  never  be  doubted. 

“Dear  Dr. 

“As  I told  you  before,  we  intend  to  put  in  pre- 
employment medical  examination.  Have  had  some 
difficulty  in  really  getting  this  going.  In  fact,  it  is 
not  set  up  yet. 

“We  were  going  to  have  Dr. take  care  of 

these  examinations,  and  spoke  of  desiring  to  have 
blood  test  included.  He  said  he  doesn’t  think  it  at 
all  necessary.  Told  him  I was  prompted  to  want  to 
do  this,  on  account  of  the  fact  that  it  was  your 
recommendation.  He  stated,  for  restaurants  and  milk 
peoples  and  ones  handling  food  it  certainly  was  good 
practice,  but  did  not  think  it  necessary  for  general 
manufacturing.  He  referred  to  three  or  four  con- 
cerns, if  I recall  such  as and  others  that  do  not 

require  it. 

“I,  therefore,  await  your  advices  as  to  whether  or 
not  you  think  I should  request  that  this  be  in- 
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eluded.  Incidentally,  he  advised  me  there  would  be 
$1.00  additional  charge  for  this.” 

(The  Reply) 

“It  was  very  encouraging  to  learn  from  your  re- 
cent letter  that  you  plan  to  institute  pre-employment 
physical  examinations  as  a routine  practice  in  your 
plant.  As  you  know  I am  convinced  of  the  medical 
and  economic  value  of  this  measure  and  I believe 
also  that  blood  tests  for  syphilis  are  an  essential  part 
of  a complete  examination. 

“The  purpose  of  routine  blood  testing  is  to  dis- 
cover and  place  under  treatment  persons  who  have 
syphilis.  Since  the  disease  is  not  spread  by  milk  and 
food  the  selection  of  particular  occupational  groups 
such  as  milk  and  food  handlers  for  blood  tests  is 
unfair  and  unjustified.  From  the  public  health  point 
of  view  there  is  nothing  to  recommend  the  limiting 
of  blood  tests  to  such  special  groups  but  there  is 
much  to  be  gained  by  the  adoption  of  sound  medical 
programs  including  blood  tests  in  all  industrial 
establishments. 

“I  am  sending  you  several  pamphlets  which  em- 
phasize the  importance  of  blood  testing  in  industry. 
1 hope  that  you  will  agree  with  me  that  the  syphilitic 
person  who  is  under  treatment  is  never  a menace. 
It  is  the  undiscovered  case  that  may  be  dangerous. 

“I  believe  that  the  physician  is  justified  in  request- 
ing an  additional  fee  for  the  taking  of  the  blood. 

“1  am  pleased  that  you  wrote  to  me  about  this 
problem  and  I shall  be  interested  in  learning  your 
decision. 

Sincerely  yours, 

Health  Officer” 

Postgraduate  Course  Completed 

Eighteen  physicians  who  completed  the  second 
postgraduate  course  in  industrial  medicine  at  the 
Long  Island  College  of  Medicine,  Brooklyn,  on 
November  1 2 have  been  undergoing  supervised 
training  periods  of  one  to  four  weeks  in  the  medical 
departments  of  a number  of  industrial  concerns  in 
New  York,  New  Jersey  and  Massachusetts,  accord- 
ing to  a report  issued  recently  by  the  College. 

The  companies  where  the  training  is  being  con- 
ducted are  Bell  Telephone  Laboratories,  Consoli- 
dated Edison  Company  and  Western  Electric  Com- 
pany, New  York  City;  American  Cyanamid  Com- 
pany and  Merck  & Company,  Inc.,  New  Jersey;  and 
the  Norton  Company,  Worcester,  iVIass. 


Seventy-two  matriculants  from  five  states,  in- 
cluding members  of  the  armed  forces  and  the  U.  S. 
Public  Health  Service,  enrolled  for  the  two  weeks’ 
course  of  lectures  and  clinics  under  the  auspices  of 
the  Department  of  Preventive  Medicine  and  Com- 
munity Health.  Sixty-four  of  the  matriculants  were 
from  New  York  State.  Thirty-three  authorities  in 
the  field  of  industrial  medicine  and  surgery  joined 
with  members  of  the  College  staff  in  presenting  the 
afternoon  and  evening  lectures. 

Clinics  were  held  each  morning  from  November 
2 to  November  12.  They  included  two  given  at  the 
College  by  the  departments  of  surgery  and  radiology 
and  others  in  the  medical  departments  of  the  Ameri- 
can Telephone  and  Telegraph  Company,  Metropoli- 
tan  Life  Insurance  Company,  Nassau  Smelting  and 
Refining  Company,  Sperry  Gyroscope  Company 
and  the  New  York  State  Department  of  Labor’s 
Bureau  of  Industrial  Hygiene.  The  New  York  State 
Compensation  Medical  Bill  Arbitration  Board  held 
a special  hearing  at  the  College  for  the  benefit  of 
matriculants. 

The  first  week  of  the  course  was  devoted  to  a 
study  of  the  organization  and  administration  of 
industrial  medical  departments  in  small  and  large 
plants,  the  technique  of  physical  examinations,  occu- 
pational diseases,  compensation  laws,  industrial 
hazards  and  plant  sanitation  and  hygiene. 

During  the  second  week  the  course  stressed  special 
problems  of  industrial  toxicology,  accidents  and 
rehabilitation,  health  education,  nutrition  and  indus- 
trial health  insurance  programs.  The  clinics  were 
arranged  to  demonstrate  and  apply  the  didactic 
material  of  the  lectures. 

Among  the  companies  from  which  members  of 
medical  staffs  enrolled  for  the  course  were  The 
Babcock  & Wilcox  Company,  Ohio;  Brooklyn  Union 
Gas  Company,  Mergenthaler  Linotype  Company, 
Brooklyn;  National  Biscuit  Company,  New  York; 
Travelers  Insurance  Company,  Connecticut;  E.  R. 
Squibb  & Company,  Brooklyn;  and  Todd  Shipyards, 
New  York. 

The  report  pointed  out  that  the  College  had  given 
this  course  for  the  second  consecutive  year  as  a con- 
tribution to  the  war  effort  and  that  seventy-two 
enrolled  this  year  compared  with  fifty-nine  in  1942. 
Designed  as  an  orientation  course  for  physicians 
engaged  in  or  desiring  to  enter  industrial  practice, 
the  course  has  become  of  increasing  importance  in 
the  training  of  physicians  for  war  industries.  Five 
of  the  physicians  enrolled  last  year  have  secured 
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full  time  positions  with  industrial  concerns,  four  of 
which  are  engaged  in  war  production,  the  report 
stated,  and  many  other  firms  with  war  work  en- 
rolled one  or  more  physicians. 

A binder  containing  the  complete  texts  of  the 
lectures  has  been  prepared  and  is  available  for  pur- 
chase from  the  College. 

Through  a register  of  industrial  physicians  now 
maintained  by  the  Department  of  Administration, 
further  help  to  industrial  concerns  seeking  medical 
personnel  has  been  provided  by  the  College.  The 
register  is  consulted 
tion  made  of  candidates  who  are  then  contacted 
direct. 

The  report  was  prepared  by  Dr.  Thomas  D. 
Dublin,  associate  professor  and  head  of  the  Depart- 
ment of  Preventive  Medicine  and  Community 
Health,  and  Alfred  R.  Crawford  of  the  Department 
of  Administration  who  served  as  secretary  of  the 
course. 


American  Republics  Intensify  Their  Coop- 
erative Fight  Against  Tuberculosis 

From  the  Mexican  border  to  the  River  Plate,  and 
from  the  Atlantic  to  the  Pacific,  the  American  re- 
publics are  intensifying  their  war  against  tubercu- 
losis, second  only  to  malaria  as  a killer  in  Spanish 
America.  Their  cooperative  effort,  embracing  the 
United  States  and  17  other  American  governments, 
is  part  of  a hemisphere-wide  health  and  sanitation 
program  recommended  by  the  Rio  de  Janeiro  Con- 
ference of  American  Foreign  Ministers  in  January 
1942. 

The  mortality  rate  from  tuberculosis  in  the  other 
American  republic  ranges  from  200  to  250  per 
100,000  of  population  each  year.  I he  mortality  rate 
in  the  United  States  for  1942  was  43.5  per  100,000 
inhabitants. 

To  control  the  ravages  of  the  disease  in  the  other 
Americas,  special  agencies  have  been  created  in  the 
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Spanish-American  countries  to  cooperate  with  the 
Institute  of  Inter-American  Affairs,  an  agency  of 
the  Office  of  Inter-American  Affairs  here.  At  the 
same  time,  hospitals,  health  centers  and  dispensaries 
are  being  constructed  to  broaden  the  anti-tubercu- 
losis front,  while  nurses  and  other  personnel  are 
being  trained  to  carry  on  the  work. 

Stress  is  laid  on  early  diagnosis  and  treatment  of 
the  disease  in  its  first  stages,  where  possible.  Mobile 
x-ray  units  regularly  carry  the  fight  against  the 
plague  into  remote  and  previously  inaccessible  areas, 
far  from  any  hospital  or  dispensary.  Local  physi- 
cians and  public  health  personnel  are  given  special- 
ized training  in  anti  tuberculosis  methods. 

In  many  areas  existing  facilities  for  the  treatment 
and  prevention  of  malaria  are  being  used  for  anti 
tuberculosis  work,  pending  the  construction  of 
health  centers  aimed  at  controlling  the  disease. 

In  other  areas  special  facilities  have  been  organ- 
ized for  a concentrated  onslaught  on  the  disease  to 
bring  it  under  control  and  wipe  it  off  the  list  of 
threats  to  American  health. 

A New  Organization 

The  American  Otorhinologic  Society  for  the 
Advancement  of  Plastic  and  Reconstructive  Sur- 
gery, Inc.,  held  its  first  annual  meeting  in  New 
York  City  on  November  12.  A prerequisite  for 
membership  in  this  organization  is  that  the  applicant 
shall  be  a specialist  with  Diplomate  recognition.  One 
of  its  primary  purposes  is  to  effect  an  increase  of 
facilities  for  reconstructive  surgery,  both  through 
training  to  increase  the  skills  of  professional  men 
generally  and  through  extending  hospital  accommo- 
dations. Demands  for  reconstructive  surgery  are 
expected  to  be  augmented  after  the  present  war. 
The  Society  plans  to  foster  opportunities  for  sur- 
geons generally,  outside  of  its  membership,  in  order 
that  they  may  increase  their  knowledge  and  skill  to 
meet  needs  already  becoming  apparent. 
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YOU  CAN’T  GO  WRONG  Treatment  of  such  common  skin 

lesions  as  verrucae,  angiomas,  clavi,  keratoses,  etc.,  is  made  simple  and  sure  with 
the  Specialties  Dry  Ice  Apparatus.  The  CO2  snow,  confined  within  tip  of 
Specialties  Applicator,  is  pressed  against  the  lesion.  It  is  as  simple  as  that! 
Available  at  The  Professional  Equipment  Company,  36  Howe  Street,  New 
Haven,  Connecticut. 


(See  PAGE  2) 
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Unveiling  of  Painting,  "The  Father 
of  American  Pharmacy” 

Pharmacy’s  role  in  World  War  II  and  its  success 
in  making  America  independent  of  foreign  sources 
for  supplies  of  vital  drugs,  such  as  digitalis— modern 
medicine’s  most  commonly  used  heart  stimulant— 
were  keynote  topics  at  unveiling  ceremonies  for 
the  fifth  painting  in  the  famed  “Pioneers  of  Ameri- 
can Medicine”  series  in  Philadelphia  November  5, 
during  National  Pharmacy  Week. 

A distinguished  audience  of  250  pharmacists, 
medical  men  and  scientists  gathered  from  all  parts 
of  the  United  States  were  on  hand  for  the  event, 
which  paid  tribute  to  William  Procter,  Jr.,  world- 
famous  for  his  work  in  the  standardization  of  drugs. 

The  1943  painting  is  entitled  “The  Father  of 
American  Pharmacy”  and  depicts  Procter  (1817- 
1872),  studying  a formula  for  the  standardization  of 
drugs  while  at  work  with  an  assistant  in  his  labora- 
tory. 

The  principal  speaker  at  the  unveiling,  held  at  a 
dinner  in  the  Barclay,  was  Dr.  Ivor  Griffith, 
ph.m.,  sc.d.,  f.r.s.a.,  president  of  the  American 
Pharmaceutical  Association  and  president  of  the 
Philadelphia  College  of  Pharmacy  and  Science.  A 
special  exhibit  of  drug  producing  plants  formerly 
imported,  now  cultivated  in  the  United  States,  was 
shown  at  the  unveiling. 

To  Ensign  Melba  Grafius  of  the  WAVES,  a 
Shamokin,  Pa.,  girl  stationed  at  Annapolis,  Aid., 
fell  the  honor  of  lifting  the  veil  from  the  Procter 
painting.  She  is  the  fifth  youngest  woman  graduate 
pharmacist  in  the  State  of  Pennsylvania,  having- 
received  her  diploma  at  Temple  University  School 
of  Pharmacy  in  June,  1942. 

Back  in  1917,  while  a Navy  medical  corps  pharma- 
cist at  Brest,  France,  Frank  F.  Law,  president  of 
John  Wyeth  & Brother,  Inc.,  conceived  the  plan  of 
creating  an  enduring  monument  in  oils  to  American 
medical  pioneers  when  he  witnessed  the  marvels  of 
American  surgery  among  battle  wounded.  Law 
determined  then,  that  if  he  ever  got  the  opportunity, 
he  would  erect  such  a monument.  His  dream  came 
true  five  years  ago  when,  at  his  behest,  the  Wyeth 


Company  commissioned  Cornwell  to  begin  the 
series. 

Other  paintings  in  the  series,  which  are  loaned  to 
medical  schools  and  medical  societies,  are  “The 
Dawn  of  Abdominal  Surgery,”  a tribute  to  Dr. 
Ephraim  McDowell,  depicting  the  world’s  first 
successful  ovariotomy;  “Beaumont  and  St.  Martin,” 
honoring  Dr.  William  Beaumont,  who  pioneered  in 
the  study  of  the  stomach’s  digestive  functions; 
“Osier  at  Old  Blockley,”  in  honor  of  Sir  William 
Osier,  pioneer  teacher  of  clinical  medicine,  and 
“Conquerors  of  Yellow  Fever,”  a tribute  to  Drs. 
Walter  Reed  and  Carlos  Finley,  whose  work  made 
possible  construction  of  the  Panama  Canal,  vital 
wartime  lifeline. 

Procter  is  the  first  pioneer  of  a collateral  branch 
of  medicine  to  be  honored  in  the  series.  A Quaker, 
he  went  to  Philadelphia  as  a boy  from  Baltimore  and 
was  graduated  from  the  Philadelphia  College  of 
Pharmacy  in  1837,  soon  becoming  a professor  at  the 
same  school.  His  contributions  to  the  literature  of 
pharmacy  have  been  greater  than  those  of  any  other 
American. 

He  edited  the  American  Journal  of  Pharmacy  and 
founded  the  American  Pharmaceutical  Association. 
His  chief  contribution,  however,  was  the  standard- 
ization of  drugs  for  which  there  was  a crying  need 
because  of  the  failure  of  compounds  due  to  varying 
methods  of  preparation. 

Twelve  paintings  in  the  series  are  contemplated, 
one  to  be  unveiled  each  year.  Cornwell,  whose  studio 
is  in  Alhambra,  California,  attended  the  unveiling. 

Dr.  McKhann  Joins  Parke,  Davis  & Co. 

Dr.  Charles  F.  McKhann,  who  has  for  several 
years  been  on  the  faculty  of  the  University  of 
Michigan,  has  resigned  from  that  institution  to 
accept  a position  as  Assistant  to  the  President  of 
Parke,  Davis  and  Company.  Dr.  McKhann  will  de- 
vote his  time  entirely  to  the  scientific  activities  of 
the  company.  He  assumed  his  new  duties  October 
15- 

At  the  University,  Dr.  McKhann  has  held  the 
positions  of  Professor  of  Pediatrics  and  Communi- 
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cable  Diseases  in  the  Medical  School,  and  Professor 
of  Maternal  and  Child  Health  in  the  School  of  Pub- 
lic Health.  He  has  also  acted  as  Consultant  to  the 
Secretary  of  War  in  the  Control  of  Epidemic 
Diseases. 

Dr.  McKhann  has  had  an  interesting  and  excep- 
tional background  of  experience.  The  summer  of 
1941,  previous  to  coming  to  the  University  of 
Michigan,  he  acted  as  Consultant  to  the  Board  of 
Health,  Territory  of  Hawaii.  From  1936  to  1940  he 
held  the  position  of  Associate  Professor  of  Pediatrics 
and  Communicable  Diseases  at  Harvard  Medical 
School  and  Harvard  School  of  Public  Health.  Before 
that  he  spent  a year  as  Visiting  Professor  of  Pedi- 
atrics and  Communicable  Diseases  at  Peiping  Union 
Medical  College,  Peiping,  China. 

Since  1930  he  has  conducted  and  directed  research 
on  communicable  diseases,  immunology,  renal 
diseases,  nutritional  diseases,  and  on  certain  phases 
of  toxicology.  He  developed  and  introduced  im- 
mune globulin  and  has  contributed  to  the  develop- 
ment of  several  other  products. 

Dr.  McKhann  is  a member  of  the  Michigan  State 
Medical  Society,  American  Medical  Association, 
American  Society  for  Clinical  Investigation  (Vice- 
President,  1943),  American  College  of  Physicians, 
American  Academy  of  Pediatrics,  Society  for  Pedi- 
atric Research  (President,  1936)  and  American 
Public  Health  Association. 

Carotene  in  Tomatoes 

Nutrition  Reviews  (October  1943)  informs  us  that 
vine  ripened  tomatoes  are  much  higher  in  carotene 
content  than  those  picked  green  and  allowed  to 
ripen  in  storage.  Also  tomatoes  are  somewhat  richer 
in  carotene  at  the  stem  end,  large  tomatoes  contain 
more  of  the  vitamin  than  small  ones  from  the  same 
vine,  and  tomatoes  grown  outdoors  in  summer  con- 
tain 26  per  cent  more  carotene  than  those  grown 
in  the  greenhouse  in  winter. 

1942  Vital  Statistics 

The  Bureau  of  Census,  in  a special  report  issued 
in  August  1943,  released  the  first  of  its  regular  series 
showing  provisional  data  on  vital  statistics  for  1942 
in  the  United  States.  The  reported  crude  birth  rate 
showed  an  increase  of  10.6  per  cent  over  the  previous 
year,  rising  from  18.9  to  20.9' live  births  per  1,000 
estimated  population.  The  1942  birth  rate  is  the 
highest  reported  since  1925.  The  provisional  death 


rate  of  10.4  per  1,000  estimated  population  is  the 
lowest  ever  recorded  for  the  United  States. 

The  number  of  infants  reported  as  dying  in  the 
first  year  of  life  is  only  slightly  less  than  the  figure 
for  1941,  but  because  of  the  increase  in  the  number 
of  births  the  provisional  infant  death  rate  of  40.4 
infant  deaths  per  1,000  live  births  is  considerably 
lower  than  the  final  figure  for  1941,  which  was 
45  - 3 - 

The  Right  Way  To  Do  It 

C.  O.  Pauley,  Esq.,  president  of  Insurance  Eco- 
nomics Society  of  America,  addressing  The  Social 
Insurance  Legislative  Forum  in  Chicago  recently 
said,  “In  my  conception,  the  efforts  of  government 
should  be  addressed  primarily  to  the  underlying 
causes  of  unemployment  and  disability,  rather  than 
placing  the  emphasis  upon  paying  its  citizens  for 
being  unemployed  or  sick.  It  should  encourage  its 
citizens  to  provide  against  such  contingencies  by 
education,  by  savings,  by  insurance,  and  all  other 
means  available;  and  should  provide  for  those  whose 
needs  are  inevitable  by  a judicious  system  of  public 
assistance,  rather  than  fasten  upon  the  whole  Ameri- 
can people  a vast  compulsory  social  insurance  pro- 
gram administered  by  an  ever  growing  bureau- 
cracy.” 

What  Is  Your  Answer? 

The  New  Orleans  Medical  and  Surgical  Journal 
shows  a remarkable  sagacity  in  the  following  com- 
ment it  has  to  make  on  certain  proposed  federal 
legislation.  Because  the  basic  reasoning  herein  ex- 
pressed is  applicable  to  a certain  extent  in  Connecti- 
cut as  well  as  in  Louisiana,  we  are  reprinting  the 
entire  editorial. 

“For  a number  of  years  the  medical  profession 
has  had  constantly  before  it  the  threat  of  socialized 
medicine  or  the  political  control  of  the  practice  of 
medicine.  Since  the  report  of  the  committee  on  the 
cost  of  medical  care  was  published,  there  has  been 
a persistent  demand  from  certain  groups  for  a change 
in  the  form  of  medical  practice  supposedly  to  make 
adequate  medical  service  available  to  the  low  income 
group.  At  the  present  time  these  efforts  have  cul- 
minated in  the  introduction  of  the  Wagner-Murray- 
Dingell  Bill— S.  1161— a pernicious  piece  of  legisla- 
tion placing  the  entire  practice  of  medicine  under 
political  control. 

“The  medical  profession  has  consistently  op- 
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posed  these  various  attempts  to  socialize  or  political- 
ize the  practice  of  medicine.  We  have  done  so 
because  we  realize  that  such  plans  can  only  result 
in  an  inferior  quality  of  medical  service,  rendered 
at  greater  ultimate  cost  to  the  taxpayer.  No  one  can 
seriously  question  the  correctness  of  our  stand  on 
those  grounds,  but  there  has  always  been  a weak 
link  in  our  opposition,  namely  that  we  have  offered 
vo  plan  to  correct  the  known  evident  defects  in  the 
present  distribution  of  medical  care.  Opposition  to 
any  measure  such  as  the  W agner- Murray -Din gell 
Bill , must  be  constructive  and  not  simply  negative  if 
it  is  to  meet  with  ultimate  success.  (Italics  our  own— 
Ed.) 

“Certainly  one  cannot  say  that  all  is  well  with  the 
distribution  of  medical  care  in  the  State  of  Louisiana. 
It  is  true  that  we  have  a system  of  Charity  Hos- 
pitals which  are  rendering  a great  service  and  fulfill 
a certain  definite  need,  but  there  is  room  for  certain 
improvements  in  the  quality  of  that  service.  There 
still  remains  though  a large  group  of  people  not 
quite  in  the  charity  groups  yet  not  able  to  carry  the 
burden  of  a serious  illness.  These  people  do  not 
want  charity  service  but  when  confronted  with  a 
medical  and  hospital  bill  of  $200  or  $300  that  can- 
not be  paid  they  must  either  accept  charity  or 
assume  a debt  that  will  require  months  to  liquidate 
provided  they  fortunately  escape  another  doctor  and 
hospital  bill  in  the  mean  time.  Many  of  these  people 
are  eager  for  some  change  in  medical  practice  which 
will  make  available  to  them  medical  care  that  they 
can  pay  for  and  not  so-called  charity  treatment. 

“There  is  another  large  group  of  people,  truly 
indigent  who  usually  go  without  ordinary  medical 
care  for  simple  illness  or  preventive  measures.  If 
they  live  in  a large  city  where  outpatient  clinics  are 
active  they  can  secure  treatment  for  an  illness  not 
requiring  hospitalization  but  if  they  are  in  smaller 
towns  or  in  the  country  they  either  go  without  or 
have  gratuitous  treatment  from  a local  physician. 
Certainly  these  people  feel  the  necessity  for  some 
change  which  will  make  adequate  medical  care 
available  to  them  and  therefore  they  will  accept  and 
support  measures  in  the  nature  of  the  Wagner- 
Murray-Dingell  Bill  and  who  could  blame  them. 

“These  two  groups  make  up  quite  a large  percent- 
age of  the  population,  almost  a controlling  voting 
percentage  and  it  is  therefore  to  them  that  the  poli- 
tician appeals.  Ultimately  they  will  get  some  change 
in  medical  practice,  a change  given  to  them  by  the 
politicians  or  by  a thoughtful  wide  awake  medical 


profession.  Thus  far  the  politicians  have  been  offer- 
ing the  appealing  plans.  True  various  plans  have 
been  tried  in  certain  localities  by  medical  societies, 
county  or  state  but  these  have  not  been  very  general. 

“Just  recently  when  talking  to  a group  of  laymen 
seeking  their  cooperation  in  opposing  the  Wagner- 
Murray-Dingell  Bill,  I was  confronted  with  this 
reply,  ‘Yes  Doctor,  we  are  opposed  to  this  bill  and 
any  other  scheme  of  socialization,  but  what  plans 
have  you  whereby  the  low  income  group  can  secure 
adequately  medical  care?’  That  is  the  urgent  ques- 
tion before  the  medical  profession.  We  must  see  that 
everyone  is  able  to  secure  adequate  medical  care 
under  some  plan  of  which  we  approve.  If  this  is  not 
done  by  us,  the  Wagner-Murray-Dingell  Bill  or  a 
similar  bill  will  be  passed,  whether  we  like  it  or  not. 
Our  position  will  be  much  stronger  and  perhaps 
lead  to  ultimate  success  if,  in  addition  to  opposing 
such  measures  as  the  Wagner-Murray-Dingell  Bill, 
we  offer  some  constructive  plan  for  the  solution  of 
the  question.” 

A New  Jersey  Army  Physician  With 
Washington 

Masonic  physicians  will  be  interested  in  an  account 
of  “Dr.  William  McKissack,  a New  Jersey  Army 
Physician  with  General  Washington”  which  ap- 
peared in  The  Journal  of  the  Medical  Society  of 
New  Jersey , October  1943.  It  seems  that  Dr.  Mc- 
Kissack w as  not  only  the  last  medical  man  received 
into  that  Society  during  the  1 8th  century  and  later 
successively  recording  secretary  and  third  vice- 
president  of  the  Society,  but  he  also  achieved  some 
fame  by  founding  the  Grand  Lodge  of  Masons  in 
the  State  of  New  Jersey.  The  Journal  informs  us 
that  he  was  vmrshipful  master  of  Basking  Ridge 
Lodge,  No.  10,  warranted  under  the  Grand  Lodge 
of  Pennsylvania,  that  he  v^ent  from  place  to  place 
establishing  local  lodges  and  encouraging  those 
already  established,  and  was  the  instigator  of  the 
call  on  December  17,  1786,  for  the  Grand  Lodge  of 
New  Jersey.  He  served  as  right  worshipful  grand 
warden  and  later  as  right  worshipful  grand  master 
of  this  nevlv  formed  Grand  Lodge  of  New  Jersey. 
History  also  records  that  this  same  Dr.  McKissack 
was  one  of  the  physicians  placed  in  charge  of  a 
military  hospital  organized  by  Dr.  Benjamin  Rush 
and  constructed  at  Bound  Brook,  New^  Jersey.  Dr. 
McKissack  is  said  to  have  attended  General  Wash- 
ington on  several  occasions. 
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Negro  Health  Deficit  Cited  in  Report 

Incorporation  of  child  spacing  services  into  all 
State  and  community  public  health  programs,  as  one 
means  of  solving  some  of  the  grim  health  problems 
still  facing  millions  of  Negroes  in  the  United  States, 
is  being  urged  by  the  Planned  Parenthood  Federa- 
tion of  America,  Inc. 

Calling  attention  to  the  high  death  and  illness 
rates  among  negro  mothers  and  babies  in  the  nation 
as  plain  proof  of  the  need  for  extending  education 
in  family  planning,  the  Federation  announced  official 
publication  of  reports  by  Tennessee  and  South 
Carolina  public  health  officials  which  show  that 
even  the  most  disadvantaged  groups  in  the  popula- 
tion will  welcome  and  successfully  employ  medi- 
cally approved  methods  of  birth  control  as  a means 
of  planning  their  children.  The  reports  cover  the 
results  of  birth  control  demonstrations  under  public 
health  auspices  in  the  two  Southern  states  over  a 
two-year  period.  They  are  presented  in  a publica- 
tion of  the  Federation  titled,  “Better  Health  for 
1 3,000,000.” 

The  Southern  demonstrations  were  undertaken  in 
Nashville,  Tennessee,  and  in  Berkeley  and  Lee  coun- 
ties in  South  Carolina  in  recognition  of  the  heavy 
health  deficit  among  the  negro  population  of  the 
country.  The  death  rate  of  13,000,000  American 
negroes  is  50  per  cent  higher  than  of  whites  and  the 
average  sickness  rate  is  43  per  cent  greater.  Negro 
mothers  die  at  twice  the  rate  of  white  mothers  and 
negro  babies  die  at  1 /2  times  the  rate  of  white 
babies. 

The  contribution  which  planned  parenthood  can 
make  to  the  health  of  a family  by  helping  mothers 
to  regain  their  strength  after  a birth  and  before 
undertaking  another  pregnancy,  or  to  postpone 
pregnancy  in  the  presence  of  illness  and  disease,  is  a 
matter  of  conclusive  medical  evidence.  The  two 
southern  demonstrations  were  launched  with  the 
cooperation  of  national  negro  leadership,  to  learn 
if  even  the  most  handicapped  members  of  the  popu- 
lation would  be  receptive  to  family  planning,  what 
methods  and  materials  would  prove  most  effective, 


what  degree  of  sustained  cooperation  could  be 
achieved  and  what  follow-up  would  be  required. 

The  pertinent  conclusion  drawn  from  the  projects 
is  that  public  health  programs  in  every  part  of  the 
country  can  be  strengthened  by  extending  child 
spacing  services  to  health  blighted  groups  still  with- 
out knowledge  or  means  of  planning  their  children. 
With  the  use  of  the  right  psychology,  properly 
selected  methods  and  consistent  follow-up,  the  re- 
sults in  terms  of  reduced  wastage  of  human  life  and 
health  become  readily  apparent. 

The  report  also  describes  the  results  of  three  years 
of  educational  efforts  through  scores  of  negro 
organizations  to  give  the  “rank  and  file”  a knowl- 
edge of  what  planned  parenthood  can  provide  in 
benefits  to  negroes  generally  and  to  the  individual 
family. 

Dr.  Charles  S.  Johnson,  director  of  the  Depart- 
ment of  Social  Services  at  Fisk  University  and  chair- 
man of  the  Federation’s  National  Advisory  Council 
on  Negro  Problems,  stressed  the  importance  of  ex- 
tending family  planning  through  public  health  pro- 
grams, in  a letter  transmitting  the  reports. 

“ 1 he  war  should  not  divert  us  from  the  fact  that 
many  millions  of  our  children  still  are  being  born  to 
families  that  can  give  them  little  in  health  or  security 
or  happiness,”  Dr.  Johnson  states.  “.  . . We  can 

hope  that  opportunities  for  the  average  negro  family 
to  raise  its  living  standards  will  progressively  widen. 
In  the  meantime,  the  extension  of  child  spacing 
knowledge  and  services  to  reach  many  more  negro 
families  is  an  important  step  that  can  be  taken 
toward  better  health  for  all  Americans.” 

The  Federation  points  out  that  seven  states,  and 
many  more  cities,  are  already  making  child  spacing 
a normal  part  of  their  public  health  services. 

Industrial  Dentists  Elect  Connecticut  Man 

1 he  secretary-treasurer  of  the  newly  organized 
American  Association  of  Industrial  Dentists  is 
Powell  C.  Carrell,  n.n.s.,  Pratt  & Whitney  Aircraft 
Division,  East  Hartford. 


THOUSANDS  HAVE  SAID “Cleverest  little  device  I’ve 

seen  in  thirty  years  of  practice!”  Thus,  they  refer  to  the  $37.50  “Hyfrecator,” 
for  the  permanent  removal  of  foreign  growths  by  the  proven  electrodesic- 
cation method.  Write  or  phone  for  your  free  twenty-four  page  booklet 
“Symposium  on  Electrodesiccation.”  No  obligation;  but  we  shall  offer  to 
sell  you  one  of  the  “Hyfrecators”,  of  course.  Professional  Equipment  Com- 
pany, 36  Howe  Street,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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WINTER-SPRING  PROGRAM 
HARTFORD  MEDICAL  SOCIETY 

The  Hartford  Medical  Society,  as  a part  of  its  educational 
program,  cordially  invites  each  and  every  physician  residing 
or  stationed  in  the  State  of  Connecticut  to  attend  its  regular 
meetings  which  are  held  on  the  first  and  third  Monday 
evenings  of  eacli  month  throughout  the  winter  at  The  Hunt 
Memorial,  38  Prospect  Street,  Hartford,  Connecticut. 

Thomas  H.  Denne,  m.d.,  President 

Coming  Speakers 
February  7— “Traumatic  Shock” 

Alfred  Blalock,  m.d. 

Professor  of  Surgery,  Johns  Hopkins  University, 
Surgeon-in-Chief,  The  Johns  Hopkins  Hospital 

February  21— “The  Medico-Legal  Aspects  of  Sudden  Death” 
Milton  Helpern,  m.d. 

Assistant  Professor  of  Clinical  Medicine,  Cornell 
University  Medical  College,  New  York  City 
Deputy  Chief  Medical  Examiner,  City  of  New  York 

March  6— “Recent  Advances  in  the  Differential  Diagnosis  of 
Liver  Disease” 

Franklin  M.  Hanger,  m.d. 

Associate  Professor  of  Medicine,  Columbia  Univer- 
sity, College  of  Physicians  and  Surgeons,  New  York 
City 

March  20— “The  Psychiatry  of  this  Global  War” 

Edward  A.  Strecker,  m.d. 

Professor  of  Psychiatry,  University  of  Pennsylvania 
President,  American  Psychiatric  Association,  Phila- 
delphia, Penn. 

April  3— “Common  Mistakes  in  the  Diagnosis  and  Treatment 
of  Digestive  Tract  Disorders” 

Henry  L.  Bockus,  m.d. 

Attending  Gastroenterologist  and  Chief  Gastroenter- 
ologist, Division  of  Medicine,  Graduate  Hospital, 
Pennsylvania  University 

Professor  of  Gastroenterology,  Graduate  School, 
Pennsylvania  University 

April  17— “The  Management  of  Nephritis” 

George  W.  Thorn,  m.d. 

Hersey  Professor  of  the  Theory  and  Practice  of 
Physic,  Harvard  University 

Physician-in-Chief,  Peter  Bent  Brigham  Hospital, 
Boston,  Massachusetts 


NATIONAL  CONFERENCE  TO  MEET 
FEBRUARY  13  IN  CHICAGO 

The  1 8th  annual  meeting  of  the  National  Conference  on 
Medical  Service  will  be  held  on  February  13  in  the  Red 
Lacquer  Room  of  the  Palmer  House  in  Chicago. 


This  conference  is  the  only  discussion  meeting  of  its  kind 
on  the  social  and  economic  relationships  of  medicine  and  it 
provides  the  one  opportunity  of  the  year  for  representatives 
of  organized  medicine  from  all  parts  of  the  country  to  get 
together  for  informal  discussion  of  the  grave  issues  confront- 
ing the  profession  today. 

The  conference  is  not  in  any  sense  an  official  body  of 
organized  medicine.  But  action  initiated  in  its  discussions  last 
year  was  crystallized  in  the  formation  of  the  New  Council 
on  Medical  Service  and  Public  Relations  by  the  House  of 
Delegates  of  the  American  Medical  Association  in  June.  Its 
forum  affords  the  rank  and  file  of  medicine  an  important 
opportunity  for  expression  which  may  have  far  reaching 
results  for  the  future  of  medicine. 

I he  program  this  year  is  not  yet  complete  but  it  is  under- 
stood that  it  will  stress  the  postwar  problems  and  respon- 
sibilities of  medical  organized  medicine  which  must  provide 
not  only  for  the  orderly  resestablishment  of  thousands  of 
medical  officers  returning  from  military  service,  but  must 
foster  and  guide  a constructive  national  program  for  the 
improvement  and  better  distribution  of  medical  services  to 
the  American  people. 

The  1944  conference  officers  are  W.  L.  Burnap,  m.d.,  of 
Fergus  Falls,  Minn.,  President,  and  C.  L.  Palmer,  m.d.,  of 
Pittsburgh,  Secretary. 

In  accordance  with  an  established  precedent  the  meeting  is 
held  on  the  day  before  the  Annual  Congress  on  Aledical 
Education  and  Licensure  so  that  as  many  as  possible  can 
arrange  to  be  present  at  both  meetings.  Every  member  of 
organized  medicine  is  cordially  invited  to  attend  and  every 
state  association  is  especially  urged  to  see  that  it  is  well 
represented. 


AMERICAN  COLLEGE  OF  SURGEONS  TO 
HOLD  WAR  SESSIONS 

I wenty-two  cities  distributed  throughout  the  United 
States  and  Canada  have  been  selected  bv  the  American  Col- 
lege of  Surgeons  as  headquarters  for  one  day  War  Sessions 
to  be  held  in  March  and  April,  1944.  Advancements  in  mili- 
tary medicine  and  developments  in  civilian  medical  research 
and  practice  under  the  spur  of  the  war  emergency  will  be 
presented  by  authorities  representing  governmental  agencies 
and  by  civilian  physicians  and  surgeons. 

The  meetings  will  be  open  to  the  profession  at  large,  in- 
cluding medical  officers  of  the  Army  and  the  Navy,  resi- 
dents, interns,  medical  students,  and  executive  personnel  in 
hospitals.  For  the  latter  special  hospital  conferences,  to  be 
held  simultaneously  with  the  scientific  sessions,  are  being 
arranged.  Those  who  plan  to  attend  the  War  Sessions  may 
select  the  meeting  which  in  place  or  time  is  most  convenient, 
regardless  of  the  states  and  provinces  which,  for  the  purposes 
of  organization,  are  designed  on  the  schedule  as  partici- 
pating in  a given  meeting. 
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The  United  States  Army,  Navy,  Public  Health  Service, 
Veterans  Administration,  Procurement  and  Assignment  Serv- 
ice, and  the  Office  of  Civilian  Defense,  are  assigning  repre- 
sentatives to  participate  in  the  meetings.  In  Canada,  the 
corresponding  agencies  are  likewise  assigning  official  repre- 
sentatives. Experiences  of  medical  officers  who  have  been  on 
active  duty  in  combat  zones  will  be  especially  featured.  In 
the  hospital  conferences,  such  agencies  as  the  War  Produc- 
tion Board,  the  War  Manpower  Commission,  the  American 
Red  Cross,  and  groups  interested  in  student  nurse  recruit- 
ment, will  be  represented. 

Each  meeting  will  open  at  8:30  a.  m.  with  the  showing  of 
official  U.  S.  Army  and  U.  S.  Navy  films  on  medical  and 
surgical  subjects,  such  as  evacuation  of  the  wounded,  frac- 
tures, bomb  blast,  burns,  and  treatment  of  wounds.  From 
9:30  to  11:30  Army  and  Navy  representatives  who  have  been 
on  active  duty  abroad  will  report;  from  11:30  to  noon  repre- 
sentatives of  the  Public  Health  Service  will  report  on  meas- 
ures for  the  control  of  endemic  and  epidemic  diseases.  Current 
problems  of  the  Procurement  and  Assignment  Service  will 
be  presented  by  a representative  at  the  luncheon  conference 
from  12:15  to  2:00  o’clock.  Between  2:15  and  5:00  p.  m.,  three 
scientific  presentations  by  medical  members  of  the  armed 
forces  and  by  civilian  members  of  the  medical  profession  will 
be  made;  a scientific  presentation  will  be  made  by  a repre- 
sentative of  a medical  service  in  industry;  and  the  program 
for  veterans  will  be  presented  by  a representative  of  the 
Veterans  Administration.  From  5:00  to  5:30  p.  m.  the  need 
for  protective  services  in  time  of  war  will  be  presented  by  a 
representative  of  the  Office  of  Civilian  Defense.  The  con- 
cluding session  will  be  a dinner  meeting  and  open  forum  with 
all  participants  in  the  day’s  program  as  the  panel  of  experts 
to  lead  discussion  of  any  and  all  subjects  presented  during 
the  day  together  with  other  problems  of  interest  to  the 
medical  and  hospital  professions.  The  motion  picture  show- 
ing, public  health  service  session,  luncheon  confernce,  civilian 
defense  program,  and  the  dinner  meeting  and  open  forum 
will  be  attended  by  both  the  medical  and  hospital  groups. 
The  hospital  representatives  will  discuss  wartime  hospital 
problems  and  how  they  are  being  solved,  from  9:30  to  11:30 
a.  m.,  and  will  hold  a round  table  conference  on  “Wartime 
Hospital  Service”  from  2:15  to  5:00  p.  m. 

The  meeting  for  the  New  England  States  will  be  held  at 
Hotel  Kimball,  Springfield,  Massachusetts,  on  Monday, 
March  20. 


CLINICAL  RESEARCH  MEETING  TO  BE  HELD 
BY  THE  NEW  YORK  ACADEMY  OF  MEDICINE 

The  New  York  Academy  of  Medicine  will  hold  a meeting 
in  the  first  week  of  April  to  provide  a forum  in  which  re- 
search workers  of  New  York  City  and  vicinity  may  present 
results  of  original  research  in  clinical  medicine. 

I his  meeting  is  being  arranged  by  the  Committee  on  Medi- 
cal Education  of  the  Academy  in  view  of  the  dearth  of  meet- 
ings of  national  medical  societies  before  which  research  work 
has  usually  been  presented. 

Presentations  will  be  limited  to  twelve  minutes.  A brief 
period  of  free  discussion  will  follow  each  presentation.  The 


publication  of  presentations  is  not  a necessary  condition  but 
the  Academy  plans  to  publish  in  the  Bulletin,  abstracts  of 
presentations  if  the  author  so  desires.  The  fact  that  material 
has  in  substance  or  in  part  been  presented  elsewhere  will  not 
be  regarded  as  a bar  to  presentation,  provided  that  the 
work  represents  recent  research. 

I lie  Committee  extends  an  invitation  to  all  research  work- 
ers of  Greater  New  York  City  and  of  neighboring  cities 
within  a radius  of  one  hundred  miles  to  submit  an  abstract, 
not  to  exceed  two  hundred  words  in  length,  of  proposed 
presentation  to  the  Secretary  of  the  Committee  on  Medical 
Education  of  the  Academy  not  later  than  March  1,  1944.  A 
formal  invitation  will  then  be  extended  by  the  Committee  to 
the  authors  of  papers  selected  for  presentation  to  participate 
in  this  program. 


TUMOR  CLINICS  IN  CONNECTICUT 


Patients  unable  to  pay  may  receive  diagnostic  services  and 
treatment  free  of  charge  by  applying  to  these  tumor  clinics, 
either  through  their  private  physicians,  social  agencies  or 
public  health  nurses. 

Bridgeport  Hospital 

2nd  and  4th  Friday  at  12  noon 
St.  Vincent’s  Hospital 

2nd  and  4th  Thursday  at  12  noon 
Danbury  Hospital 

The  last  Friday  at  12  noon 
Hartford  Hospital 

Fridays  at  10:30  a.  m. 

St.  Francis  Hospital 

Wednesdays  at  11:00  a.  m. 

Meriden  Hospital 

Wednesdays  at  9:00  a.  m. 

Middlesex  Hospital  Middletown 

The  last  Wednesday  at  9:30  a.  m. 

New  Britain  General  Hospital  New  Britain 

1st  and  3rd  Friday  at  10:30  a.  m. 

Grace  Hospital  New  Haven 

Tuesdays  at  11:00  a.  m. 

New  Haven  Hospital  New  Haven 

I uesday,  Thursday  and  Saturday  at  9:00  a.  m. 

Monday  and  Wednesday  at  1:30  p.  m. 

Lawrence  and  Memorial  Associated  Hospitals  New  London 
1st  and  3rd  Friday  at  9:30  a.  m. 

Norwalk  General  Hospital  Norwalk 

Tuesdays  at  11:00  a.  m. 

Wm.  W.  Backus  Hospital  Norwich 

Tuesdays  at  9:00  a.  m. 


Bridgeport 

Bridgeport 

Danbury 

Hartford 

Hartford 

Meriden 


Stamford  Hospital  Stamford 

Tuesdays  at  10:00  a.  m. 

Waterbury  Hospital  Waterbury 

Mondays  at  Chase  Dispensary  at  u:oo  a.  m. 

St.  Mary  s Hospital  Waterbury 

Thursdays  at  11:00  a.  m. 


Windham  Community  Memorial  Flospital  Willimantic 
The  1st  and  3rd  Monday  at  11:00  a.  m. 


COUNTY  NEWS 


OUR  NEIGHBORS 

Massachusetts 

Dr.  James  A.  McCann,  chairman  of  sub  committee 
on  Prepayment  Medical  Care  Costs,  Massachusetts 
Medical  Society,  reported  at  the  October  meeting  of 
the  Council  that  the  enrollment  of  Blue  Shield  would 
reach  10,000  in  January  1944.  Membership  is  secured 
by  salesmen  of  Blue  Cross,  each  being  responsible 
for  a quota  of  200  Blue  Shield  subscribers  and  500 
Blue  Cross  subscribers.  Blue  Shield  at  the  end  of  its 
first  six  months  period  (July  31,  1943)  showed  a net 
loss  of  $4,476.51,  but  little  more  than  the  initial  ex- 
pense for  organization,  which  has  been  carried  for- 
ward to  be  paid  out  of  accumulated  reserves.  It  is 
estimated  that  there  will  be  a surplus  from  working 
income  of  $1,200  by  the  end  of  the  first  year  (Janu- 
ary 1944)’  which  during  the  second  year  should 
increase  sufficiently  to  retire  the  initial  cost  and 
begin  the  creation  of  a reserve. 

New  York 

The  editor  of  the  New  York  State  Journal  of 
Medicine  reminds  us  that  we  have  held  our  prepaid 
insurance  plans  as  the  antidote  for  the  poison  of 
socialized  medicine.  If  that  is  so,  this  same  editor 
writes,  that  antidote  must  be  available  everywhere 
and  to  anyone  who  needs  it.  Organized  medicine 
will  have  to  recognize  the  fact  that  this  type  of 
insurance  must  be  sold.  It  must  be  sold  to  the  public, 
and  it  is  his  belief  that  it  must  be  sold  to  the  public 
by  those  who  know  how  to  do  it.  If  the  doctors  can 
do  it,  well  and  good;  but  of  this  he  is  in  doubt.  If 
it  is  proper  for  the  shoemaker  to  stick  to  his  last  it  is 
equally  proper  for  physicians  to  stick  to  their  doc- 
toring. They  are  not  trained  as  salesmen  of  insur- 
ance. If  organized  medicine  will  recognize  this  fact 
and  adjust  its  thinking  to  the  utilization  of  some  sales 
agency  for  this  type  of  insurance  which  knows  how 
to  sell  it,  things  will  move  faster.  T his  is  the  time,  if 
ever,  to  do  some  straight  thinking  on  this  subject. 
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If  we  are  to  oppose  effectively  a national  plan  for 
socialized  medicine,  we  must  oppose  it  with  an 
alternative  plan  on  an  operating  basis,  sufficiently 
widespread  to  support  our  contention. 

NEWS 

from  County  Associations 

<Nb<*X><X><X><N£><X><X>^ 

Fairfield 

The  annual  dinner  of  The  Stamford  Medical 
Society  was  held  on  January  1 1 . The  election  of 
officers  for  the  year  took  place  with  the  following 
slate  elected:  President,  Paul  H.  Brown;  First  Vice- 
President,  Newell  W.  Giles;  Second  Vice-President, 
Frank  IT  D’Andrea;  Secretary,  R.  Alfred  Gandy; 
Treasurer,  Sol  Friedberg. 

The  Seventy-third  Annual  Banquet  of  The 
Bridgeport  Medical  Society  was  held  on  January  18 
at  the  Algonquin  Club  in  Bridgeport. 

Word  has  been  received  that  Benjamin  Reynolds 
Reiter,  who  formerly  practiced  medicine  in  Bridge- 
port, has  been  promoted  to  the  rank  of  Major  in  the 
United  States  Army  Medical  Corps  on  October  26. 
Dr.  Reiter  left  this  country  a year  ago  and  has  served 
in  England,  Africa  and  Sicily  and  has  now  returned 
to  England. 

Hartford 

The  Hartford  County  Medical  Association  has 
140  members  in  the  armed  services. 

Walter  Keefe  and  George  Rosenbaum  have  been 
commissioned  in  the  Navy. 

The  Board  of  Directors  of  the  Hartford  County 
Medical  Association  has  voted  that  members  will 
examine  without  charge  candidates  for  Nurses’  Aids 
upon  whom  payment  will  be  an  hardship.  This  was 
done  by  agreement  with  the  Red  Cross  which  will 
request  the  remission  of  the  charge  for  the  few 
individuals  affected. 

As  a result  of  the  demands  of  the  armed  services 


THE  PSYCHOLOGICAL  EFFECT-  on  the  fastidious  pa- 
tient is  far  reaching,  if  you  use  our  Vanco  Sanitary  Sheet  Apparatus.  Seeing 
you  provide  a new,  clean,  snow  white  sheet  for  the  examining  table  establishes 
confidence  and  places  the  patient  at  ease.  A clean  sheet  for  every  patient  at 
less  than  1 cent  each!  Made  for  wooden  or  metal  tables,  and  available  on  trial 
without  obligation.  Call  a Professional  Equipment  Company  representative, 
7-2138,  New  Haven,  Connecticut. 


(See  PAGE  2) 
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the  Hartford  Municipal  Hospital  is  suffering  from  a 
shortage  of  internes.  The  service  is  rotating  and  the 
outpatient  department  is  very  active. 

The  Hartford  (City)  Medical  Society  reports  the 
following  officers  elected  for  1944  at  the  annual 
meeting  on  January  3:  Thomas  H.  Denne,  president; 
N.  Herbert  Bailey,  president-elect;  Samuel  Donner, 
secretary;  J.  Whitfield  Larrabee,  assistant  secretary; 
Clinton  D.  Deming,  treasurer;  Benedict  B.  Landry, 
assistant  treasurer;  Edward  J.  Whalen,  librarian; 
Louis  P.  Hastings  and  Louis  F.  Middlebrook,  asso- 
date  librarians;  Orin  R.  Witter,  Otto  G.  Wiedman, 
Donald  B.  Cragin,  trustees;  Morris  M.  Mancoll, 
member  house  committee  for  three  years.  Following 
his  address  as  retiring  president,  H.  Gildersleeve 
Jarvis  was  presented  with  a gavel  by  Edward  J. 
Whalen.  The  presentation  and  acceptance  speeches 
were  made  the  occasion  for  some  very  delightful 
oratory. 

The  Hartford  Medical  Society  reports  307  active 
and  50  associate  members,  of  which  51  active  and  2 
associate  are  in  the  armed  forces. 

By  raising  subscriptions  for  a grand  total  of 
$5,136,985.01,  the  Hartford  Hospital  Building  Fund 
has  established  a world  record.  This  is  the  largest 
sum  ever  raised  for  a single  voluntary  hospital  in 
any  community  in  the  Lhiited  States,  and  that  means 
in  all  the  world.  It  is  interesting  to  note  that  in  the 
last  two  years  Hartford  Hospital  has  admitted  more 
patients  than  any  other  non  governmental  hospital 
in  the  United  States.  Construction  of  the  complete 
new  hospital  will  be  carried  out  as  soon  as  the 
present  emergency  is  over. 

The  new  officers  of  the  Hartford  Eye,  Ear,  Nose 
and  Throat  Society  elected  at  the  annual  meeting  in 
December  1943  are  as  follows:  Pinckney  W.  Snell- 
ing,  president;  Chester  N.  Woodford,  vice-presi- 
dent; Edward  A.  Dignam,  secretary-treasurer.  The 
retiring  president  is  Henry  Katz.  Harold  A.  Ban- 
croft and  Augustus  R.  Felty  of  Hartford  were 
among  the  speakers  at  the  annual  meeting. 

Deborah  C.  Leary  of  Hartford  is  coauthor  of  two 
articles  in  the  December  1943  issue  of  The  Yale 


Journal  of  Biology  and  Medicine.  The  first  is  entitled 
“Diabetes  Mellitus  and  Pregnancy”  and  is  written  in 
conjunction  with  Paul  H.  Lavietes,  Alexander  W. 
Winkler  and  John  P.  Peters,  l'he  other  entitled 
“The  Antifibrinolysin  Test  in  Normal  and  Toxemic 
Pregnancy”  is  written  in  conjunction  with  Louis  G. 
Welt. 

Captain  Henry  L.  Birge  writes  from  Stockton, 
California,  that  he  is  still  chief  of  E.E.N.T.  at 
Station  Hospital,  Army  Air  Forces  Advanced  Flying- 
School,  Stockton  Field. 

Litchfield 

According  to  the  Journal  of  the  American  Medical 
Association,  Captain  Francis  Gallo  of  Winsted  is  a 
prisoner  of  war  confined  in  Concentration  Camp 
P.G.  21  in  Italy.  Dr.  Gallo  enlisted  in  April  1941. 

A business  meeting  of  the  Torrington  iMedical 
Society  was  held  on  Wednesday,  January  12,  fol- 
lowing the  monthly  hospital  staff  meeting.  Methods 
were  discussed  of  covering  an  increasing  number  of 
night  calls  with  a decreased  number  of  physicians, 
and  a workable  plan  was  laid  out. 

New  officers  of  the  society  for  the  coming  year 
are  as  follows:  President,  Emerson  Hill;  Vice-presi- 
dent, I.  S.  Goldberg;  Secretary-treasurer,  Michael 
Giobbe. 

New  Haven 

Fred  LaBreque  and  Edward  Lewicki  of  Water- 
bury  have  entered  the  Navy. 

Sydney  Jenness  of  Waterbury  has  been  discharged 
from  the  Army  and  has  resumed  practice. 

New  London 

1 he  opening  of  the  new  maternity  wing  of  the 
Lawrence-Memorial  Hospital,  New  London,  was 
postponed  out  of  respect  to  the  recently  deceased 
Ward  1 . Ailing  of  New  London,  one  of  the  Board 
of  Directors.  Mr.  Ailing  was  also  a member  of  the 
State  T uberculosis  Commission. 


DO  YOU  WANT  A FREE  HAND  ?—  You’re  busy.  You 

know  it  and  we  know  it.  More  patients  but  no  more  time  to  take  care  of 
them.  So  how  about  some  help?  A Seamless  Adhesive  Cut-Rak  will  save  you 
steps,  time,  adhesive  plaster,  and  money,  ultimately  resulting  in  more  and  better 
work  with  less  effort.  Let  us  send  you  one.  Price  $7.50.  It’s  equal  to  an 
extra  hand.  The  Professional  Equipment  Company,  36  Howe  Street,  New 
Haven,  Connecticut. 


(See  PAGE  2) 
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Morris  J.  Tissenbaum,  senior  physician,  Norwich 
State  Hospital,  was  recently  granted  a diploma  by 
the  Connecticut  Board  of  Psychiatry  qualifying  him 
as  a psychiatrist. 

The  W.  W.  Backus  Hospital,  Norwich,  has  been 
particularly  fortunate  in  securing  two  new  internes: 
Benjamin  J.  Lord,  Jr.,  Cornell  Medical  College, 
December  1943,  and  Herbert  N.  Burns,  Tufts  Medi- 
cal College,  December  1943.  Both  of  these  gentle- 
men began  their  internship  on  January  1,  1944. 

New  London  County  takes  this  opportunity  to 
offer  its  congratulations  on  the  success  of  the  Jour- 
nal and  expresses  its  appreciation  to  the  editors. 

News  from  Yale  University 
School  of  Medicine 

On  December  18,  1943,  Yale  conferred  the  degree 
of  Doctor  of  Medicine  upon  forty-nine  students, 
inclcding  five  women.  Of  these  graduates,  commis- 
sions in  the  Army  were  given  to  twenty-two  and  in 
the  Navy  to  thirteen.  Two  British  students  received 
certificates  and  will  be  required  to  return  to  England 
within  a few  months.  Twelve  of  the  graduates  hail 
from  Connecticut,  two  going  to  internships  at 
Hartford  Hospital  and  one  to  New  Haven  Hospital. 
Nine  graduates  coming  from  outside  this  State  have 
received  appointments  to  internships  at  New  Haven 
Hospital. 

Dean  Francis  G.  Blake  has  returned  from  a mili- 
tary medical  mission  which  he  headed  in  the  South- 
west Pacific  Area.  He  addressed  the  Yale  Medical 
Society  on  January  10  on  the  subject  of  “Scrub 
Typhus.” 

Harry  M.  Zimmerman,  Associate  Professor  of 
Pathology,  has  accepted  a commission  with  the 
United  States  Navy. 

F.  D.  W Lukens,  Director  of  the  Cox  Institute, 
Philadelphia,  addressed  the  Yale  Medical  Society 
on  January  12  on  “The  Etiology  of  Diabetes 
Mellitus.” 

An  audience  that  overflowed  into  the  aisles  and 
hallways  of  the  Brady  Auditorium  on  January  14 
heard  a lively  discussion  of  the  Wagner-Murray- 
Dingell  Bill.  The  participants  were  John  P.  Peters, 
C.-E.  A.  Winsiow,  James  R.  iMiller,  and  Thomas  R. 
Murdock.  Creighton  Barker  acted  as  mediator.  The 
meeting  was  held  under  the  auspices  of  the  Alpha 
Kappa  Kappa  Fraternity. 


NEW  BOOKS  IN  REVIEW 

TALL  MEN  HA  VE  THEIR  PROBLEMS  TOO.  By  Bran- 
ds Behn  Riggs.  Introduction  by  Professor  Earnest  A. 
Hooton.  Privately  published.  147  pp.  12  illustrations,  23 
charts,  17  tables,  bibliography.  Planographed,  bound  in 
paper.  $1.00. 

Reviewed  by  Herbert  Thoms 

This  book  is  the  fulfillment  of  Thomas  Wolfe’s  prediction 
that  “Someday  someone  will  write  about  a man  who  was  too 
tall.  He  will  be  able  to  do  this  because  that  man’s  life  has 
been  his  own.”  Mr.  Riggs’  height  is  6'  7 14".  In  this  unusual 
and  penetrating  study  the  author  draws  not  only  on  his  own 
experience  but  writes  with  authority  based  upon  years  of 
research.  He  discusses  the  general  population  increase  in 
stature  in  which  anthropologists  have  had  so  much  interest 
in  recent  years.  Nationality  and  race  and  their  relationships 
are  also  studied,  as  well  as  the  causes  and  effects  of  normal 
and  abnormal  height.  A good  portion  of  the  work  is  devoted 
to  case  studies  and  what  the  problem  means  to  the  individual 
socially  and  psychologically.  Professor  Hooton  in  his  fore- 
word states,  “Mr.  Riggs  is  the  only  student  to  have  done 
anything  to  help  tall  men  get  along  in  the  world,  to  capitalize 
upon  their  statural  advantages,  and  to  rid  them  of  feelings 
of  awkwardness  and  inferiority  that  envious  little  men  at- 
tempt to  develop  in  them.”  The  book  should  be  of  real 
interest,  not  only  to  tall  people  but  to  all  teachers  and 
parents  who  are  endeavoring  to  deal  intelligently  with  tall 
boys. 

THE  MIND  OF  THE  INJURED  MAN.  By  Joseph  L. 
Fetterman,  m.a.,  m.d.,  Assistant  Clinical  Professor  of  Nerv- 
ous Diseases,  Western  Reserve  University  School  of 
Medicine,  Cleveland,  Ohio.  Chicago:  Industrial  Medicine 
Book  Company.  1943.  260  pp.  28  illustrations.  $4.00. 

Reviewed  by  F.  C.  Redlich 

The  author  wrote  this  book  with  the  purpose  of  helping 
“both  medical  and  lay  readers  to  a better  understanding 
of  the  problems  involving  trauma  and  the  nervous  system.” 
However,  he  deals  in  260  pages  with  much  more  than  a 
discussion  of  injuries  of  the  nervous  system,  in  itself  not  a 
small  task.  He  writes  on  anatomy,  physiology  of  the  nervous 
system;  on  general  and  medical  psychology.  He  discusses 
diagnosis  and  treatment  of  psychoses;  symptomatology  and 
pathology  of  injuries  of  skull,  brain  and  spinal  cord;  trau- 
matic neuroses;  malingering  and  medicolegal  considerations; 
and  even  war  neuroses.  To  write  for  both  medical  and  lay 
readers  is  a difficult  task.  The  author’s  attempt  to  include 
so  much  material  has  left  insufficient  space  for  the  topic  of 
injuries  of  the  nervous  system.  No  single  chapter  represents 
an  adequate  treatment  of  the  subject;  no  physician  will 
profit  from  two  pages  on  general  and  neurological  examina- 
tions; one  page  on  spinal  fluid  studies;  half  a page  on  electro- 
encephalography; one  page  on  mental  tests;  or  three  pages 
on  skull  fractures  and  less  than  one  page  on  concussions. 
Many  neuropsychiatrists  will  object  to  some  of  the  author’s 
statements  as  dogmatic,  inaccurate  and  superficial:  e.g.,  to 
phrases  such  as— “Paresis,  or  softening  of  the  brain,  due  to 
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The  Ship  is  different 
today . . . 


English  Steam  Packet  of  the  early  19th  century 
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inside  good  old  Johnnie 
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syphilis  is  of  tremendous  importance  if  only  because  of  its 
frequency”  (page  88).  The  chapter  on  handling  of  insur- 
ance cases,  rehabilitation  and  forensic  matters  reveal  the 
author’s  experience  and  are  the  best  sections  of  the  book. 
The  book  might  be  useful  as  a general  summary  of  the  topic 
for  lay  readers  but  could  not  be  recommended  as  an  ade- 
quate treatment  of  the  subject  for  physicians. 

SEX  IN  MARRIAGE.  (Third  Edition.)  By  Ernest  R. 
Groves,  Professor  of  Sociology,  University  of  North 
Carolina  and  Gladys  Hoaglund  Groves,  authors  of  Par- 
ents and  Children,  Wholesome  Childhood,  Wholesome 
Parenthood,  Wholesome  Marriage,  Sex  in  Childhood. 
Illustrations  by  Robert  L.  Dickinson,  m.d.,  Past  President, 
American  Gynecological  Society.  New  York : Emerson 
Books,  Inc.  1943.  224  pp.  $2.00. 

Reviewed  by  Stanley  B.  Weld 

As  in  the  case  of  the  two  previous  editions,  this  book 
offers  an  excellent  discussion  of  common  marital  problems, 
of  birth  control,  and  of  the  background  of  sex  which  should 
be  familiar  to  engaged  and  to  recently  married  couples.  The 
book  is  brief  and  scientifically  sound.  Placed  in  the  hands 
of  patients  it  has  helped  solve  many  a problem  of  early 
married  life  where  adjustments  have  been  difficult.  The 
developments  in  the  field  of  endocrinology  and. the  almost 
universal  acceptance  of  planned  parenthood  make  this  third 
edition  of  value. 

METHODS  OF  TREATMENT.  (8th  edition.)  By  Logan 
Clendening,  m.d.,  Clinical  Professor  of  Medicine,  Univer- 
sity of  Kansas;  and  Edward  H.  Hashinger,  m.d.,  Clinical 
Professor  of  Medicine,  University  of  Kansas.  St.  Louis: 
C.  V.  Mosby  Co.  1943.  1033  pp.  138  illustrations.  $10.00. 

Reviewed  by  T.  S.  Danowski 

In  the  introduction  the  authors  state  that  the  “book  is 
planned  to  furnish  an  outline  of  all  the  methods  of  treat- 
ment in  internal  medicine.”  With  this  end  in  view,  the  first 
section  is  devoted  to  the  use  of  drugs,  diets,  physio-  and 
radiotherapy.  The  transition  to  specific  application  in  disease 
of  these  principles  is  effected  by  a chapter  on  diagnostic 
and  therapeutic  procedures  such  as  lumbar  puncture,  thora- 
centesis and  sigmoidoscopy.  In  the  course  of  this  presenta- 
tion material  is  introduced  by  contributors  other  than  the 
senior  authors.  This  includes  treatises  on  anesthesia,  infant 
feeding,  pneumothorax  and  other  specialized  subjects. 

Admirable  general  features  of  this  work  include  the  lucid 
style,  the  evidence  of  careful  editorial  scrutiny,  and  the 
enthusiastic  comments  which  stimulate  interest  in  original 
papers.  Particularly  effective  in  this  respect  are  the  verbatim 
quotations  from  the  classical  essays  of  Withering  on  digitalis, 
Bodington  on  the  therapy  of  tuberculosis,  and  Jenner  on 
cowpox.  The  discussions  of  the  practical  aspects  of  the  bed- 
side care  of  patients  are  detailed.  The  instructions  are  satis- 
factory also  for  the  use  of  the  standard  drugs  and  proce- 
dures. However,  the  didactic  approach,  coupled  with  a mini- 
mum of  theoretical  consideration,  does  not  allow  sufficiently 
for  variations  among  patients.  This  is  a particular  handicap 
in  the  treatment  of  such  complicated  problems  as  those 
encountered  in  diabetes  mellitus,  adrenal  insufficiency,  and 
chronic  nephritis. 
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Occasional  misconceptions  are  present  such  as  the  use  of 
mineral  oil  rather  than  sweet  oil  in  phenol  poisoning,  the 
division  of  the  Vegetative  Nervous  System  into  the  Sym- 
pathetic and  Autonomic,  and  the  italicized  statement  that 
“hypoglycemia  is  a regular  feature  of  benign  glycosuria.” 
No  clear  distinction  is  made  of  the  important  therapeutic 
difference  between  adrenal  cortical  extract  and  synthetic 
desoxycorticosterone  acetate,  nor  is  warning  given  that 
emetine  alone  in  amebiasis  results  in  carriers.  The  advocacy 
of  a low  protein  diet  in  nephritis,  and  the  discussion  of 
cupping  and  visceroptosis  are  archaic. 

The  text  is  an  adequate  reference  for  ordinary  therapy 
but  not  for  the  solution  of  more  complicated  problems. 
However,  the  authors  did  not  plan  an  encyclopedia  but 
rather  an  outline  of  therapy,  nor  did  they  presume  to  exer- 
cise a discriminatory  role  in  all  subdivisions  of  medical 
therapeutics. 

FORMULARY  AND  HANDBOOK  OF  THE  JOHNS 
HOPKINS  HOSPITAL.  John  C.  Krantz,  Jr.,  Editor. 
Baltimore:  John  D.  Lucas  Company.  1942.  253  pp.  $2.00. 

Reviewed  by  Stanley  B.  Weld 

This  is  a pocket  size  volume  of  various  kinds  of  medica- 
ments available  at  the  pharmacy  of  the  Johns  Hopkins  Hos- 
pital and  Dispensary,  together  with  certain  routine  thera- 
peutic procedures  employed  in  the  Hospital.  The  material 
was  assembled  under  the  direction  of  the  Associate  Medical 
Board. 

The  contents  are  divided  into  general  information,  medi- 
cinal agents,  and  the  index.  In  the  section  on  medicinal 
agents  the  material  is  grouped  under  diagnostic  agents,  the 
various  systems  of  the  body,  metabolism,  vitamins,  chemo- 
therapeutic agents,  fever  therapy  and  hyperpyrexia,  and  bio- 
logical products. 

The  book  is  up  to  date,  the  type  is  excellent,  and  the 
contents  comprise  substances  which  are  therapeutically 
efficacious,  simple  and  available.  It  may  well  be  used  by 
other  hospitals  as  a guide  to  the  practicing  physician. 

INTERNAL  MEDICINE  IN  GENERAL  PRACTICE.  By 
Robert  Pratt  McCombs,  Lieutenant,  Medical  Corps,  United 
States  Naval  Reserve;  Recently  Instructor  in  Internal 
Medicine  for  the  Statewide  Postgraduate  Program  of  the 
Tennessee  State  Medical  Association.  On  leave  of  absence 
from  the  staffs  of  the  Pennsylvania  Hospital,  the  Abington 
Memorial  Hospital  and  the  Jefferson  iMedical  College, 
Philadelphia.  Philadelphia  and  London:  W . B.  Saunders 
Co.  1943.  $7.00. 

Reviewed  by  John  C.  Rowley 

In  view  of  the  fact  that  internal  medicine  is  the  substance 
if  not  the  sum  of  general  practice,  and  as  there  is  no  dearth 
of  text  books  on  the  practice  of  medicine,  one  might  won- 
der, on  first  thought,  if  there  is  a need  for  a book  on  “In- 
ternal Medicine  in  General  Practice.”  But  even  a cursory 
glance  through  this  small  volume  answers  that  question 
emphatically  in  the  affirmative. 

This  is  not  a text  book  in  the  ordinary  sense  of  the  term. 
Eighty  percent  of  the  material  in  most  of  our  text  books  is 
quite  similar.  In  each,  of  necessity,  there  is  much  repetition 
of  facts  that  were  true  a generation  ago  and  will  be  true  a 
generation  hence.  The  symptoms  of  pneumonia  and  of  nerv- 
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lit  THE  DIET 


Discussions  of  wine’s  historical  uses  . . . the 
caloric  content  of  wine  ...  its  dextrose  and 
levulose  content  ...  its  vitamin  and  mineral  con- 
stituents . . . the  assimilability  of  the  ferrous  iron 
in  wine  . . . etc.  . . . form  one  of  the  chapters  of 
The  Therapeutic  Uses  of  W ine  ( a Summary ) . This 
review  in  monograph  form  has  been  prepared  by 
competent  medical  authorities.  It  should  be  of  in- 
terest to  specialists  in  many  fields  as  well  as  to  the 
general  practitioner. 

THE  CONTENTS  INCLUDE:  Sections  on  the 
actions  of  wine  on  the  gastro-intestinal 
system,  the  cardio-vascular  system,  the 
kidneys  and  urinary  passages,  the  nerv- 
ous system  and  the  muscles,  and  the 
respiratory  system.  The  uses  of  wine  in 
diabetes  mellitus,  in  acute  infectious  dis- 
eases and  in  treatment  of  the  aged  and 
the  convalescent.  The  value  of  wine  as 
a vehicle  for  medication.  The  contrain- 
dications to  the  use  of  wine.  And  an 
extensive  bibliography  for  those  who 
may  wish  to  pursue  the  subject  further. 

This  review  results  from  a study  supported  by  the 
Wine  Advisory  Board,  an  agricultural  industry 
administrative  agency  established  under  the  Cali- 
fornia Marketing  Act,  and  has  been  sponsored  by 
the  Society  of  Medical  Friends  of  Wine. 

A copy  of  The  Therapeutic  Uses  of  Wine  is 
available  on  request  to  any  member  of 
the  medical  profession.  Write  for  it,  to 
the  Wine  Advisory  Board,  85  Second 
Street,  San  Francisco  5,  California. 


ous  indigestion  were  the  same  in  our  grandparents  as  they 
will  be  in  our  grand  children.  None  the  less,  in  certain 
respects,  how  quickly  is  a text  book  out  of  date— five  years, 
ten  years  at  least.  How  can  the  practitioner  keep  abreast  of 
the  ever  increasing  advances  in  medicine,  even  those  directly 
applicable  to  general  practice?  How  often  has  the  internist 
as  well  as  the  general  practitioner  wished  he  could  spare  the 
time  for  a refresher  course  to  bring  his  knowledge  up  to 
date.  This  small  volume  is  an  eminently  satisfactory  substi- 
tute for  such  a course. 

Dr.  McCombs’  experience  in  teaching,  consultation  and 
discussion  with  groups  of  general  practitioners,  particularly 
as  instructor  in  internal  medicine  in  the  statewide  post  gradu- 
ate program  of  the  Tennessee  State  Medical  Association, 
has  afforded  him  direct  first  hand  knowledge,  not  only  of 
the  common  errors  in  diagnosis  and  treatment  in  general  ; 
practice,  but  also  the  information  most  frequently  desired 
by  this  group,  the  main  part  of  the  medical  profession.  The 
exceptionally  wise  selection  of  material  covering  such  a large 
subject,  to  say  nothing  of  the  skill  in  condensing  it  into 
so  small  a volume,  is  noteworthy.  The  method  of  attacking 
diagnostic  problems  with  the  minimum  amount  of  laboratory 
and  technical  aid  is  clearly  outlined.  The  simplest  and  most 
satisfactory  laboratory  tests  are  well  chosen,  the  etiology 
of  each  disease  is  discussed  primarily  from  a physiological 
point  of  view  and  onlv  the  best  and  most  effective  methods 
of  treatment  are  given  in  detail,  in  a clear,  understandable, 
easy  style. 

The  following  chapters  are  especially  instructive  and  in-  j 
teresting:  Hypertension  and  diseases  of  the  kidney;  Rheu- 
matic diseases;  The  sulfonamide  drugs;  Endocrine  disorders; 
Nutritional  deficiences;  and  Allergic  diseases. 

This  unusually  fine  book  is  most  heartily  recommended 
to  the  practitioner,  the  internist,  or  any  specialist  interested  j 
in  the  latest  and  best  in  diagnosis  and  treatment  of  the  com-  j 
mon  diseases. 

! 

FIRST  AID  AND  BANDAGING:  A handbook  of  First 
Aid  and  Bandaging.  By  Arthur  D.  Belilios,  m.f.,  b.s.,  , 
(Lond.)  d.p.h.  (Eng.)  and  others.  Baltimore:  The  Williams  ' 
and  Wilkins  Company.  1942.  628  pp.  $1.75. 

Reviewed  by  Derick  A.  January 

i 

Here  in  pocket  size  (frequently  so  proven)  is  a handbook 
with  double  the  number  of  pages  found  in  the  familiar  flexible  ! 
American  Red  Cross  “textbook.” 

The  first  edition,  May  1941,  was  printed  in  England  at  the  j 
height  of  the  “Blitz.”  The  present  reprint  is  dated  May  1942. 

It  contains  forty-five  chapters,  pretty  well  covering  the  i 
wherefore  of  first  aid,  the  important  don’ts,  and  the  prin- 
ciples of  anatomy,  physiology  and  emergency  therapeutics  , 
sufficiently  and  clearly  enough  elaborated  for  lay  use.  The 
range  is  even  such  that  there  is  help  for  maternity  cases  and 
a lucid  sketch  of  the  mental  illnesses. 

The  well  known  triad  of  hemorrhage,  fractures  and  uncon- 
sciousness is  most  thoroughly  treated.  One’s  minor  complaint 
here,  that  hot  water  bottles  do  seem  to  carry  an  A-i  priority 
in  the  treatment  of  shock,  is  offset  by  the  ample  warning 
elsewhere  against  the  dangers  of  the  tourniquet. 

Considerable  space,  with  adequate  drawings,  is  devoted  to 
the  many  kinds  of  bandages,  including  the  roller  forms;  but 
caring  for  the  injured  human  being  under  the  bandages  is 
always  stressed. 
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WHO  SAYS  YOU  CAN’T 
GET  A GOOD 

DRY  MARTINI? 

Who  says  good  Martinis  are  only  a 
memory?  They’re  still  here— marvel- 
ous Martinis— made  as  always  with 
scarce  and  precious  Milshire  Gin,  and 
the  world’s  finest  Dry  Vermouth.  You 
can  get  them  from  your  local  liquor 
store,  ready  mixed,  handily  bottled, 
read  to  ice  and  serve. 
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Side  Car  ( 60  proof) 

Old  Fashioned  ( 80  proof) 

Dry  Martini  (71  proof) 

Martini,  medium  (60  proof) 
Daiquiri  (70  proof) 

HEUBLEIN’S  Club 

COCKTAILS 

Milshire  Distilled  Dry  Gin  is  90  Proof  distilled  from  100% 
grain  neutral  spirits.  G.  F.  Heublein  & Bro.,  Hartford  1,  Conn. 


The  teaching  of  First  Aid  receives  attention  in  an  appen- 
dix, which  includes  a dramatization  featuring  “Colonel 
Clove-Richardson”  and  his  wife  “Penelope”— caught  in 
disaster. 

All  in  all  this  is  a very  complete  home  guide  for  nearly 
every  first  aid  situation.  In  addition,  it  seems  to  have  had 
for  raison  d’etre,  what  many  books  have  not— a nation’s  urgent 
need. 

A SURGEON'S  WORLD.  An  autobiography  by  Max 

Thorek,  m.d.  Philadelphia  and  New  York:  J.  B.  Lippincott 

Company . 1943.  410  pp.  $375. 

Reviewed  by  Stanley  B.  Weld 

It  has  been  said  that  physicians  on  the  whole  are  poor 
writers.  Never,  perhaps,  has  this  been  more  evident  than 
during  the  past  decade  with  its  plethora  of  autobiographies 
by  members  of  our  profession.  From  out  of  this  collection 
Max  Thorek,  a native  of  the  old  Austro-Hungarian  Empire, 
affords  us  an  extremely  entertaining  and  stimulating  story  of 
his  own  life,  first  in  his  Tatra  Mountain  home  and  later  in 
our  own  Chicago. 

Dr.  Thorek  holds  a brief  for  the  youthful  struggling 
physician  who  is  often  discouraged  by  his  peers  from  ad- 
vancement in  professional  circles  through  early  membership 
in  its  restricted  societies,  and  for  the  best  of  professional  skill 
expended  on  all  who  seek  it,  rich  and  poor  alike.  The  author’s 
experiences  as  a poor  medical  student,  as  a general  practi- 


tioner in  the  slums  of  Chicago,  as  surgeon  to  the  guild  of 
actors  and  actresses,  and  finally  as  the  founder  and  head  of 
the  American  Hospital  read  like  one  of  Horatio  Alger’s 
heroes,  dear  to  the  heart  of  every  boy  at  the  turn  of  this 
century. 

There  is  much  valuable  philosophy  in  this  book,  much  to 
make  the  smug  physician  of  our  large  cities  take  heed.  Dr. 
Thorek’s  research  in  the  field  of  plastic  surgery  and  in  the 
transplantation  of  sex  glands,  and  his  accomplishments  in  the 
organization  of  the  International  College  of  Surgeons  con- 
tribute their  share  to  the  interest  of  the  story.  In  contrast 
to  the  more  common,  even  banal,  autobiographies  of  many  of 
the  fortunate  sons  of  this  youthful  democracy,  the  experi- 
ences and  points  of  view  of  this  ambitious  and  tireless  son 
of  the  Old  World,  educated  in  the  New,  will  interest  many, 
both  layman  and  physician. 

THE  INNER  EAR  including  Otoneurology,  Otosurgery  and 
Problems  in  Modern  Warfare.  By  Joseph  Fischer , m.d., 
Staff  member,  Beth  Israel  Hospital,  Boston;  formerly 
Associate  of  Adam  Politzer  and  Senior  Otolaryngologist 
with  Gustav  Alexander,  Policlinic  of  Vienna  and  Louis  E. 
Wolfson,  m.d.,  Instructor  in  Ear,  Nose,  and  Throat,  Tufts 
Medical  School;  Senior  Surgeon  in  Ear,  Nose,  and  Throat, 
Boston  Dispensary.  New  York:  Grime  & Stratton,  Inc. 
1943.  403  pp.  79  illustrations,  4 in  color.  $5.75. 

Reviewed  by  James  E.  Davis 

This  book,  as  pointed  out  by  the  authors,  is  an  attempt  to 
bridge  the  gap  between  the  usual  text  books  and  the  volumi- 
nous encyclopedias.  The  main  attention  is  given  to  the 
labyrinth  and  its  central  pathways.  Its  authors  also  point  out 
that  almost  every  topic  is  discussed  twice,  once  in  the  chap- 
ter on  Physiology  and  again  in  the  chapter  on  Functional 
Tests,  where  indications,  technique,  clinical  significance  and 
evaluation  of  the  tests  are  critically  discussed.  In  this  way, 
each  reader  can  find  just  what  he  is  looking  for  without 
having  to  read  through  pages  on  theory  and  literature.  A 
bibliography  at  the  end  of  each  chapter  also  saves  time  for 
the  reader. 

The  first  three  chapters  deal  with  anatomy  and  general  and 
applied  physiology.  Each  of  the  following  chapters,  from  4 
to  1 2,  with  the  exception  of  Chapter  8,  deals  with  some  par- 
ticular lesion  or  disease  of  the  labyrinth,  its  external  and 
internal  manifestations,  etiology  and  treatment.  Chapter  13 
deals  with  war  trauma,  skull  fractures,  concussion  of  the 
inner  ear,  trauma  due  to  explosions  and  gun  shot  injuries. 
Chapter  14  discusses  the  role  of  the  inner  ear  in  aeronautics, 
the  physiology  and  pathology  of  the  cochlea  and  labyrinth 
in  the  unusual  environment  of  aviation  and  the  functional 
tests  for  aviation  fitness.  Chapter  15  deals  with  the  effects  of 
atmospheric  pressure  changes  on  the  inner  ear.  These  last 
three  chapters  are  especially  valuable  at  this  time. 

Chapter  8,  which  deals  with  chemotherapy,  is  the  weak 
point  in  the  book  and  were  better  omitted,  although  it  does 
not  detract  from  the  value  of  the  book  as  a whole. 

For  the  practitioner  and  graduate  student  in  otolaryngology, 
this  book  fulfills  a long  felt  need.  It  is  concise  and  easy  to 
read,  without  omitting  any  important  details.  The  authors 
deserve  congratulations  for  their  excellent  presentation  of  a 
very  difficult  subject. 
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Pin-up 


picture  for  the  man  who  "can’t  afford" 


to  buy  an  extra  War  Bond! 


You’ve  heard  people  say:  “I  can’t 
afford  to  buy  an  extra  War  Bond.” 
Perhaps  you’ve  said  it  yourself. . . with- 
out realizing  what  a ridiculous  thing  it 
is  to  say  to  men  who  are  dying. 

Yet  it  is  ridiculous,  when  you  think 
about  it.  Because  today,  with  national 
income  at  an  all-time  record  high  . . . 
with  people  making  more  money  than 
ever  before  . . . with  less  and  less  of 


things  to  spend  money  for  . . . practi- 
cally every  one  of  us  has  extra  dollars 
in  his  pocket. 

The  very  least  that  you  can  do  is  to 
buy  an  extra  $100  War  Bond  . . . above 
and  beyond  the  Bonds  you  are  now 
buying  or  had  planned  to  buy. 

In  fact,  if  you  take  stock  of  your  re- 
sources, and  check  your  expenditures, 
you  will  probably  find  that  you  can 


buy  an  extra  $200  ...  or  $300  ...  or 
even  $500  worth  of  War  Bonds. 

Sounds  like  more  than  you  “can  af- 
ford?” Well,  young  soldiers  can’t  afford 
to  die,  either  . . . yet  they  do  it  when 
called  upon.  So  is  it  too  much  to  ask 
of  us  that  we  invest  more  of  our  money 
in  War  Bonds  . . . the  best  investment 
in  the  world  today?'  Is  that  too  much 
to  ask? 


Let’s  all  BACK  THE  ATTACK! 


This  is  an  official  U.  S.  Treasury  advertisement  — prepared  under  auspices  of  Treasury  Department  and  War  Advertising  Coun 
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at  so  far  I have  learned  of  no  other 
je  suggestion  which  provides  the  neces- 
fety  valve  which  such  an  arrangement 
/would  give.  It  would  be  tragic  If  a lot 
ill  business  concerns  were  wrecked  and 
vorkers  thrown  into  idleness  because  of 
inability  to  cut  through  the  red  tape 
led  In  getting  their  claims  settled. 

I RESPONSIBILITIES  OF  CONTRACTORS 

Be  making  these  statements  with  re- 
to  action  by  the  Federal  authorities,  I 
/dze,  also,  that  business  concerns  which 
var  contracts  have  a responsibility  on 
part  to  facilitate  speedy  settlement  of 
(lated  war  contracts.  They  have  the  re- 
ality for  preparing  their  claims  ac- 
and  speedily  and  presenting  them 
form.  Some  progress  has  been 
award  getting  a recognition  of  the 
lat  industry  must  play  in  this  respect, 
yrently  more  and  more  experienee  of 
art  is  now  being  gained.  The  con- 
(lg  services  of  the  Government,  I know, 
i very  helpful  attitude  toward  this  sit- 
1,  and  the  local  office  of  W.  P.  B.  has 
Bhed  a regional  advisory  service  for  war 
'faced  with  problems  resulting  from 
t termination.  That  is  a very  helpful 
Wnt. 

Ation  to  make  possible  the  pjfifnpt 
ent  of  terminated  war  contracts  is 
.now.  It  will  be  unsafe  to  wa^fe  until 
e a deluge  of  contract  terminajltOns  to 
through  legislation  on  shorfSjnotice 
roblem  is  too  complicated  tc$>be  deal; 

ifectively  in  that  way 
:aterials  for  civilian  prod 
ddition  to  making  provii 
ent  of  terminated  war  co: 
the  task  of  facilitatini 
als  for  civilian  productii 
laterials  can  be  spared 
hope  that  we  shall  n 
lent  here  in  Massach 
materials,  which  are 
'e  in  the  United  States,^ 
by  manufacturers  as 
t or  administrative  r 
j legislation  vesting  t 
President,  which  po' 

Relegated  to  the  Cha 
ion  Board,  is  prob 
(the  flow  of  materials;  but  it*  may  be 
fry  for  the  Congress  to  make  sure  that 
^ministration  of  the  ptjority  power  by 
Ar  Production  Board  is  ’directed  effec- 
Jtoward  the  speedy  and  smooth  resump- 
jf  civilian  production^'^The  War  Pro- 
fit Board  should  be  expected  to  ellm- 
4s  limitation  orders,  >its  conservation 
,and  its  allocation  systems  just  as 
: the  needs  of  the  y®  program  per- 


4.  Contracting  agencies  should  be  required 
to  give  prompt  clearance  of  claims  on  work 
in  process.  There  should  be  clear-cut  pro- 
cedures for  authorizing  the  removal  of  Gov- 
ernment-owned inventories  and  machines, 
with  storage  at  Government  expense,  in  order 
that  civilian  production  may  be  started. 

6.  The  dilemma  of  the  subcontractors  must 
be  resolved.  At  the  present  time  the  Govern- 
ment exercises  the  right  of  approving  all 
payments  in  settlement  of  subcontracts  but 
does  not  assume  any  responsibility  to  the 
subcontractor,  with  the  result  that  the  sub- 
contractor in  many  cases  cannot  secure  ac- 
tion by  either  the  prime  contractor  or  the 
contracting  agency.  I suggest  that  the  local 
settlement  committees  proposed  above  should 
be  empowered  to  approve  settlement  of  sub- 
contracts if  a delay  occurs  in  approval  by  the 


The  Gates  Must  Not  Be  Closecj 

EXTENSION  OF  REMARKS^ 


III 


contracting 

B.  DECO  NTROL  OF  M' 


for 

cts,  th< 
e flow 
ps  soon, 
war  pj 
,_ave  unei 
jits  because 
Really  in  ex- 
•6  unavailable 
^result  of  leg- 
.tictlons.  The 
priority  power 
of  the  Presi- 
an  of  the  War 
adequate  to 


*®war  condith 
^'release  of  scarci 


revised,  with  a view  to 
d resumption  of  civilian  pr 


A Magnificent  Job 


) 


‘use  of  their  effects 


1 plans  for  re- 
jyment,  I foresee  that  these  problems 
jtling  canceled  contracts  and  securing 
Ipplles  of  raw  materials  fir  civilian  pro- 
\n  will  presently  be  matters  of  wide- 
< concern  here  in  Massachusetts, 
summarize,  my  specific  tecommenda- 
\re  that  legislation  should  be  enacted 
y the  following  point 

\EMENT  OF  TERMINATED  \^l&_CONTRACTS 

\ terminated  contracts  should  be  set- 
uegotiation  by  the  contracting  agen- 
-he  Government,  and  thepegotlated 
nt  should  be  final  in  tlif . absence 
or  misrepresentation. 
npt  partial  payments  amor  ’ 
arge  percentage  of  the  clal: 
td  to  each  contractor  upon  s 
lfled  statement  of  the  claim,  s 
J,  to  a penalty  for  perjury.  'fSiv 
ial  settlement  committees  should/ifea 
(red  to  authorize  partial  payment®*; 
| delay  of  over  30  days  occurs  on  tlieP? 
1 the  Government  agency 


EXTENSION  OF  REMARKS 


HON.  SAMUEL  DICKSTEII 

OF  NEW  YORK  I 

IN  THE  HOUSE  OF  REPRESENTATj 

Tuesday,  January  11,  1944  ) 

Mr.  DICKSTEIN.  Mr.  Speaker! 
leave  to  extend  my  remarks  in  the 
ord,  I include  the  following  editorial) 
the  Daily  Mirror  of  January  4,  194r 
The  Gates  Must  Not  Be  Close! 
When  Congress  reconvenes  on  Janua^ 
it  should  take  up  the  Gillette-Taft-Bal^ 
Rogers  resolution.  / 

This  resolution  calls  for  the  formatj 
a Presidential  commission  to  create  mj 
ery,  in  conjunction  with  the  Units 
tions,  to  rescue  the  millions  of  Jew 
are  now  being  systematically  exterm; 
by  the  Nazis  and  their  Quislings.  1 
When  the  Presidential  commission  g 
work,  one  of  the  first  things  it  should 
to  seek  the  abrogation  of  the  Chamj 
"White  Paper”  of  May  1939. 

At  present,  Palestine  is  being  admin 


HON.  LOUIS  LUDLOW 


OF  INDIANA 


IN  THE  HOUSE  OF  REPRESENTATIVES 
Tuesday,  January  11,  1944 
Mr.  LUDLOW.  Mr.  Speaker,  Indian- 


apolis and  Indiana  are  very  proud  of 
the  great  pharmaceutical  house  of  Eli 
Lilly  & Co.,  which  has  processed  its 
millionth  blood  donation  without  a cent 
of  profit.  This  record  is  in  keeping  with 
the  fine,  generous  spirit  which  this  firm 
always  has  manifested  in  the  service  of 
our  country  and  which  long  ago  brought 
to  it  the  recognition  of  an  Army-Navy 
E award.  Commenting  on  the  com- 
pany’s contribution  to  the  blood  cam- 
paign, which  means  so  much  in  saving 
the  lives  of  our  precious  boys,  the  Indian- 
apolis News  says  editorially: 


tkuv  At  present,  raiestixie  is  Deing  cturnin 
4 Jf.by  Great  Britain  in  conformity  with  tl 
dcy  embodied  in  the  “White  Paper,”/ 
of  which  Jewish  immigration  int 
e is  now  limited  and  is  to  be  pc 
d after  March  31,  1944.  The  > 
reduced  to  a permanent  min 
ercent  in  the  country  and  the/, 
la  to  Jews  is  to  be  practically  pro! 

a direct  repudiation  \ 
is  a direct  repudiation  on  Eni 
the  League  of  Nations  Manda* 
ijfour  Declaration  incorporated! 

' of  1917. 

ing  to  this  declaration.  Palest/ 
e a national  Jewish  home  ur| 


LILLY’S  CONTRIBUTION 

In  the  midst  of  charges  that  some  con- 
cerns are  making  an  unholy  profit  from  war 
contracts  it  is  heartening  to  learn  that  the 
Indianapolis  laboratories  of  Eli  Lilly  & Co. 
have  processed  1,000,000  blood  donations  en- 
tirely on  a nonprofit  basis. 

In  addition  to  performing  this  service  at 
cost,  the  expense  involved  has  been  decreased 
constantly  through  the  Introduction  of  more 
efficient  methods. 

There  certainly  could  have  been  nothing 
unethical  if  the  Indianapolis  pharmaceutical 
house  had  sought  a minimum  profit  for  the 
work  it  has  been  doing. 

Donations  of  blood  at  Atlanta,  Chicago,  St. 
Louis,  Detroit,  Cincinnati,  Louisville,  Colum- 
bus and  Indianapolis  have  been  converted 
into  live-saving  plasma  at  the  Lilly  plant,  in- 
volving the  installation  of  new  equipment 
and  the  employment  of  much  additional 
skilled  personnel. 

The  patriotic  Americans  who  donated  this 
blood,  however,  got  nothing  for  their  con- 
tributions and  the  Lilly  Co.  determined  that 
its  connection  wiht  the  effort  to  strengthen 
the  wounded  on  every  fighting  front  should-J 
be  entirely  shorn  of  private  gain.  From  be-j,; 
ginning  to  end,  it  has  been  and  is — a magi"^ 

..Sfewfei 


protectorate  of  England. 


after  the  Jews  had  created, 
ation  in  what  was  practlf) 
jttlesert,  England  turned  h€ 
1<?mn  promise  of  1917.  1 

|t:fidity  of  Britain  toward  tj 
’Unced  by  no  one  more  vlg 
Kinston  Churchill  in  Farliai^ 
d on  the  “White  Paper”  i 
said:  I 


MR.  CHURCHILL’S  REGRET  | 


“As  o: 
cerned  i: 


.intimately  and  responsib/ 

$he  earlier  stages  of  our  & 

policy,  Ifjftauld  not  stand  by  and  see! 
engagemjMiis  into  which  Britain  has! 
before  tb^'world  set  aside  for  reason 
mlnistr^we  convenlence-or  for  the  1 
quiet  li$n$j;-I  should  feel  personally 
rassed  iiUjdie  most  acute  manner  i^ 
myself  ^faience  or  inaction  to  whai 
regard  df;ah  act  of  repudiation. 

“I  regret  , very  much  that  the  pled^i 
BalfourA^eclaratlon,  endorsed  as  it  n 
by  successive  governments,  and  thtf 
tions  UfiS$er  which  we  obtained  the  » 
have  belli  been  violated  by  the  Goverj 


let  one  point  upon  which  } 
piaintt.y  breach  and  repudiation  of. 
four ‘declaration — the  provision  tha| 
lmitH^’fition  can  be  stopped  in  6 ye’ 
by  decision  of  an  Arab  majority  A 
a plain  breach  of  a solemn  obligation 
the  Palestine  Mandate  was  ord 
tfe  League  of  Nations,  it  cannot  n 
ifia|ed  even  by  Great  Britain  herself  \ 
a®  consent  of  the  League.  » 

U*  a SOLEMN  OBLIGATION  \ 

But  the  League  did  not  give  its  con-’ 
the  1939  abrogation.  • 


fjfie 
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THE  PROBLEM  OF  NUTRITION  IN  THE  PRESENCE  OF  EXCESSIVE 
NITROGEN  REQUIREMENT  IN  SERIOUSLY  ILL  PATIENTS  WITH 
PARTICULAR  REFERENCE  TO  THERMAL  BURNS 

F.  H.  L.  Taylor,  ph.d.,  C.  S.  Davidson,  m.d.,  and  S.  M.  Levenson,  m.d.,  Boston 


Dr.  Taylor.  Research  Associate  in  Medicine,  Har- 
vard Medical  School ; Chemist,  Thorndike  Memorial 
Laboratory , Boston  City  Hospital 
Dr.  Davidson.  Assistant  in  Medicine,  Harvard  Med- 
ical School;  Resident  Physician,  Thorndike  Memo- 
rial Laboratory , and  Resident  Director,  Second  and 
Fourth  Medical  Services,  Boston  City  Hospital 
Dr.  Levenson.  Special  Assistant,  Harvard  Medical 
School;  Resident  Surgeon  to  the  Burns  Assignment, 
Boston  City  Hospital 

The  work  described  in  this  paper  was  done,  in 
part,  under  a contract,  recommended  by  the  Com- 
mittee on  Medical  Research  Between  the  office  of 
Scientific  Research  and  Development  and  Harvard 
University. 

'T'he  problem  of  the  nutrition  of  a severely  ill 
patient  is  an  individual  one.  There  can  be  no 
fixed  dietary  regime.  Each  subject  must  be  studied 
from  the  standpoint  of  what  is  necessary  to  maintain 
an  adequate  internal  environment  in  the  face  of  the 
disturbed  metabolic  and  physiologic  needs  of  the 
patient. 

The  present  communication  deals  essentially  with 
the  maintenance  of  nutrition  in  the  presence  of  ex- 
cessive nitrogen  demand.  However,  it  should  be 
remembered  that  the  satisfaction  of  such  special 
requirements  involve  a consideration  of  all  of  the 
other  essentials  of  nutrition,  fat,  carbohydrates  and 
accessory  food  substances.  Therefore,  although  we 
are  considering  a very  specialized  aspect  of  nutrition, 
nevertheless,  the  whole  metabolic  mixture  is  of 
necessity  involved  in  our  consideration.  While  some 
of  the  details  of  the  nutrition  of  certain  patients  are 


omitted  in  this  discusssion,  they  will  be  fully  dealt 
with  in  a forthcoming  publication.1 

A second  point  to  be  remembered  is  that  while  in 
certain  portions  of  this  discussion  considerable  em- 
phasis is  placed  upon  parenteral  alimentation,  oral 
administration  of  food  is  always  the  method  of 
choice.  Only  when  necessity  or  emergency  arises 
should  feeding  by  other  routes  be  attempted.  There 
are  physical  limits  of  oral  feeding,  particularly  of 
nitrogenous  food-stuffs  beyond  which  the  patient 
cannot  go.  When  these  limits  are  reached  the 
parenteral  route  may  offer  the  only  solution  to 
obtaining  necessary  nitrogen  balance.  It  is  only 
under  these  circumstances  that  parenteral  feeding  is 
recommended. 

THE  EVALUATION  OF  THE  NITROGEN  REQUIREMENT  OF  A 
PATIENT 

When  the  nitrogen  intake  and  output  of  a patient 
are  equal  on  a given  diet,  maintained  for  several  days, 
the  patient  is  in  nitrogen  equilibrium.  Since  stool 
nitrogen  determinations  are  difficult  to  obtain 
routinely  it  its  customary  to  say  that  a patient  is  in 
nitrogen  equilibrium  when  the  urinary  output  per 
24  hours  is  equal  to  90  per  cent  of  the  nitrogen  in- 
jested  in  that  interval.  In  most  disease  states  the  stool 
nitrogen  remains  constant,  unless  as  pointed  out  by 
Peters2  diarrhea  is  present,  or  from  the  work  of 
Mendel  and  Fine3  the  diet  contains  large  amounts 
of  indigestible  protein  or  even  non-nitrogenous 
roughage. 

When  the  nitrogen  in  the  urine  exceeds  the 
amount  calculated  for  equilibrium  the  patient  is  in 
negative  nitrogen  balance.  When  this  occurs  it  may 


From  the  Thorndike  Memorial  Laboratory,  Second  and  Fourth  Medical  Services  (Harvard),  the  Burns  Assignment  of  the 
Surgical  Services  of  the  Boston  City  Hospital,  and  the  Department  of  Medicine  and  Surgery  of  the  Harvard  Medical  School 
Boston,  Massachusetts 

Presented  before  the  Clinical  Congress  of  the  Connecticut  State  Medical  Society,  New  Haven,  Connecticut,  September  28 , 

1943 

1 4 1 


T42 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


be  taken  as  evidence  of  increased  nitrogen  catabo- 
lism. If  less  nitrogen  is  excreted  than  administered 
the  patient  is  in  positive  nitrogen  balance  and  it  may 
be  assumed  that  nitrogen  is  being  utilized  in  re- 
placing protein. 

Several  situations  may  intervene  to  complicate 
this  simple  equilibrium  picture.  When  they  occur 
and  are  recognized  the  equilibrium  data  must  be 
interpreted  accordingly.  Peters  has  emphasized2 
that  rapid  fall  in  the  non-protein  nitrogen  may  pro- 
duce an  apparent  negative  balance  particularly  in 
nephritic  patients.  As  will  be  pointed  out  later  in  this 
communication  losses  of  nitrogenous  material  from 
the  body  must  be  taken  into  consideration  in  apply- 
ing balance  data  to  a given  patient.  Clinical  apprecia- 
tion of  the  patient  as  a whole  is  therefore  a sine  qua 
non  in  the  interpretation  of  data  on  nitrogen  equi- 
librium obtained  on  the  basis  of  intake  and  output 
studies.  In  addition  it  is  well  to  supplement  the 
urine  data  by  determination  of  the  nitrogen  con- 
stituents of  the  blood.  With  these  precautions  in 
mind  simple  balance  studies  are  an  invaluable  aid  in 
determining  the  status  of  a patient  with  respect  to 
nitrogen  requirement. 

In  special  cases  and  for  information  regarding 
utilization  of  nitrogen  further  laboratory  proce- 
dures, such  as  the  partition  of  the  nitrogenous  con- 
stituents of  the  urine  and  blood  may  be  undertaken. 
Interpretation  of  the  data  so  obtained  is  sometimes 
difficult  and  in  most  instances  for  simple  dietary 
control  unnecessary. 

The  usual  balance  study  can  be  further  improved 
as  a method  of  evaluation  of  nitrogen  demand.  Cer- 
tain patients,  as  will  be  shown  later,  may  be  in  appar- 
ent nitrogen  balance  and  yet  have  enormous  nitrogen 
deficits.  If  a patient  is  truly  in  nitrogen  balance  an 
increase  in  nitrogen  intake  will  re  reflected  by  a 
positive  nitrogen  balance  for  a few  days  after  which 
equilibrium  will  be  restored.  If,  however,  a nitrogen 
deficit  exists  the  retention  of  nitrogen  will  continue 
even  at  a high  level  of  nitrogen  intake. 

SOME  CONDITIONS  PREDISPOSING  TO  INCREASED 
NITROGEN  DEMAND 

Provided  that  sufficient  crabohydrate  and  fat  are 
included  in  the  diet  the  protein  requirement  of  an 
individual  would  obviously  be  that  required  to 
maintain  equilibrium.  In  actual  practice  a margin  of 
safety  capable  of  adjusting  to  changes  in  the  metabol- 
ic mixture  is  usually  provided.  The  standard  nutri- 
tional requirement  is  usually  stated  as  i gram  of 
dietary  protein  per  Kg.  of  body  weight  per  day. 


Even  at  this  level  negative  nitrogen  balances  may 
result  if  there  is  marked  reduction  in  the  intake  of 
fat  and  carboyhydrate.4  In  other  words  for  normal 
individuals  one  can  define  the  nitrogen  requirement 
only  in  terms  of  the  whole  metabolic  mixture.  Only 
when  the  total  available  calories  and  the  composi- 
tion of  the  diet  is  adequate  can  one  be  sure  that  the 
accepted  standards  of  nitrogen  requirement  will 
meet  the  demand  of  a normal  adult  for  this  metabo- 
lite. 

When,  however,  even  in  normal  individuals 
physiologic  demands  for  protein  synthesis  are 
present  the  optimum  requirement  must  be  revised 
upward.  1 he  protein  demands  in  infants  of  one 
year  may  be  as  great  as  4 grams  per  Kg.5  At  6 years 
of  age  the  requirement  is  still  in  the  neighborhood  of 
2 to  3 grams  per  Kg.  of  body  weight.  While  these 
requirements  may  be  subject  to  criticism  on  the 
basis  that  the  whole  metabolic  mixture  is  not  defined, 
nevertheless  they  do  indicate  that  changes  in  normal 
physiologic  processes  may  require  revision  of  any 
general  dietary  standards. 

Pregnancy  also  places  increased  nitrogen  demands 
on  the  normal  individual.  Wilson6  has  shown  in  a 
large  series  of  cases  that  as  much  as  40  grams  of 
protein  are  retained  daily  on  diets  ranging  from  34 
to  100  grams  of  protein  daily.  These  demands  while 
great  during  the  period  of  gestation  are  carried  on 
throughout  the  period  of  lactation  and  must  be  met 
by  an  increased  dietary  intake. 

Prolonged  malnutrition  presents  a problem  of  in- 
creased protein  requirement.  Even  though,  from 
balance  studies,  in  some  mal-nourished  individuals 
an  apparent  nitrogen  equilibrium  may  be  established, 
two  important  points  differentiate  such  equilibrium 
from  that  obtaining  in  the  normal  well  nourished 
individual.  I he  daily  total  urine  nitrogen  is  low 
indicating  that  the  equilibrium  exists  only  because 
the  breakdown  of  nitrogenous  substances  in  the 
body  is  retarded,  or,  in  other  words,  catabolism  of 
protein  is  decreased.  Secondly,  the  equilibrium  is 
only  established  at  the  expense  of  the  organism.  If 
the  equilibrium  state  is  tested  in  such  individuals  by 
the  feeding  of  a high  protein  intake  a continued 
positive  nitrogen  balance  will  occur,  indicating 
depletion  of  body  proteins.  Furthermore,  this  nitro- 
gen retention  will  continue  until  the  nitrogen  re- 
quirements of  the  body  are  satisfied. 

Heath  and  Taylor7  have  shown  that  patients  with 
anemia  can  maintain  nitrogen  equilibrium  at  very 
low  nitrogen  output  in  the  urine.  These  authors  also 
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show  that  maximum  regeneration  of  blood  will 
occur  following  specific  therapy  in  spite  of  marked 
nitrogen  deprivation.  In  other  words,  anaemic 
patients  will  manufacture  hemoglobin  at  the  expense 
of  any  other  tissue  in  the  body.  On  diets  as  high  as 
60-70  grams  of  protein  per  day  positive  nitrogen 
balances  will  result  during  the  period  of  regenera- 
tion. Anaemic  individuals  may  require  over  200 
grams  of  protein  for  the  regeneration  of  hemoglobin 
alone.  The  indications  are  clear  that  to  maintain 
optimal  nitrogen  requirements  more  than  the 
standard  amount  of  protein  should  be  fed  to  the 
anaemic  patient  during  the  period  of  blood  regenera- 
tion. 

The  treatment  of  patients  with  increased  nitrogen 
demand  as  indicated  in  the  above  conditions  is  not 
difficult.  High  caloric  well  balanced  diets  high  in 
protein  can  be  fed  such  patients  with  a restoration 
of  nitrogen  equilibrium.  Such  diets  should  be  con- 
tinued as  long  as  nitrogen  retention,  as  indicated  by 
a positive  nitrogen  balance,  persists. 

There  exist  other  conditions  in  which  the  meet- 
ing of  the  protein  requirement  is  not  such  an  easy 
matter  and  it  is  with  such  conditions  that  we  are 
primarily  concerned  in  this  presentation. 

The  essential  protein  demand  in  nephritis  and 
nephrosis  is  that  of  replacement  of  that  lost  into 
the  urine  and  edema  fluid,  in  addition  to  providing 
sufficient  for  the  maintenance  of  the  organism. 
Peters8  has  shown  that  in  the  presence  of  high 
caloric,  high  protein  diets  patients  with  nephrosis 
can  store  large  quantities  of  nitrogen.  In  addition, 
after  sufficient  restoration  of  the  serum  protein  has 
been  obtained  and  edema  has  been  delivered  the 
patient  is  found  to  have  lost  a great  deal  of  weight. 
In  one  patient  cited,  the  body  weight  after  delivery 
of  edema  fell  from  his  normal  weight  of  210  pounds 
to  105  pounds,  a weight  loss  of  50  per  cent.  1 hcse 
facts  clearly  indicate  a marked  depletion  of  tissue 
nitrogen.  Davidson0  has  shown  in  a case  of  nephrosis 
that  at  a time  when  loss  of  albumin  in  the  urine  had 
ceased,  a considerable  protein  deficit  remained.  In 
his  patient  apparently  50  per  cent  of  the  dietary 
protein  fed  at  a level  of  1 80  grams  per  day  was 
retained. 

In  nephritis  and  nephrosis  the  protein  demand  may 
be  due  to  several  causes  occurring  simultaneously. 
Protein  loss  in  the  urine  is  usually  present  but  fever 
and  malnutrition  due  to  a decreased  appetite  and  a 
mistaken  restriction  of  protein,  may  also  be  present. 
Increased  catabolism  of  protein  due  to  the  infection, 


loss  of  protein  and  failure  to  maintain  nitrogen 
equilibrium  early,  can  account  for  severe  protein 
deprivation. 

Heath  and  Taylor7  have  shown  in  man  that  plasma 
proteins  are  usually  the  last  to  suffer  from  protein 
depletion,  except  in  plasma  loss.  Since  lowered 
plasma  proteins  are  the  rule  in  both  nephritis  and 
nephrosis  it  is  a safe  assumption  that  tissue  protein 
deprivation  is  almost  always  present  in  patients  with 
these  diseases.  It  is  emphasized  that  in  such  patients 
prevention  of  these  serious  losses  of  nitrogen  should 
be  the  ultimate  aim.  When  marked  protein  depriva- 
tion is  already  present  the  restoration  of  the  deficit 
should  be  accomplished  as  rapidly  as  possible.  For 
this  reason  the  methods  of  attack  outlined  in  this 
communication  may  be  applicable  to  these  diseases. 

Peters  and  Bulger8  point  out  that  nitrogen  balance 
can  be  obtained  in  patients  with  nephritis  provided 
that  sufficient  protein  is  given  to  cover  the  loss  into 
the  urine  of  protein  in  addition  to  the  basal  require- 
ment. However,  as  these  authors  state,  replacement 
of  protein  may  continue  up  to  3 months.  These 
authors  point  out  one  other  important  fact.  In 
nephritis  and  nephrosis  the  true  nitrogen  metabolism 
cannot  be  based  on  the  total  urinary  nitrogen  since 
the  protein  present  in  the  urine  has  not  been  metab- 
olized. Failure  to  recognize  this  fact  has  led  to  mis- 
interpretation of  the  nitrogen  data.  A positive  nitro- 
gen balance  in  nephritic  patients  is  not  a sign  of 
impairment  of  the  kidney  in  the  excretion  of  nitro- 
gen. It  is  presumably  a measure  of  tissue  demand 
for  nitrogen.  Only  on  the  basis  of  weight  changes 
and  of  the  blood  non-protein  nitrogen  in  nephritic 
and  nephrotic  patients  can  a true  estimate  of  protein 
catabolism  be  made.  The  part  played  by  dietary 
management  is  also  emphasized  by  these  authors. 

Although  the  literature  abounds  in  reports  of  the 
increased  nitrogen  demand  in  infection,  the  practi- 
cal problem  of  maintenance  of  nitrogen  balance  in 
such  patients  is  quite  often  disregarded.  This  is  in 
part  due  to  the  disinclination  of  the  severely  ill 
patient  to  take  adequate  nourishment  and  in  part  to 
difficulties  of  management  of  such  patients.  While 
it  may  be  possible  to  avoid  the  problem  in  infectious 
states  of  short  duration,  the  chronically  ill  patient 
with  infection  presents  an  entirely  different  problem. 

It  has  been  stated10  that  patients  with  infection 
can  be  kept  in  nitrogen  equilibrium  if  sufficient  fat 
and  carbohydrate  are  fed.  The  opinion  is  not  sus- 
tained by  a review  of  the  literature.  Krause11  after 
increasing  the  caloric  intake  of  his  patients  by  at 
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least  twice  the  basal  requirements  was  unable  to 
maintain  nitrogen  equilibrium. 

Peters-5  reviewing  Kocher’s12  data  on  minimum 
nitrogen  excretion  in  a series  of  patients  with  various 
forms  of  infection,  notes  one  outstanding  example 
of  the  amount  of  protein  catabolism  to  be  found  in 
infection.  When  the  patient  was  afebrile  the  admin- 
istration of  3.5  grams  of  nitrogen  per  day  at  a level 
of  75  Calories  per  kilogram  resulted  in  the  loss  of  5 
grams  of  nitrogen  into  the  urine— a negative  balance 
of  2 grams  of  nitrogen.  At  the  height  of  the  fever 
when  2.2  grams  of  nitrogen  were  fed  at  a level  of 
56  Calories  per  kilogram,  16  grams  of  nitrogen  were 
excreted  making  a negative  balance  of  about  14 
grams  per  day.  This  corresponds  to  a destruction  of 
body  protein  greater  than  80  grams  per  day  due  to 
the  presence  of  infection.  Normal  individuals  on 
such  minimum  protein  intake  excrete  from  3 to  5 
grams  of  nitrogen  in  the  urine  per  day. 

It  should  be  noted  that  the  destruction  of  protein 
in  febrile  diseases  is  not  a matter  of  increased  energy 
requirement,  as  shown  in  Krause’s11  and  Kocher’s12 
patients,  where  more  than  enough  Calories  were 
provided  to  meet  the  metabolic  demands  of  the 
patient  by  actual  calculations.  In  general  the  caloric 
requirement  of  a patient  with  severe  infection  is 
approximately  double  that  of  his  fasting  require- 
ment at  rest  and  his  protein  requirement  may  also 
need  to  be  twice  as  much  as  is  required  by  a normal 
subject  of  the  same  weight. 

Most  of  our  interest  in  nitrogen  metabolism  has 
been  diverted  during  the  past  year  to  the  study  of 
nutrition  in  severely  burned  individuals.  Here  one 
faces  a problem  that  brings  together  in  one  patient 
many  if  not  all  of  the  principles  of  nutrition  with 
respect  to  nitrogen  equilibrium  that  we  have  dis- 
cussed. Hie  severely  burned  patient  like  the  neph- 
rotic patient,  although  not  from  the  same  cause, 
is  an  individual  who  usually  sustains  marked  loss 
of  protein  continuing  for  many  weeks.13  This  is  not 
only  an  immediate  loss  of  plasma  from  the  burned 
surfaces  but  in  addition  a slow  but  constant  loss  of 
nitrogenous  material  in  the  form  of  destroyed  tissue, 
pus  and  other  exudate  from  his  wound.  Usually  such 
losses  continue  until  skin  grafting  is  complete.  When 
local  sepsis  is  present  this  tissue  deprivation  is 
increased. 

Fui  thermore,  some  of  the  burned  patients  have 
hyperpyrexia  due  to  the  burn  itself  and  often  fever 
due  to  infection.  Liver  damage  may  be  present  and 
recent  investigations  indicate  an  increased  metabo- 


lism of  tissue  may  be  present  also.14  In  severely 
burned  patients  there  is  almost  always  a progressive 
anemia.15 

In  addition  to  these  factors,  which  undoubtedly 
result  in  increased  protein  catabolism,  there  is  the 
constant  demand  of  nitrogen  for  the  restoration  of 
destroyed  tissue  and  for  the  successful  grafting- 
operation  to  come.  Hence  the  study  of  the  severely 
burned  patient  offers  an  ideal  subject  to  provide 
information  as  to  how  excessive  nitrogen  demands 
may  he  met.  In  examining  the  data  obtained  from 
burned  patients  many  of  the  points  mentioned  pre- 
viously in  this  discussion  can  be  demonstrated. 

NITROGEN  EXCRETION  IN  THERMAL  BURNS 

Over  250  burned  patients  were  admitted  to  the 
Boston  City  Hospital  during  the  past  year.  Among 
these  were  many  who  had  more  than  20  per  cent  of 
their  body  surface  involved.  In  such  individuals  a 
characteristic  finding,  by  simple  laboratory  observa- 
tion, was  that  the  urine  total  nitrogen  was  high.  This 
was  particularly  true  during  the  first  few  weeks 
following  their  injury.  Figure  I shows  this  excessive 
nitrogen  excretion  in  3 typical  patients.  Figure  II 
shows  the  excessive  nitrogen  excretion  together  with 
the  increase  in  the  blood  non-protein  nitrogen. 
According  to  the  concepts  we  have  previously  out- 
lined, these  data  support  the  presence  in  these  indi- 
viduals of  an  increased  protein  catabolism.  It  is 
probable  that  such  data  as  these  may  constitute  the 
first  warning  of  protein  demand  for  the  patient. 
When  the  increased  non-protein  nitrogen  is  purely 
a function  of  a temporary  anuria  or  oliguria,  the 
lestoration  of  the  urine  flow  will  in  a few  days  re- 
store the  non-protein  nitrogen  of  the  blood  to  nor- 
mal. In  some  patients,  however,  the  azotemia  persists 
in  spite  of  normal  urine  flow,  as  shown  in  Figure  III. 

While  minimal  kidney  damage  may  be  present  in 
some  individuals  with  severe  burns,  due  to  the  pres- 
ence of  hemoglobinuria  the  kidney  damage  is  not 
sufficient  to  account  for  the  high  blood  non-protein 
nitrogen.  Furthermore,  the  clearance  of  urea  and  of 
“sulfa  drugs”  is  not  impaired  and  the  urine  flow, 
v hen  teestablished,  is  normal  in  amount  and  density. 
Again  we  believe  that  tissue  destruction  is  primarily 
the  cause  of  the  azotemia.  Peters2  has  cautioned 
about  the  interpretation  of  urine  nitrogen  excretion 
when  the  blood  non-protein  falls.  It  is,  therefore, 
impoitant  to  point  out  that  the  azotemia  is  never 
gieat  and  the  restoration  of  a normal  non-protein 
nitrogen  in  these  cases  can  only  account  for  a small 
portion  of  the  increased  urine  nitrogen  output. 
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Figure  I 

Increased  nitrogen  output  in  the  urine  of  patients 
with  severe  thermal  burns 
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Figure  II 

Azotemia  and  increased  urine  nitrogen  in  a patient 
with  severe  thermal  burns 


NITROGEN  BALANCE  STUDIES  IN  THERMAL  BURNS 

The  information  given  bv  the  simple  method 
outlined  above  is  confirmed  by  nitrogen  balance 
studies.  A typical  graphic  representation  of  such  a 
study  is  given  in  Figure  IV.  The  nitrogen  values, 
| for  ease  in  interpretation,  are  all  expressed  as  protein 
! by  multiplying  the  nitrogen  values  by  6.25.  Hence 
the  total  urine  nitrogen  is  expressed  as  protein 
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Figure  III 

Reversible  and  irreversible  azotemia  in  severe 
thermal  burns 
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Nitrogen  balance  studies  in  a patient  with  severe 
thermal  burns 


although  protein  was  absent  from  such  urine 
specimens. 
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From  an  inspection  of  the  data  it  is  obvious  that 
this  patient  also  excreted  large  amounts  of  nitrogen 
in  the  urine.  On  one  particular  day  it  was  calculated 
that  the  amount  of  nitrogen  excreted  was  equivalent 
to  the  catabolism  of  200  grams  of  protein.  The  total 
nitrogen  excreted  for  the  first  week  was  equivalent 
to  the  catabolism  of  1200  grams  of  protein,  an  aver- 
age of  170  grams  per  day.  During  the  first  seven 
weeks  the  patient  was  maintained  on  a diet  contain- 
ing from  50  to  100  grams  of  protein  per  day  at 
approximately  a 3000  Calorie  intake  per  day.  The 
diet  was  supplemented  by  Brewer’s  Yeast  and  ade- 
quate vitamin  intake.  This  diet  was  wholly  adminis- 
tered by  mouth.  During  this  time  the  patient  con- 
tinued in  a progressively  negative  balance.  The 
blood  non-protein  nitrogen  was  never  increased 
beyond  the  tenth  day.  At  its  height  it  never  exceeded 
70  mg.  per  100  ml.  of  whole  blood.  Consequently 
we  may  assume  that  the  negative  nitrogen  balance 
was  truly  a measure  of  increased  protein  catabolism. 
The  figures  given  in  the  chart  are  cumulative  so  that 
it  may  be  seen  that  by  the  end  of  the  seventh  week 
a protein  deficit  of  2000  grams  existed  in  this  patient. 

However,  this  is  not  the  entire  story.  Just  as  the 
nephritic  or  nephrotic  patient  loses  protein  without 
catabolism  so  this  patient  was  losing  considerable 
protein  by  exudation  from  his  burned  surface.  In 
other  words  the  protein  deficit  calculated  on  the 
basis  of  balance  studies  was  only  the  minimum  value. 

The  dietary  protein  was  increased  to  approxi- 
mately 125  grams  per  day.  Following  this  the  nega- 
tive balance  became  positive  and  in  the  course  of 
five  weeks  the  protein  deficit  apparently  disappeared. 
The  patient,  however,  did  not  attain  equilibrium. 
The  protein  intake  was  increased  to  between  250 
and  300  grams  of  protein  per  day  but  the  protein 
balance  remained  positive.  At  the  end  of  the  19th 
week  the  studies  were  discontinued.  At  this  time  the 
patient  was  still  retaining  1400  grams  of  protein  per 
week.  This  amounted  to  an  average  daily  retention 
of  200  grams  of  protein  during  a period  when  the 
patient  received  an  approximate  protein  intake  of 
300  grams  daily.  From  such  data  as  these  unusually 
heavy  protein  demand  in  burned  patients  is  quite 
obvious. 

RESULTS  OF  FAILURE  TO  ANTICIPATE  THE  PROTEIN  NEED 
OF  SEVERELY  ILL  PATIENTS 

Long  continued  deprivation  of  protein  in  a patient 
is  eventually  reflected  in  a fall  in  plasma  protein. 
This  is  true  in  starvation  where  the  deprivation  is 
one  of  restriction  of  protein  intake.  It  is  equally  true 


in  liver  disease  where  presumably  the  depletion  is  a 
result  of  failure  of  protein  symthesis.  It  is  moreover 
the  rule  in  nephritis  and  nephrosis  where  losses  of 
protein  in  the  urine  account  for  the  deprivation.  In 
chronic  infections,  hypoproteinemia  is  also  found. 
If  the  fall  in  plasma  protein  is  continuous  finally  a 
level  will  be  reached  at  which  edema  will  occur. 

These  principles  hold  true  in  the  case  of  thermal 
burns.  In  a group  of  patients  admitted  to  the  Boston 
City  Hospital  on  a single  occasion  81  were  studied 
from  a standpoint  of  nitrogen  requirement.  Of  these 
40  showed  hypoproteinemia  of  some  degree.  In  most 
of  the  patients  the  hypoproteinemia  was  a transitory  : 
affair  dependent  upon  early  plasma  loss.  In  the 
severely  burned  patients  the  hypoproteinemia  was 
progressive.  There  was  a definite  relation  between 
the  severity  of  the  burn  and  the  hypoproteinemia. 
The  correlation  data  on  63  patients  are  shown  in 
Table  I.  It  will  be  observed  that  in  6 patients  studied 
with  over  20  per  cent  of  their  body  surface  injured 
5 showed  progressive  hypoproteinemia.  Figure  V 
illustrates  the  course  of  the  plasma  proteins  in  one 
of  these  cases. 


Figure  V 

Progressive  hypoproteinemia  in  a patient  with 
severe  thermal  burns 
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Boston  City  Hospital  Cases 
Relation  of  hypoproteinemia  to  % body  burned 
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It  should  be  borne  in  mind  that  the  progressive 
hypoproteinemia  occurred  in  patients  receiving  from 
So  to  12 j grams  of  protein  and  2300  to  3000  Calories 
per  day.  In  some  patients  edema  developed  in  course 
of  time  which  became  progressive.16  From  such 
considerations  one  can  readily  see  that  the  handling 
of  such  patients  becomes  very  difficult.  Since  skin 
grafting  is  the  final  surgical  step  and  since  the  success 
of  the  procedure  requires  a reasonable  state  of 
nutrition,  the  problem  becomes  quite  desperate.  The 
patient  cannot  injest  more  than  160  to  180  grams  of 
protein  per  day  with  comfort,  and  certainly  after  a 
few  weeks  of  such  a diet  the  patient  will  rebel.  Yet 
some  of  our  subjects  required  at  a minimum  from 
200  to  300  grams  of  protein  per  day.  Obviously 
under  such  circumstances  heroic  measures  must  be 
adopted.  We  employed  two  measures  for  our 
patients  and  often  used  both  simultaneously.  One 
was  forced  feeding  by  gastric  intubation  and  the 
second  the  use  of  parenteral  casein  hydrolysates.  In 
this  manner  as  much  as  500  grams  of  protein  have 
been  administered  to  a patient  in  a single  day  with- 
out excessive  loss  of  nitrogen  into  the  urine. 

THE  MAINTENANCE  OF  NITROGEN  REQUIREMENTS  IN 
THE  PRESENCE  OE  INCREASED  NITROGEN  DEMAND 

The  details  of  the  nutrition  in  a burned  patient 
with  60  per  cent  of  his  bodv  involved  and  the  appli- 
cation of  these  findings  to  the  nutrition  of  patients 
with  severe  thermal  burns  are  given  elsewhere.13,1 
In  brief,  they  consist  of  an  early  assay  of  the  nitro- 
gen requirement  of  the  patient  from  intake  and  out- 
put study  in  addition  to  a clinical  appreciation  of  the 
possible  nitrogen  demand. 

When  it  is  felt  that  the  patient  cannot  be  main- 
tained by  ordinary  dietary  measures  gastric  intuba- 
tion is  resorted  to  early.  As  a final  measure,  proteins 
in  the  form  of  casein  hydrolysate*  is  administered 
parenterally  in  the  required  amount.  The  volume 
and  rate  of  injection  of  the  amino  acids  are  adjusted 
to  the  comfort  of  the  patient.  Rapid  administration 
of  amino  acid  solution  has  not  resulted  in  marked 
losses  of  amino  nitrogen  to  the  urine  but  nausea  may 
occur  if  the  amino  acids  are  administered  too  rapidly. 

We  have  found  that  the  limiting  factors  in  the 
administration  of  large  amounts  of  amino  acid  solu- 
tion by  vein  is  the  development  of  sclerosis  of  the 
vessel  and  pain.  T his  may  be  obviated  by  adminis- 
tering the  material  intrasternallv.  By  using  a special 
technique  for  the  sternal  puncture  it  is  possible  to 

*Stearns  and  Company.  15  per  cent  solution  containing  75 
per  cent  amino  nitrogen 


administer  up  to  300  ml.  per  hour  of  amino  acid 
solution  in  water  by  this  route  with  no  discomfort 
to  the  patient.1 

The  utilization  of  the  injected  amino  acids  is  as 
great  by  the  sternal  route  as  by  vein.  Approximately 
75  per  cent  of  the  injected  amino  acid  are  excreted 
as  urea.  There  is  no  marked  increase  in  the  total 
urine  nitrogen  in  most  cases  and  from  80  to  100  per 
cent  of  the  injected  amino  acids  are  utilized. 

The  administration  of  amino  acids  in  saline  solu- 
tions should  be  based  solely  on  a consideration  of  the 
patient’s  electrolyte  need.  When  large  amounts  of 
such  solutions  are  added  the  administration  of  salt 
solution  in  excessive  quantities  may  lead  to  water 
retention  and  edema  which  is  the  situation  one  is 
attempting  to  avoid.13 

The  dietary  requirements  of  the  burned  patient 
cannot  be  generally  prescribed.  The  extent  of  the 
injury  and  its  severity  and  location,  the  former  state 
of  nutrition  of  the  patient,  as  well  as  his  nitrogen 
balance  must  determine  this  for  each  patient.  How- 
ever, it  is  a safe  minimum  margin  that  the  severely 
burned  patient  will  require  as  a minimum  2 to  3 
grams  of  protein  and  at  least  60  Calories  per  kilo- 
gram of  body  weight  from  the  earliest  possible 
moment  if  weight  loss  and  protein  deficiency  are  to 
be  prevented. 

During  the  first  week  of  the  hospital  stay  when 
appetite  is  poor  and  shock  and  pain  present,  intuba- 
tion of  food  and  parenteral  administration  of  amino 
acids  may  be  necessary.  It  is  better  to  add  to  the 
discomfort  of  the  patient  during  these  critical  days 
than  to  have  a nutritional  deficiency  develop  at  a 
time  when  successful  surgical  procedures  may  de- 
pend upon  the  best  possible  nutritive  state  in  the 
organism. 

When  confronted  with  a situation  in  which  pro- 
gressive hypoproteinemia  has  advanced  to  the  stage 
where  edema  is  present,  the  treatment  of  the  patient 
becomes  more  difficult.  As  we  have  shown  pre- 
viously13 under  these  circumstances  the  edema  may 
be  delivered  by  concentrated  plasma  or  hypertonic 
25  per  cent  albumin  solution,  if  these  are  available, 
or  by  other  routine  methods  in  their  absence.  If  this 
is  successfully  accomplished  the  problem  still  re- 
mains of 'increasing  the  circulating  plasma  protein. 
To  do  this  rapidly  as  much  as  500  grams  of  protein 
by  intubation  and  by  vein  may  be  needed  per  day 
to  accomplish  this  result  in  a reasonable  time.13  It 
seems  obvious , therefore,  that  the  successful  treat- 
ment of  patients  with  a potential  nitrogen  deficiency 
lies  in  an  early  appreciation  of  the  nitrogen  demand 
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and  the  immediate  institution  of  remedial  measures 
to  prevent  its  occurretice. 

SUMMARY 

1.  The  criterion  for  the  establishment  of  increased 
nitrogen  demand  are  reviewed. 

2.  The  effects  of  pregnancy,  fever,  anaemia,  mal- 
nutrition, nephritis,  nephrosis  and  thermal  burns  on 
the  nitrogen  requirement  are  indicated. 

3.  The  extent  of  nitrogen  deprivation  in  these  con- 
ditions is  emphasized. 

4.  An  outline  of  the  method  of  prevention  of  the 
malnutrition  of  thermal  burns  is  indicated. 
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'T'hjs  paper  concerns  itself  with  certain^  develop- 
ments  which  in  recent  years  have  been  shown 
to  increase  the  effectiveness  of  surgical  treatment  in 


cases  of  pulmonary  suppuration,  including  acute  and 
chronic  lung  abscess  and  bronchiectasis. 

With  respect  to  lung  abscess  two  well  defined 
trends  have  appeared.  The  first  is  earlier  drainage, 
and  the  other,  more  accurate  localization  in  terms  of 
the  bronchopulmonary  segments  involved.  For  pur- 
poses of  this  discussion,  an  abscess  may  be  said  to 
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originate  at  the  time  when  the  exciting  etiology 
comes  into  play;  for  example,  the  day  of  operation 
or  the  onset  of  coma  due  to  alcoholism,  brain  injury, 
or  the  like.  In  terms  of  time  elapsed,  an  abscess  of 
six  to  eight  weeks  duration  is  considered  to  be  pass- 
ing from  the  acute  to  chronic  stage.  The  expectation 
of  healing  with  conservative  measures  such  as 
postural  drainage  and  bronchoscopy  rapidly  de- 
creases thereafter.  Conversely,  there  is  an  increased 
expectation  of  complications.  These  complications 
include  hemorrhage,  perforation  into  the  pleural 
cavity  to  produce  empyema,  spread  to  form  second- 
ary abscesses,  and  the  establishment  of  permanent 
damage  to  the  lung  tissue  such  as  bronchiectasis. 
Accumulating  experience  with  drainage  in  the  first 
few  weeks  demonstrates  that  an  actual  abscess  cavity 
may  exist  even  when  roentgen  signs  indicate  only 
consolidation  of  the  involved  pulmonary  segment. 

Earlier  statements  in  the  literature  that  50%  of 
lung  abscesses  will  heal  with  only  conservative 
measures  are  not  borne  out  by  current  case  studies. 
Strict  criteria  as  to  cure  (absence  of  sputum  and 
complete  freedom  from  cough,  permanent  clearing 
of  the  roentgen  findings,  normal  temperature  and 
white  count,  negative  lipiodol  bronchograms)  re- 
duce this  expectation  to  about  15%  in  our  own  and 
about  20%  in  other  analyses  of  cases.1  The  state- 
ments of  Neuhof,2  Betts3  and  others  that  early 
drainage  of  abscess  is  safe  and  desirable  both  from 
the  standpoint  of  immediate  results  and  of  freedom 
from  later  complications  is  borne  out  by  our  own 
experience.  The  only  reservation  to  be  made  is  that 
localization  of  the  abscess  must  be  absolutely  accur- 
ate in  terms  not  only  of  the  lobe  involved  but  also 
the  particular  pulmonary  (lobular)  segment.  This 
presupposes  a knowledge  of  the  parietal  distribution 
of  these  segments  in  terms  of  the  chest  wall.  Increas- 
ing use  of  lipiodol  bronchography  has  given  such  a 
knowledge  of  the  normal  pulmonary  tree.  A work- 
ing diagram  of  the  two  lungs  in  both  posterior- 
anterior  and  lateral  projections  is  presented  by 
Churchill  and  Belsey.4 

Lung  abscesses  are  about  equally  divided  between 
the  right  and  left  lungs,  the  slight  preponderance 
on  the  right  being  due  to  it's  slightly  larger  normal 
volume.  The  incidence  with  respect  to  lobes  is 
almost  evenly  divided  between  lower  (55%)  and 
upper-middle  (45%)  lobes.  In  the  lower  lobes  about 
half  the  abscesses  occur  in  the  relatively  small  dorsal 
segment5  which  in  the  supine  position  is  naturally 
dependent  and  inferior.  Abscesses  in  this  segment 


appear  in  ordinary  posterior-anterior  roentgeno- 
grams to  be  hilar  or  peri-hilar  in  position.  Yet  physi- 
cal signs  and  lateral  roentgenograms  or  laminographs 
will  show  the  true  nature  of  these  lesions  as  peri- 
pheral and  extremely  posterior,  to  be  attacked 
surgically  in  the  paravertebral  region  through  the 
sixth  or  a neighboring  rib. 

The  matter  of  accurate  localization  is  important 
because  an  early  acute  abscess  may  have  only  a 
circumscribed  area  of  adherence  to  the  parietal 
pleura  and  chest  wall.  Therefore  a single  stage 
drainage  can  only  be  accomplished  safely  through 
this  area  of  adherence.  A miscalculation  as  to  loca- 
tion and  persistence  at  attempts  to  drain  through  a 
non-adherent  area  in  a single  stage  may  open  the 
pleura  and  result  in  surgical  pneumothorax  and 
empyema.  Although  a two-stage  delayed  drainage 
may  avert  this  accident,  the  drainage  tract  may  then 
be  too  long,  indirect,  and  unnecessarily  destructive 
of  normal  lung  tissue. 

Despite  efforts  toward  early  recognition  and 
treatment  of  lung  abscess  we  continue  to  see  many 
more  chronic  cases  than  acute  ones.  Some  cases 
appear  for  treatment  months  or  years  after  onset. 
Since  these  late  cases  commonly  have  severe  and 
irreversible  changes  in  the  involved  or  neighboring 
lobes,  the  required  surgical  treatment  may  be  quite 
different  and  distinctly  more  radical  than  in  the 
early  case.  Bronchoscopy  is  always  indicated  in  these 
cases  (as  well  as  the  acute)  to  rule  out  neoplasm, 
foreign  body,  and  to  obtain  whatever  therapeutic 
benefit  may  result.  Next,  a lipiodol  study  of  the 
involved  lobe  and  entire  lung  is  necessary.  If  signifi- 
cant secondary  bronchiectasis,  bronchostenosis 
and/or  daughter  abscesses  are  demonstrated,  the 
preferred  principal  treatment  is  lobectomy  and  not 
drainage.6  Preliminary  drainage  may,  however,  be 
indicated  in  some  cases  to  improve  the  general  con- 
dition before  lobectomy  is  carried  out.  I have 
carried  out  single  or  bi-lobectomy  in  seventeen  cases 
of  chronic  abscess  ( 1 1 primary,  6 secondary)  with 
one  operative  fatality,  this  in  a five-year  old  who 
discharged  the  abscess  contents  into  the  trachea  and 
died  of  obstruction  before  the  operation  was  con- 
cluded. There  has  been  one  late  death,  of  metastatic 
cerebral  infection  almost  a year  after  the  pulmonary 
operation.  This  case  serves  to  emphasize  one  of  the 
risks  in  temporizing  treatment. 

There  is  a tendency  in  chronic  abscess  for  the 
development  of  encapsulated  interlobar  empyema 
which  may  obscure  the  true  nature  of  the  underlying 
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pulmonary  disease.  In  our  cases  this  has  been  par- 
ticularly true  in  middle  lobe  abscess.  It  is  not  neces- 
sary to  do  a preliminary  drainage  of  these  small 
chronic  empyemata,  if  the  infection  is  truly  chronic 
and  well  encapsulated.  Our  experience7  indicates 
that  a one-stage  drainage  of  the  empyema  with 
removal  of  the  offending  lobe  at  the  same  time  is  a 
practicable  and  reasonably  safe  procedure. 

An  important  new  development  in  the  surgery 
of  chronic  abscess  and  bronchiectasis  is  that  of  total 
or  intrahilar  lobectomy.  The  earlier  lobectomy 
technic  as  described  by  Brunn,8  Shenstone,9 
Churchill10  and  others  consisted  in  the  use  of  a 
hilar  snare,  with  subtotal  amputation  of  the  lobe, 
and  a gross  closure  of  the  bronchi  and  vessels  by 
approximation  of  the  stump  tissues.  Afore  commonly 
than  not  this  technic  resulted  in  some  degree  of 
postoperative  empyema,  because  of  slough  in  the 
lulus,  reopening  of  the  bronchi,  and  necessitated 
prolonged  tube  drainage  of  the  pleura.  Despite  these 
defects,  the  technic  had  (and  still  has)  great  virtue 
in  its  rapidity,  ease  of  performance  and  immediate 
safety  all  of  which  helped  to  establish  lobectomy  as 
a practical  therapeutic  procedure.  The  trend  now  is 
toward  a true  anatomical  dissection  of  the  lobar 
pulmonary  hilus.11  In  this  technic  the  bronchus, 
pulmonary  artery,  and  pulmonary  veins  are  isolated 
by  sharp  dissection  and  individually  ligated.  Un- 
fortunately, the  human  lung  lobe  is  almost  never 
entirely  separated  by  a complete  fissure  from  its 
neighbors.  Some  degree  of  fusion  at  the  hilus  is 
ordinarily  present;  frequently  the  upper  and  middle 
lobes  on  the  right  are  not  separated  at  all.  On  both 
right  and  left  side  the  dorsal  segment  of  the  lower 
lobe  and  the  adjacent  dorsal  segment  of  the  upper 
lobe  may  be  fused.  Fortunately,  these  fused  areas 
can  be  directly  dissected  in  a safe  manner,  if  the 
anatomical  planes  are  recognized  and  respected, 
since  large  vascular  channels  do  not  commonly  cross 
them.  In  approaching  the  lower  lobe  hilus  through 
the  interlobar  fissure,  one  encounters  first  the  pul- 
monary artery,  sometimes  with  its  large  dorsal  lobe 
branch  already  arising  from  the  main  branch.  Next 
the  bronchus  is  encountered  and  divided,  after 
closing  the  lumen  with  interrupted  mattress  sutures 
of  silk.  Finally  the  pulmonary  veins  are  secured, 
ligated  and  then  divided.  Since  these  vessels  are 
large  in  diameter  and  quite  thin  walled,  they  are 
ligated  first  before  sectioning;  and  ligated  again 
after  section  with  distal  transfixion  sutures.  T he 
upper  lobes  are  more  difficult  to  deal  with  by  the 


individual  dissection  or  total  technic.  This  is  due  to 
the  fact  that  the  arterial  branches  to  the  respective 
lobular  segments  frequently  arise  by  short  stems 
from  the  main  artery  and  have  to  be  dealt  with 
individually.  As  with  the  lower  lobes,  the  artery  is 
posterior,  the  veins  in  general  anterior  to  the 
bronchus. 

Drainage  of  the  pleural  cavity  after  total  lobect- 
omy may  rarely  be  dispensed  with,  but  simple 
intercostal  catheter  drainage  suffices,  and  can  fre- 
quently be  removed  in  two  or  three  days  with  com- 
plete avoidance  in  many  cases  of  empyema  and 
bronchial  fistula  formation.  The  total  postoperative 
hospitalization  may  then  be  reduced  from  six  or 
eight  to  three  weeks,  or  less.  It  will  be  immediately 
apparent  from  the  above  description  that  total 
lobectomy  is  a literal  adaptation  of  the  total  pneu- 
monectomy technic  to  the  anatomy  of  the  single 
lobe.  Among  55  lobectomies  performed  by  the 
author,  fourteen  (chiefly  recent  cases)  have  been 
completed  by  the  total  technic,  and  there  has  been 
no  operative  mortality  in  this  latter  group. 

Before  concluding,  a comment  on  the  role  of 
chemotherapy  in  the  surgery  of  abscess  and  bron- 
chiectasis is  indicated.  We  have  customarily  used 
four  to  five  grams  of  sulfathiazole  powder  dusted 
into  the  pleural  cavity  and  wound  after  lobectomy. 
Our  impression  is  that  it  cuts  down  the  incidence 
of  empyema.  We  have  had  two  instances  of  infected 
and  one  disrupted  wound  in  55  lobectomies  and  18 
total  pneumonectomies.  The  sulfonamide  drugs 
seem  to  be  generally  effective  in  controlling  the 
postoperative  pneumonias  that  occasionally  develop. 
But  these  usually  have  their  origin  in  bronchial 
obstruction  and  atelectasis,  which  should  be  pre- 
vented or  treated  by  bronchial  aspiration  with 
catheter  or  bronchoscope. 

The  use  of  sulfonamides  in  the  treatment  of  early 
lung  abscess  has  not  been  very  promising,  in  our 
cases,  with  respect  to  increasing  the  incidence  of 
spontaneous  healing.  In  view  of  the  complex  nature 
of  the  bacteriology  in  these  cases  and  the  known 
inhibitory  action  of  the  purulent  inflammatory 
secretions,  a curative  effect  is  hardly  to  be  expected. 
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MEDICAL  SERVICE  IN  THE  ARMY  AIR  FORCES 

Lieutenant  Colonel  Howard  A.  Rusk,  MC,  Washington,  D.  C. 


'"pHE  Air  Surgeon  is  charged  by  the  Commanding 
General  of  the  Army  Air  Forces  with  the  medi- 
cal care  of  all  Air  Forces  personnel.  It  can  obviously 
be  seen  that  this  simple  designation  covers  a tre- 
mendous latitude  of  responsibility. 

At  the  onset  of  hostilities  in  World  War  II  there 
were  less  than  100  medical  officers  in  the  Army  Air 
Forces;  today  this  number  has  increased  to  approxi- 
mately 10,000,  with  over  400  hospitals  ranging  from 
ten-bed  dispensaries  to  3,000-bed  installations.  These 
are  scattered  throughout  the  four  corners  of  this 
country,  and  Army  Air  Forces  doctors  are  on  duty 
in  every  part  of  the  globe.  The  Air  Surgeon  has 
attempted  to  utilize  to  the  utmost  the  medical  men 
with  specialized  training.  I think  you  might  be  inter- 
ested to  know  how  this  has  been  accomplished: 

A special  section  charged  with  the  professional 
care  of  Air  Forces  personnel  functions  as  a part  of 
the  Air  Surgeon’s  Office.  Each  doctor’s  application 
for  commission  is  accompanied  by  a complete  profes- 
sional questionnaire  which  covers  his  graduate  and 
post-graduate  training,  hospital  service,  board  cer- 
tifications, memberships  in  professional  societies, 
teaching  experience,  etc.;  these  questionnaires  are 
carefully  graded  and  the  specialist  is  rated  accord- 
ingly to  his  training  and  experience.  A complete 
cross  file  is  kept,  not  only  under  the  specialists 
themselves,  but  also  each  station  hospital  has  a com- 
plete professional  file.  Highly  trained  specialists  are 
placed  as  key  personnel  in  the  various  Air  Forces 
hospitals,  to  do  a special  job,  commensurate  with 
their  ability.  A recent  evaluation  of  the  assignment 


of  our  top  trained  medical  officers  revealed  the  fol- 
lowing: There  were  70  medical  officers  qualified  in 
orthopedics;  70  were  doing  orthopedics.  There  were 
103  officers  qualified  in  radiology;  103  were  doing 
radiology.  In  neuropsychiatry  there  were  178  men 
qualified,  of  which  number  175  were  engaged  in  the 
practice  of  neuropsychiatry.  In  clinical  pathology, 
70  men  were  qualified,  and  all  were  practicing  this 
branch  of  medicine.  In  internal  medicine  there  were 
475  specially  trained  men,  including  members  of  the 
American  Board,  American  College  of  Physicians, 
and  others  whose  training  qualified  them  for  mem- 
bership. Of  the  475  officers,  18  were  doing  executive 
work,  one  was  not  practicing  internal  medicine, 
and  the  balance,  456,  were  on  the  medical  service. 
The  younger  group  of  medical  officers  with  some 
training  in  a medical  specialty  have  been  utilized  as 
assistants  and,  in  many  instances,  have  been  able  to 
continue  with  their  training.  The  fact  that  qualified 
doctors  are  able  to  continue  their  professional  work 
has  been  a major  factor  in  the  high  morale  found  in 
Army  Air  Forces  hospitals. 

The  mortality  rate  in  our  hospitals  speaks  well 
for  the  medical  care  given  to  the  military  personnel. 
In  meningococcic  meningitis,  a great  scourge  in 
World  War  I,  our  present  mortality  is  less  than  3 
per  cent.  In  pneumonia  there  has  been  a similar 
experience. 

In  this  training  phase  of  the  global  struggle  in 
which  we  are  now  engaged,  every  teaching  hour  is 
extremely  important.  A convalescent  training  pro- 
gram has  been  established  in  all  Air  Forces  hospitals 
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to  utilize  the  time  between  acute  illness  and  the 
ability  to  carry  on  full  military  duty,  which  had 
heretofore  been  wasted.  Convalescent  patients  re- 
ceive carefully  supervised,  graduated,  physical  con- 
ditioning in  order  to  send  them  back  to  duty  in  the 
best  possible  condition.  Since  this  program  of  physi- 
cal conditioning  has  been  inaugurated,  the  readmis- 
sion rate  to  our  hospitals  has  been  decreased  in  some 
instances  as  high  at  25  per  cent.  Special  educational 
courses  are  carried  on  in  the  hospital  wards  them- 
selves. Self  protection  has  been  stressed  in  the  teach- 
ing program,  and  we  like  to  feel  that  while  a man 
is  recovering  from  a cold  today  he  may  be  learning 
something,  while  in  the  hospital,  that  may  save  his 
life  a few  months  hence.  Special  courses  in  gas  war- 
fare, camouflage,  booby  traps,  land  mines,  map  read- 
ing, and  first-aid  are  given  in  the  basic  training  cen- 
ters. In  the  large  technical  schools,  facilities  have 
been  made  available  so  that  a man  may  carry  on  a 
part  of  his  technical  training  while  in  the  hospital. 
In  our  radio  schools,  for  example,  special  buildings 
have  been  set  up  where  convalescent  patients  may 
go  and  practice  receiving  code.  Sending  keys  are  in 
all  of  the  hospital  wards,  and  in  some  schools  the 
wards  are  blacked  out  daily  so  that  patients  may 
practice  blinker  code  across  the  ward  from  bed  to 
bed.  Model  airplanes  are  hung  from  the  ceiling  of 
the  wards  so  that  while  a man  is  flat  on  his  back  he 
may  learn  to  identify  the  various  type  of  aircraft. 
Special  schools  have  been  set  up  for  illiterates,  and 
we  have  found  that  we  can  teach  a man  to  write  his 
name  and  serial  number  in  two  days.  This  seems  like 
a small  thing  on  the  face  of  it,  but  it  is  a tremendous 
boost  to  this  soldier’s  morale,  for  no  longer  does  he 
have  to  appear  dumb  before  his  fellow  soldiers;  he 
can  now  sign  the  payroll  without  having  to  make  an 
X,  and  at  least  he  does  not  have  to  make  a show  of 
his  ignorance. 

Special  conditioning  camps  have  been  set  up  in  the 
large  basic  training  centers,  where  under-par  soldiers 
are  sent  for  a period  of  pretraining  and  physical 
conditioning.  These  camps  are  under  the  supervision 
of  the  medical  department,  and  a modified  training 
and  educational  program  is  carried  out.  If  the  under- 
par  soldiers  are  thus  indoctrinated,  many  are  saved 
for  military  service  who  would  otherwise  fall  by  the 
wayside. 

Special  training  units  have  been  established  for 
the  training  and  placement  of  limited  service  men. 
Special  education  classes  for  illiterates  and  language 
deficients  have  been  inaugurated  in  these  organiza- 


tions. In  one  station  last  month  I saw  a group  of 
Navajo  Indians,  who  had  come  into  the  Army  five 
weeks  previously  unable  to  speak  a word  of  English, 
being  taught  the  fundamentals  of  our  language.  In 
six  weeks’  time  these  men  will  be  able  to  carry  on 
in  the  regular  training  program. 

At  the  present  time  we  are  teaching  in  excess  of 
250,000  man  hours  per  week  in  the  Army  Air  Forces 
hospitals.  Patients  are  happy  because  they  are  busy, 
and  they  are  unanimously  enthusiastic  about  the 
program. 

So  far  in  this  discussion  we  have  dealt  with  the 
hospital  care  of  Army  Air  Forces  personnel.  All  im- 
portant in  the  medical  organization  of  the  Army  Air 
Forces  is  the  flight  surgeon.  Let  us  consider  the 
reasons  for  his  existence  and  his  work  more  in  detail: 

In  World  War  I,  as  a result  of  an  intensive  survey 
by  a British  commission,  it  was  found  that  approxi- 
mately 90  per  cent  of  deaths  among  Air  Corps  flying 
personnel  resulted  from  “pilot  failure”  at  a critical 
moment.  On  considering  this  fact,  the  inevitable 
conclusion  must  be  drawn  that  the  existing  methods 
of  selecting  men  for  pilot  training  in  that  war  were 
inadequate.  It  was  obvious  that  something  must  be 
done  to  improve  the  caliber  of  men  permitted  to 
fly  the  more  or  less  “antiquated  crates”  of  that  day, 
and,  in  the  attempt  to  accomplish  that  very  desirable 
goal,  a special  field  of  medical  research  and  practice 
called  “Aviation  Medicine”  was  born. 

The  modern  war  plane  in  its  present  advanced 
stage  of  development  has  far  outstripped  the  ability 
of  men  to  fly  it  without  special  aids.  However,  the 
general  problems  and  aims  of  aviation  medicine  are 
the  same  today  as  they  were  in  1914;  basically,  they 
consist  of:  1 ) the  proper  selection  of  the  “potential 
air  crew,”  and  2)  the  maintenance  of  the  graduate 
members  of  the  air  crew  at  their  highest  possible 
level  of  efficiency. 

Aviation  medicine,  therefore,  deals  in  a special 
field  of  medical  endeavor  which  encompasses  all  the 
“physiological  and  mental  effects”  which  coexist 
with  “terrestrial  dissociation.”  These  effects  are 
primarily  the  result  of  changes  in  barometric  pres- 
sure, exposure  to  extreme  cold,  “noise  bombard- 
ment,” “G”  force  and,  last  but  not  least,  anxiety  that 
man  consciously  or  unconsciously  experiences  when 
he  departs  from  this  earth  for  a tour  of  three-dimen- 
sional activity. 

The  flight  surgeon  exercises  his  knowledge  of 
aviation  medicine  in  a very  practical  way  in  two 
main  phases  of  his  work:  first,  in  the  “physical  and 
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mental”  selection  of  the  potential  member  of  the  air 
crew,  and,  second,  in  the  “maintenance”  of  the 
graduate  pilot,  bombardier,  navigator  or  gunner.  Let 
us  consider  these  two  phases  and  their  implications 
a little  more  in  detail. 

The  “physical  and  mental”  selection  of  the  pilot 
is  essentially  a screening  process  achieved  by  accom- 
plishing a careful  physical  examination,  called  a 64 
examination,  in  which  an  attempt  is  made  to  evaluate 
his  ability  to  withstand  the  “pressure”  of  military 
aeronautics.  Those  of  you  who  have  experienced 
aeronautical  acrobatic  maneuvers  of  a combat  type, 
even  without  dodging  high  velocity  bullets  which 
have  designs  on  your  life-span,  know  what  I mean 
by  the  term  “pressure.” 

From  what  has  been  said,  the  necessity  for  this 
“screening  or  selection”  process  should  be  ob- 
vious, but  first  and  foremost  has  for  its  object  the 
preservation  of  the  “life,  limb  and  property”  of  the 
individual  concerned,  as  v eil  as  all  other  Air  Forces 
personnel  who  might  be  fatally  involved  by  reason 
of  the  individual’s  “inadequacies”  at  a critical  “pres- 
sure moment.”  Of  secondary  consideration  is  his 
ability  to  qualify  for  flying  training  under  Army 
Regulation  40-110,  and,  finally,  we  must  strive  to 
conserve  the  money,  time,  and  effort  lost  in  attempt- 
ing to  train  an  individual  who  subsequently  “washes 
out.”  There  is  so  little  time  to  accomplish  so  much 
that  we  cannot  waste  it  on  the  incompetent. 

It  would,  of  course,  be  ideal  if  the  flight  surgeon 
could  be  100  per  cent  accurate  in  his  “selection  pre- 
dictions;” there  is,  however,  no  “mystic  formula” 
available  to  enable  him  to  do  this.  Fie  has  been 
trained  in  this  special  field  at  the  School  of  Aviation 
Medicine,  and  his  medical  armamentarium  is  en- 
riched by  twenty-five  years  of  medical  study  and 
research  accomplished  at  this  school  in  aviation 
medical  problems.  All  medical  officers  who  wish  to 
become  flight  surgeons  are  carefully  selected  both 
from  a personality  and  professional  standpoint  and 
are  sent  to  the  School  of  Aviation  Medicine  at 
Randolph  Field,  Texas.  Here  they  are  given  an  in- 
tensive six  weeks’  didactic  course  on  the  theory  and 
practice  of  aviation  medicine  in  the  following 
specialties:  psychiatry,  psychology,  ophthalmology, 


otolaryngology,  tropical  medicine,  military  medi- 
cine, and  high  altitude  physiology.  In  the  instruction 
given  there,  special  attention  is  constantly  directed 
to  the  application  of  these  specialties  in  problems 
of  aviation  medicine  or  of  high  altitude  physiology. 
I he  six  weeks’  didactic  course  is  followed  by  six 
weeks  of  practical  application  in  one  of  the  large 
classification  centers. 

A flyer  must  be  intelligent,  physically  and  men- 
tally sound,  and,  finally,  he  must  be  the  possessor  of 
a considerable  amount  of  the  “X-f actor which  in- 
cludes desire  to  fly  and  courage  or  intestinal  forti- 
tude.  A fairly  accurate  evaluation  of  the  first  two 
factors  can  be  made,  but  the  final  “X-factor”  very 
often  is  not  amenable  to  concrete  evaluation.  In  the 
final  analysis,  the  proof  of  the  pudding  is  in  the  eat- 
ing; likewise,  he  who  capably  flies,  proves  his  ability 
to  do  so,  regardless  of  preliminary  estimations  of  his 
ability  to  do  so.  By  and  large,  we  are  constantly 
looking  for  the  young  man,  sound  in  mind,  sound  in 
body,  who  desires  to  fly  and  fight,  and  hope  he  has 
enough  of  the  “X-factor”  to  carry  on. 

“Maintenance  of  the  pilot”  can  be  defined  as  that 
process  by  which  the  flight  surgeon  is  able  to  keep 
the  pilot  functioning  at  his  highest  level  of  physical 
and  mental  efficiency.  “Maintenance”  is  by  long 
odds  the  most  important  phase  of  the  flight  surgeon’s 
work  in  time  of  war.  The  individual  pilot  is  the 
basic  unit  of  the  Air  Force,  and  upon  his  efficient 
shoulders  rests  the  success  of  his  squadron,  group, 
wing  and  Air  Force.  When  he  loses  his  efficiency, 
the  whole  Air  Force  breaks  down. 

From  the  foregoing  it  can  readily  be  seen  that  the 
responsibility  of  the  flight  surgeon  is  tremendous. 
He  is  the  first  line  of  defense  and  the  best  insurance 
possible  for  keeping  his  crew  in  top  combat  effi- 
ciency. To  sum  it  all  up,  the  flight  surgeon  is  both 
specialist  and  family  doctor  in  his  relationship  to  his 
crew. 

In  summary,  the  Air  Surgeon  has  organized  the 
medical  service  of  the  Army  Air  Forces  to  eco- 
nomically utilize  the  trained  medical  specialists,  to 
continue  the  research  and  training  in  the  special  field 
of  aviation  medicine,  and  to  give  to  the  Army  Air 
Forces  personnel  the  finest  possible  medical  care. 
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Even  in  normal  times,  whatever  such  may  be,  the 
worker  w ith  a pulmonary  ailment  is  a problem 
to  his  employer,  a distress  to  himself,  and  a challenge 
to  his  physician.  Under  the  circumstances  of  war- 
time effort  and  its  incident  necessities  of  longer 
working  hours,  increased  physical  and  emotional 
strain,  crowded  living  conditions,  imperfections  in 
dietary  routine,  and  a greater  exposure  to  the  pass- 
ing stream  of  infection  and  occupational  hazards, 
conceivably  the  problem  of  pulmonary  disease  in 
industry  might  result  in  serious  dislocation  of  em- 
ployment and  production. 

At  the  outset  it  must  be  admitted  that  our  knowl- 
edge of  occupational  pulmonary  disease  is  far  from 
complete.  It  is  well  recognized  that  respiratory  in- 
fections are  responsible  for  more  time  loss  in  indus- 
try than  any  other  group  of  disorders.  The  common 
cold,  epidemic  influenza,  and  pneumonia  are  out- 
standing offenders.  In  recent  years,  a troublesome 
addition  to  this  group  has  been  described  variously 
as  atypical  bronchopneumonia  of  unknown  etiology, 
acute  pneumonitis,  or  virus  pneumonia.  The  spread 
of  this  highly  contagious  disease  through  the  ranks 
of  closely  contacting  factory  workers  has  caused 
serious  difficulties  in  certain  instances. 

In  general,  however,  it  can  be  agreed  that  none 
of  these  acute  conditions  is  peculiar  to  factory  em- 
ployment, except  from  the  standpoint  of  increased 
opportunity  for  communicability.  The  problem  of 
prevention,  control,  and  treatment  of  such  disorders 
is  little  different  in  the  factory  than  it  is  wherever 
humans  tend  to  congregate.  Tremendous  advances 
have  been  made  in  the  treatment  of  these  maladies, 
but  we  should  frankly  concede  that  we  have 
achieved  but  little  in  their  prevention:  vaccines, 
vitamins,  and  radio  announcers  to  the  contrary,  not- 
withstanding. It  is  to  be  hoped  that  the  experience 
of  observant  physicians  in  war-time  industry  will 


be  responsible  for  the  development  of  methods  of 
control  for  these  afflictions  that  will  be  equally 
applicable  and  efficient  for  both  industrial  workers 
and  the  general  population. 

The  discussion  of  pulmonary  problems  here  will 
not  include  the  acute  conditions  mentioned,  but  will 
rather  attempt  to  present  in  abstract  form  a recent 
consensus  of  qualified  observers  of  those  conditions 
that  either  appear  to  be  peculiar  to  industry,  or 
those  diseases  upon  which  certain  type  of  industrial 
work  may  be  reputed  to  have  a modifying  effect. 

The  employer’s  interest  in  the  problem  of  indus- 
trial pulmonary  disease  is  concerned  with  absentee- 
ism and  workmen's  compensation.  He  can  not  hope 
to  maintain  a schedule  of  production  if  increasing 
numbers  of  his  employees  are  unable  to  work  be- 
cause of  pulmonary  disease.  He  can  not  hope  to 
maintain  a schedule  of  production  if  increasing 
numbers  of  compensation  claims  are  prosecuted  suc- 
cessfully against  him  on  the  basis  of  uncorrected 
occupational  hazards.  Aside  from  his  altruistic  inter- 
est in  the  welfare  of  his  employees,  he  recognizes 
that  it  is  just  not  good  business  to  conduct  a manu- 
facturing enterprise  wherein  there  is  a high  preva- 
lence of  causally  related  pulmonary  disease. 

The  employee’s  phase  of  the  problem  includes 
not  only  time  loss  with  its  resulting  lowered  earn- 
ings, but  also  the  physical  discomforts  incident  to 
the  disease,  plus  money  and  time  which  he  spends 
for  its  treatment.  Added  to  this  is  the  mental  strain 
which  results  from  his  concern  as  to  his  future  as 
a wage  earner  for  his  family,  and  his  puzzlement  as 
to  what  his  compensation  rights  may  be. 

It  is  the  problem  of  the  physician  to  be  sufficiently 
well  informed  that  he  will  be  able  to  guide  and 
advise  both  employer  and  employee.  From  the  plant: 
physician  the  employer  will  seek  or  need  advice  for 
the  detection  and  prevention  of  pulmonary  disease 
in  his  employees.  Moreover,  he  will  expect  that  this 
physician  will  have  a familiarity  with  modern  medi- 
cal opinion  in  this  field,  coupled  with  the  ability  to 
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make  sound  observations  on  the  basis  of  individual 
investigation  looking  toward  the  development  of 
protective  measures  and  mechanisms  for  control  of 
both  hazards  and  incidence.  For  those  few  em- 
ployers whose  perception  of  the  problem  is  latent, 
the  plant  physician  has  the  further  responsibility  of 
stimulating  interest  and  action. 

The  private  physician  whom  the  employee  con- 
sults likewise  has  a serious  responsibility  composed 
of  several  elements.  First,  the  diagnosis  of  occupa- 
tional pulmonary  disease  should  be  arrived  at  only 
on  the  basis  of  carefully  correlated  clinical,  labora- 
tory, and  roentgenographic  findings,  evaluated  in 
conjunction  with  an  accurate  occupational  history, 
and  an  assay  of  the  hazards,  if  any,  incident  to  the 
occupation.  It  is  not  enough  to  assume  that  the 
patient  with  tuberculosis  developed  that  disease  as  a 
result  of  his  occupation  simply  because  he  has  been 
employed  in  a factory  for  a more  or  less  number 
of  years.  The  physician  must  be  convinced,  of  his 
own  knowledge,  that  conditions  associated  with  the 
man’s  employment  were  such  as  to  establish  beyond 
a reasonable  doubt  the  existence  of  a hazardous  ex- 
posure to  factors  that  could  cause  tuberculosis  or 
reactivate  latent  disease. 

Not  only  must  plans  be  established  for  treatment 
by  the  private  physician,  but  he  must  also  deter- 
mine the  degree  of  disability,  and  decide  upon  the 
cessation,  continuance,  or  modification  of  the 
patient’s  employment.  He  must  also  be  able  to  con- 
clude whether  the  patient’s  disability  serves  as  a 
proper  medical  basis  for  a claim  foi  compensation, 
and  it  is  his  duty  to  so  inform  the  patient  and  to 
stand  ready  to  assert  his  opinion  in  the  patient’s 
behalf. 

Occupational  pulmonary  disease  is  variously  de- 
fined legally  in  the  states  of  the  Union.  Since  the 
passage  of  the  Silicosis  Act  by  the  British  Parlia- 
ment  in  1918,  considerable  legislation  has  been  en- 
acted in  this  country  in  an  attempt  to  clarify  this 
medical  enigma  to  the  end  that  it  is  now  a medico- 
legal problem,  with  the  emphasis,  alas,  far  too  often 
on  the  legal  portion  of  the  hyphen.  The  most  fre- 
quently discussed  pulmonary  disease  in  this  connec- 
tion has  been  and  is  tuberculosis.  That  this  is  per- 
fectly natural  is  to  be  understood  when  we  lealize 
that  tuberculosis  continues  to  be  the  greatest  de- 
stroyer of  man  in  his  most  productive  yeais,  and 
that  time  lost  days  because  of  tuberculosis  aggregate 
a far  larger  total  than  is  made  by  any  other  single 
disease. 


The  legal  trend  in  these  matters  has  been  to  avoid 
too  much  discussion  of  the  tubercle  bacillus  as  the 
cause  of  tuberculosis  and  to  emphasize  unfavorable 
environment  as  the  important  factor  in  the  produc- 
tion of  disability,  calling  attention  to  some  specific 
condition  such  as  fumes,  dust,  or  heat  as  the  acti- 
vating agent  of  infection.  That  this  has  had  a salutary 
effect  upon  the  development  of  better  working  con- 
ditions is  a consequence  for  which  he  may  be  thank- 
ful. Moreover,  it  has  intensified  interest  in  industrial 
health  and  it  has  stimulated  observations  as  to  the 
relationship  between  occupation  and  disease.  To 
some,  however,  the  occupational  environmental  fac- 
tors have  become  outstandingly  important,  regard- 
less of  how  ill  fed,  ill  clothed,  or  ill  housed  a man 
might  be  in  the  60-65%  °f  the  time  which  he  spends 
not  working  in  a factory.  In  other  words,  some  are 
convinced  that  latent  tuberculosis,  which  they 
assume  to  be  present  in  most  humans,  will  become 
active  and  disabling  disease  only  as  a result  of  irri- 
tation; the  most  likely  source  of  which,  if  the  patient 
be  an  industrial  employee,  they  vaguely  conceive 
to  be  necessarily  incident  to  any  factory  work. 

The  picture  of  tuberculosis  in  industry  has  been 
confused  further  by  the  fortunate  circumstance  for 
human  beings  that  our  thinking  about  that  disease 
has  not  remained  static.  Formerly,  it  was  accepted 
that  shortly  after  the  human  organism  was  infected 
with  tubercle  bacilli  the  clinical  symptoms  of  the 
disease  developed.  Then,  later,  it  became  popular  to 
believe  that  tuberculous  infection  occurred  in  child- 
hood, lay  dormant  for  a period,  then  became  re- 
activated later  in  life  in  certain  susceptible  indi- 
viduals. 

More  recently,  as  a result  of  serial  annual  x-rays 
of  large  groups  of  adults,  we  are  coming  to  accept 
the  apparently  new  foci  of  pulmonary  tuberculosis 
in  hitherto  negative  persons  as  evidence  of  new  in- 
fection, and  to  consider  the  infection  as  exogenous 
if  recent  contact  with  tuberculosis  can  be  demon- 
strated. Thus,  we  have  added  proof  of  the  verity  of 
the  slogan  that  “every  case  of  tuberculosis  comes 
from  another  case  of  tuberculosis.”  However,  as 
Leroy  Gardner1  has  pointed  out,  “medical  opinion 
is  agreed  that  mere  contact  with  an  open  carrier  of 
tubercle  bacilli  is  not  sufficient  to  produce  disease. 
Accessory  factors  that  depress  native  resistance  in 
the  susceptible  individual  have  long  been  postu- 
lated.” 

In  view  of  this,  let  us  examine  the  consensus  as  to 
the  part  played  by  industrial  environment  on  the 
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“depression  of  native  resistance”  to  tuberculous 
infection.  The  Symposium  on  Tuberculosis  in  In- 
dustry, held  at  Saranac  Lake  in  1941,  answered  many 
questions  pertinent  to  the  subject.  In  the  summation 
of  that  meeting,  it  was  agreed  that  “of  all  the  acces- 
sory environmental  factors  peculiar  to  industry  only 
free  silica  is  accepted  without  challenge”  as  having 
the  ability  to  alter  susceptibility  to  tuberculosis 
appreciably.  This  considered  and  concurrent 
opinion  of  a group  of  well  qualified  observers  is 
strikingly  at  variance  with  certain  haphazard  opin- 
ions that  anv  respiratory  irritation  arising  from 
dusts,  fumes,  or  gases,  must  have  a deleterious  eftect 
upon  tuberculosis. 

The  term  pneumoconiosis,  or  pneumonoconiosis 
(dusty  lung),  has  been  defined  as  an  “induration  of 
the  lung  caused  by  the  inhalation  of  dust.”  Prop- 
erly, it  is  a generic  term  which  includes  all  pul- 
monary reactions  to  dust  inhalation,  regardless  of 
the  source  or  character  of  the  foreign  substance  or 
of  the  extent  or  severity  of  its  effect  upon  lung- 
tissue  and  respiratory  function.  Careless  use  of  the 
word  by  some  clinicians,  and  the  attraction  of  its 
sonorous  syllables  to  a few  lay  writers  have  both 
been  responsible  for  a certain  amount  of  confusion 
from  time  to  time— because  of  the  implication  that 
all  pneumoconioses  are  dangerous  or  malign. 

Actually  there  are  a number  of  dusts  which  in 
pure  form  may  be  inhaled  without  producing  func- 
tional or  anatomic  lung  damage.  Pure  coal  dust,  for 
instance,  may  result  in  anthracosis,  evidenced  by 
staining  and  pigmentation  of  the  pulmonary  struc- 
tures, but  it  produces  no  clinically  significant  altera- 
tion in  the  pulmonary  function.  Siderosis  and  chali- 
cosis,  resulting  from  inhalation  of  metal  particles 
and  marble  dust  respectively,  may  be  classified  as 
benign  so  far  as  their  negligible  effect  on  lung  tissue 
is  concerned. 

Gardner  and  others,  but  notably  Gardner,  who 
have  done  so  much  exhaustive  research  by  autopsy, 
animal  research,  chemical  study,  and  occupational 
survey,  have  produced  convincing  evidence  that 
dust  is  dangerous  to  the  pulmonary  mechanism  in 
direct  proportion  to  the  amount  of  free  silica  which 
it  contains,  with  the  sole  exception  of  asbestos. 

Most  minerals  exert  no  appreciable  effect  upon 
connective  tissues  as  does  free  silica.  A few  can  pro- 
duce low  grade  chronic  inflammation  which  is  not 
productive  of  fibrosis.  X-ray  findings  in  such  in- 
stances, except  in  the  most  advanced  cases,  reveal 
simply  an  exaggeration  of  the  normal  lung  markings 


due  to  thickening  of  the  blood  vessels.  To  interpret 
such  signs  as  definite  evidence  of  early  silicosis  is 
empirical,  to  say  the  least.  Causes  other  than  dust 
inhalation  may  produce  similar  thickening  of  blood 
vessels,  including  certain  organic  diseases,  repeated 
acute  respiratory  infections,  and  cardiovascular  dis- 
orders. Increasing  age  is  frequently  accompanied  by 
such  indications.  In  any  event,  so  far  as  our  aggre- 
gated evidence  as  of  today  is  concerned,  the  dusts 
containing  little  or  no  silica  appear  to  have  no  effect 
upon  the  natural  susceptibility  to  tuberculosis  infec- 
tion, and  except  for  asbestos,  are  incapable  of  the 
production  of  progressive  disabling  pulmonary 
fibrosis. 

So  far  as  free  silica  is  concerned,  the  evidence  is 
completely  convincing  that  it  can  have  a serious 
bearing  upon  the  behavior  of  tuberculosis  in  the 
human  body  either  in  the  case  of  its  implantation 
before  or  after  entrance  of  tubercle  bacilli.  The 
exact  nature  of  the  process  by  which  it  exerts  such 
effect  is  not  completely  clear.  Formerly,  certain 
writers  were  prone  to  attribute  its  irritant  ability  to 
knife-like  sharpness  of  its  crystals.  Subsequently,  its 
chemical  properties  were  emphasized,  and  latterly 
this  opinion  has  deepened,  with  the  further  concep- 
tion that  its  peculiar  chemical  properties  produce  a 
toxic  irritation  of  tissue,  resulting  in  a reasonably 
predictable  response. 

For  a clear  understanding  of  this  response  we  are 
greatly  indebted  to  Gardner.2  He  describes  the  lung- 
tissue  reaction  to  silica  as  distinctive  to  that  from 
other  dust,  as  follows:  “Migratory  phagocytes  con-  | 
centrate  inhaled  silica  in  and  about  the  lymphatic 
system  of  the  lungs.  The  toxic  particles,  directly  or  j 
indirectly  through  the  released  lipoids,  stimulate 
connective  tissue  cells  in  their  immediate  vicinity,  ; 
and  proliferation  ensues.  The  ultimate  result  is  a 
nodule  composed  of  connective  tissue  whose  fibres 
are  characteristically  modified  by  the  effects  of  the 
silica.  The  location  of  these  nodules,  situated  in  the 
immediate  vicinity  of  the  lymphatic  trunks,  impedes 
the  free  flow  of  lymph.  The  development  of  micro- 
scopic silicotic  nodules  in  the  tracheobronchial 
nodes  and  intrapulmonary  lymphoid  tissue  consti- 
tutes the  primary  phase  of  silicosis.  Obviously,  a 
roentgenogram  of  such  lung  will  reveal  the  shadows 
of  the  perivascular  deposits  but  not  those  of  the 
nodular  lesions  that  are  too  small  to  be  seen  without 
the  microscope.” 

Silicosis  at  this  early  stage  cannot  be  diagnosed  j 
definitely,  and  there  is  only  one  chance  in  four  that 
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the  disease  will  progress  subsequently  to  nodulation 
discernible  in  x-ray,  a finding  compatible  with  a 
diagnosis  of  clinical  silicosis. 

The  probabilities  of  progression  to  a stage  of 
generalized  nodulation  are  slight  if  the  exposure 
should  be  interrupted  at  this  stage.  Persons  exposed 
to  relatively  high  concentrations  of  silica,  who  re- 
veal increased  linear  markings  of  the  lungs  by  x-ray, 
show  a slightly  higher  incidence  of  tuberculous  in- 
fection than  those  with  no  visible  evidence  of  re- 
action to  dust. 

It  is  of  importance  to  note  the  influence  exercised 
by  the  size  and  number  of  the  ingested  particles  of 
silica  dust.  To  be  of  serious  import  the  particles  of 
free  silica  must  be  below  ten  micra  in  size  in  order 
to  permit  entrance  into  the  alveolar  spaces  and  fine 
lymphatic  vessels.  Concentration  in  the  atmosphere 
above  the  amount  of  five  million  particles  per  cubic 
foot  of  air  is  generally  regarded  as  dangerous  be- 
cause such  quantity  exceeds  the  normal  elimination 
ability  of  the  pulmonary  mechanism. 

To  this  it  should  be  added  that  the  length  of 
exposure  is  important  since  it  is  common  experience 
that  prolonged  exposure  over  many  years  to  a low 
concentration  of  free  silica  in  the  atmosphere,  or  a 
short  exposure  to  a moderate  silica  hazard  may  pro- 
duce only  the  initial  phase  of  silicosis,  indicated  by 
roentgenographic  findings  of  perivascular  deposits 
or  increased  linear  markings  without  any  symptoma- 
tology or  disability  whatsoever.  As  is  well  known, 
prolonged  exposure  to  a dust  high  in  free  silica, 
composed  of  large  numbers  of  particles  below  ten 
micra  in  diameter,  may  result  in  typical  roentgeno- 
graphic picture,  in  the  absence  of  concurrent  tuber- 
culosis, of  the  characteristic  nodular  fibrosis  sym- 
metrically distributed  throughout  both  lung  fields. 

Having  this  in  mind,  we  may  inquire  now:  What 
is  the  effect  of  silicosis  upon  pulmonary  tuberculosis? 
Without  unnecessary  amplification  the  reply  can 
be  made,  based  upon  the  consensus  of  the  best  and 
most  recent  thought  on  the  subject:  The  incidence 
of  tuberculosis  among  silicotic  individuals  is  greater 
than  in  the  general  population.  Tuberculous  infec- 
tion may  precede  silicosis,  remain  dormant  for  years, 
and  finally  reactivate  to  terminate  fatally.  Tuber- 
culous infection  may  be  superimposed  upon  sili- 
cosis, and  then  run  an  acute  or  chronic  course 
depending  upon  modifying  conditions,  often  un- 
identified. Tuberculous  infection  is  not  essential  to 
the  development  of  silicosis,  but  when  present  in  the 
healed  or  active  stages  it  apparently  favors  develop- 


ment of  tine  typical  silicotic  or  silico-tuberculous 
reaction. 

Our  next  query  is  twofold:  In  the  absence  of 
tuberculosis,  is  silicosis  always  disabling,  and  what 
is  the  most  reasonable  disposition  of  the  uninfected 
silicotic  patient?  Tire  early  or  primary  stage  of  sili- 
cosis, as  briefly  described  previously,  is  not  only 
non  disabling  but  can  hardly  be  responsible  for  the 
production  of  noteworthy  symptoms.  At  this  stage 
of  the  disease  there  is  no  limitation  of  the  respira- 
tory function  since  the  lesions  do  not  encroach  upon 
those  portions  of  the  lungs  in  which  respiration 
occurs.  It  is  only  when  the  characteristic  nodular 
fibrosis  discernible  in  roentgenograms  becomes  evi- 
dent that  alterations  in  pulmonary  function  begin 
to  develop,  and  as  these  become  more  widespread, 
dyspnea  and  fatigability  ensue. 

1 he  progress  of  these  symptoms  is  not  predict- 
able from  x-ray  interpretation  and  appears  to  vary 
in  the  individual  and  for  the  occupation.  For  in- 
stance, one  has  seen  a seventy-two  year  old  man, 
who  had  spent  fifty-four  years  as  a cutlery  grinder 
on  a silica  stone,  with  definite  x-ray  evidence  of 
well  developed  silicotic  fibrosis,  without  evidence 
of  tuberculous  infection,  who  showed  no  symptoms 
attributable  to  his  undoubted  lung  pathology.  On 
the  other  hand,  one  has  seen  a much  younger  man, 
with  extensive  x-ray  signs  of  silicosis,  totally  disabled 
by  dyspnea  and  weakness,  after  seven  years  as  a sand 
blaster. 

In  general,  it  seems  the  better  part  of  wisdom,  in 
the  case  of  a young  worker  in  a known  or  suspected 
hazardous  atmosphere,  who  quickly  develops  x-ray 
evidences  of  increasing  prominence  of  linear  lung- 
markings,  to  remove  him  to  a non  dusty  occupation. 
With  the  older  worker,  who  after  long  years  of 
exposure  has  developed  only  moderate  x-ray  signs 
of  fibrosis  and  no  noteworthy  symptoms  other  than 
those  that  might  be  attributed  to  age,  it  would  seem 
that  he  might  better  be  left  upon  his  usual  job, 
which  he  knows  and  at  which  he  can  earn  a living, 
rather  than  invalid  him  for  the  rest  of  his  span  to  a 
life  of  boredom  and  economic  insufficiency.  Paying 
Workmen’s  Compensation  is  not  the  only  or  final 
answer  to  our  industrial  pulmonary  problems. 

T o the  query  as  to  where  in  industry  it  might  be 
expected  that  serious  silicosis  problems  would  be 
found,  the  simplest  answer  might  be  the  “dusty 
trades.”  According  to  the  consensus,  however,  such 
a reply  would  not  be  strictly  accurate.  Leonard 
Greenberg3  has  gathered  some  highly  significant 
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figures,  and  these  are  confirmatory  of  a broad  study 
made  by  Dublin  and  Vane.4  He  established  a stand- 
ardized index  of  tuberculosis  mortality  for  various 
occupations,  giving  to  all  occupational  groups  a base 
figure  of  100.  Compared  to  this,  the  deaths  from 
tuberculosis  in  selected  occupations  were  as  follows: 
Miners,  underground  (excluding  coal 


miners)  182 

Pottery  workers  176 

Cutters  and  grinders 135 

Brass  foundry  workers 126 

Iron  foundry  workers 105 

Cement  and  lime  workers 84 

Coal  miners  (underground) 48 


All  of  the  occupations  listed  with  high  relative 
indices  are  included  in  the  dusty  trades,  and  all 
incorporate  a silicosis  hazard  of  greater  degree  than 
the  average  occupation.  I he  silica  hazard  undoubt- 
edly accelerates  the  tuberculosis  mortality  rate,  and 
this  is  indicated  by  the  fact  that  the  rate  of  tuber- 
culosis is  nineteen  times  greater  in  silicotic  foundry- 
men,  for  instance,  than  it  is  in  the  non  silicotic. 
Although  workers  with  cement,  marble,  limestone, 
and  gypsum  may  be  exposed  to  great  quantities  of 
dust,  the  silica  content  is  exceedingly  low.  More- 
over, the  low  relative  index  of  tuberculosis  for  such 
workers,  below  the  average  for  all  occupations, 
suggests  the  possibility  of  a tuberculosis  retarding 
effect  of  the  dust. 

It  has  long  been  theorized  that  certain  substances 
may  exert  a minimizing  effect  upon  the  toxicity  of 
free  silica.  Prominent  among  these  have  been  men- 
tioned coal,  certain  types  of  clay,  gypsum,  and 
latterly  aluminum.  The  last  has  seemed  so  important 
that  in  recent  years  experiments  have  been  initiated 
to  introduce  aluminum  dust  into  the  atmosphere  to 
prevent  or  to  reduce  the  severity  of  silica  dust 
irritation. 

Occasionally  other  industries  or  occupations  are 
cited  as  newly  recognized  sources  of  a silica  hazard; 
and  not  infrequently  the  journals  carry  reports  of 
the  damaging  effects  of  silicates  other  than  asbestosis. 

For  example,  Enzer  and  Sander5  reported  on  a 
group  of  arc  welders,  roentgenograms  of  whose 
chests  revealed  nodular  shadows  simulating  a modi- 
fied type  of  silicosis.  It  was  established  that  deposi- 
tion of  iron  oxide  in  the  lungs  was  responsible  for 
such  x-ray  appearances.  No  impairment  of  pul- 
monary function  was  ascertained. 

In  a further  study,  Gardner  and  McCrum6  con- 
cluded that  fumes,  gases,  and  iron  particles  incident 


to  arc  welding  did  not  increase  the  natural  sus- 
ceptibility, and  did  not  reactivate  existing  partially 
healed  tubercles  to  produce  progressive  tubercu- 
losis, and  that  the  effects  of  these  irritants  were 
identical  with  those  produced  by  marble,  soft  coal, 
gypsum  and  iron  ore. 

Seigal,  Smith  and  Greenburg7  have  reported  that 
tremolite  talc  is  a silicate  dust  capable  of  causing 
disabling  pneumoconiosis.  Pure  talc  is  a hydrous 
magnesium  silicate,  but  commercial  talc  frequently 
contains  impurities  such  as  quartz,  dolomite,  or  cal-  - 
cite.  Fremolite  talc  is  calcium  magnesium  silicate. 

Porro,  Patton  and  Hobbs8  reported  fifteen  cases 
of  pneumoconiosis  in  talc  workers,  most  of  whom 
had  worked  in  talc  mines.  Autopsies  were  obtained 
in  five  cases,  and  these  observers  concluded  that 
disability  or  death  was  directly  attributable  to 
pneumoconiosis  in  thirteen  cases.  They  further  con- 
cluded that  the  disabling  tissue  changes  were  prin- 
cipally due  to  talc  itself. 

In  view  of  the  likely  probability  of  contaminating 
factors  in  talc  mines,  and  because  of  frequent  im- 
purities in  commercial  talc,  it  would  seem  wise  to 
defer  the  inclusion  of  talc  per  se  as  a pneumoconiosis 
hazard  until  further  confirmatory  evidence  is  ad- 
duced. Gardner  attributes  fibrosis  in  tremolite  talc 
workers  to  the  contaminating  presence  of  free 
silica. 


Asbestos,  an  iron  and  magnesium  silicate,  is  the 
one  silicate  definitely  known  to  cause  pulmonary 
disability.  It  does  this  by  the  production  of  an  inter- 
stitial linear  fibrosis,  which  increasing  in  distribu- 
tion, diminishes  the  respiratory  capacity  and  thereby 
produces  dyspnea  and  fatigability.  It  may  occur  in 
any  occupation  where  asbestosis  fibre  is  carded, 
woven,  or  fragmented.  Although  in  England  it  has 
been  reported  that  pulmonary  asbestosis  is  accom- 
panied by  increasing  tuberculosis  rates,  there  is  no 
excess  of  tuberculosis  in  the  industry  in  this  coun- 
try. It  is  true,  however,  that  continued  exposure  to 
asbestos  dust  may  produce  progressive  fibrosis  to  a 
degree  that  may  result  in  total  disability  or  death 
from  cardiorespiratory  failure.  Many  workers  with 
moderate  stages  of  the  disease  have  made  complete 
recovery  and  have  revealed  cleared  chest  x-rays  after 
cessation  of  exposure. 

The  part  played  by  fumes  and  gases  in  the  produc- 
tion of  pulmonary  disability  by  influencing  tuber- 
culosis infection  has  been  considered  by  some  to  be 
of  great  importance.  With  the  development  of  new 
gases,  new  chemical  compounds,  and  new  solvents 
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in  connection  with  war-time  industry,  certain  proof 
may  be  brought  to  light  that  will  corroborate  such  a 
conception.  Many  have  theorized  that  certain  fumes 
or  gases  are  irritating  and  in  large  doses  may  pro- 
duce intense  inflammatory  reactions  that  undoubt- 
edly must  affect  associated  tuberculosis  of  the  lungs. 
Price,9  in  a thorough  summary  of  the  situation,  has 
reported  that  the  experience  for  the  armies  of  all 
nations  in  World  War  1 firmly  established  the  feel- 
ing that  war  gases  had  no  influence  upon  suscepti- 
bility to  tuberculosis.  Actually,  the  report  of  the 
Surgeon  General  of  the  United  States  reflects  a 
lower  rate  of  tuberculosis  developed  in  gassed  sol- 
diers than  the  rate  for  the  entire  overseas  personnel. 

Evans10  made  studies  of  men  eiwaoed  in  the 

O C1 

manufacture  of  chlorine,  sulphur  dioxide,  hydro- 
fluoric acid,  and  combinations  of  phosgene  with 
phosphorous  trichloride  over  periods  of  from  four 
to  ten  years.  X-rays  of  the  chests  of  these  men  re- 
vealed no  trace  of  reaction  attributable  to  gas,  and 
the  incidence  of  tuberculosis  was  no  greater  than  in 
othei  factory  employees  not  similarly  exposed.  High 
temperature,  humidity,  radiant  heat,  and  lead  absorp- 
tion have  also  been  studied  on  a similar  scale;  and 
the  consensus  was  that  none  of  these  could  be  proved 
to  favor  the  development  of  tuberculosis. 

The  simple  fact  is  that  in  the  present  state  of  our 
knowledge,  which  we  reiterate  is  incomplete,  there 
is  no  definitely  evident  hazard  peculiar  to  industry, 
except  free  silica,  that  we  can  positively  identify  as 
an  agent  capable  of  altering  the  factory  workers’ 
susceptibility  to  tuberculosis,  either  before  or  after 
infection  with  tubercle  bacilli. 

It  is  common  knowledge  that  more  cases  of  malig- 
nant diseases,  of  the  lung  are  being  recognized. 
Whether  the  increase  is  relative  and  is  apparent 
principally  because  of  improved  methods  of  diag- 
nosis and  an  increasing  awareness  of  such  possibil- 
ities, or  actual  as  a result  of  exposure  to  unidentified 
irritants  can  not  be  stated  with  reliability  at  this  time. 
T he  large  number  of  cases  of  pulmonary  cancer  in 
the  miners  of  Schneeburg  who  were  exposed  in  the 
course  of  their  occupation  to  radio  active  minerals 
suggests  that  this  problem  is  not  closed. 

PREVENTION 

The  prevention  of  silicosis  in  industry  is  based 
upon  the  reduction  of  the  amount  of  free  silica  in 
the  atmosphere  of  factories,  or  the  discovery  of  a 
substance  that  will  surely  retard  or  abate  the  toxic 
ability  of  the  chemical.  Considerable  advance  has 


been  made  already  along  the  lines  of  developing 
measures  to  control  the  concentration  in  the  air. 
Many  plants  have  instituted  better  housekeeping 
methods,  clearing  out  or  sealing  in  those  materials 
or  operations  that  may  give  rise  to  the  production  of 
silica  dust.  Well  designed  blower  and  ventilation 
systems  are  being  improved  constantly.  Abrasive 
substances,  so  important  in  industry,  which  formerly 
contained  a high  percentage  of  silicon  dioxide,  are 
rapidly  being  replaced  by  compounded  abrasives 
that  contain  little  or  no  free  silica.  In  the  foundry 
industry,  methods  of  controlling  the  dust  from  the 
sand  which  composes  the  molds  are  showing  satis- 
factory results,  as  is  also  the  use  of  a non  silicious 
substance  as  a parting  compound  for  the  molding 
■flasks.  Safety  engineers  are  keenly  aware  of  the 
problems,  and  the  character  of  the  researches  now 
being  pursued  gives  every  indication  that  we  may  be 
hopeful  of  a satisfactory  solution. 

As  to  the  prevention  of  tuberculosis,  once  again 
we  must  sav  that  our  information  is  not  sufficiently 
complete  as  to  permit  us  to  define  with  exactitude 
all  of  the  specific  factors  that  alter  or  increase  the 
natural  susceptibility  to  the  disease. 

One  broad  assertion  is  that  the  standard  of  living 
has  a significant  bearing  upon  the  development  of 
tuberculosis.  This  is  probably  true,  but  the  exact 
mechanics  of  such  effect  are  complex  and  at  this 
point  not  definable.  It  would  seem  that  we  should  be 
able  to  accept  nutrition  as  a factor  of  great  import- 
ance. Its  influence  may  be  judged  by  the  results  of 
research  done  in  connection  with  the  calcium  and 
nitrogen  balances  in  growing  children  and  experi- 
mental animals. 

Radical  environmental  changes  may  have  some 
effect,  as  is  suggested  by  the  relative  frequency  of 
newly  developed  tuberculosis  in  those  employees 
from  rural  districts  who  go  to  crowded  living  quar- 
ters in  the  city  and  engage  in  industrial  occupations. 

Other  factors,  too  numerous  to  mention  here, 
may  play  a part  in  the  process.  However,  the  search 
for  the  activating  agent  or  agents  that  stimulate  the 
development  of  tuberculous  disease  from  infection 
with  tubercle  bacilli  must  continue  to  proceed  not 
only  in  the  army  of  industrial  workers  but  in  the 
general  population  as  well,  for  the  full  answer, 
pertinent  to  both,  is  not  in  sight. 

CONTROL 

In  the  meantime,  until  such  answers  are  available 
the  development  and  amplification  of  control  pro- 
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grams  should  receive  close  attention.  Many  indus- 
trial plants  today  insist  upon  preemployment  chest 
x-ray  examinations.  Many  firms  include  x-ray  ap- 
paratus in  their  plant  hospitals.  Some  refer  applicants 
for  employment  to  roentgenologists;  and  lately  there 
has  been  some  thought  given  to  the  development  of 
a joint  or  community  x-ray  program  supported  by 
cooperation  between  small  factories  or  industrial 
groups.  The  State  Tuberculosis  Commission  has 
developed  a Department  of  Tuberculosis  Control 
which  makes  available  portable  x-ray  equipment  for 
mass  surveys  in  industry  or  other  large  groups. 

Diseases  ol  the  chest  discovered  by  such  methods 
are  being  carefully  studied  to  determine  the  diag- 
nosis, the  need  for  treatment,  whether  the  employee 
may  continue  working,  and  if  so  if  he  should  con- 
tinue on  his  current  job  or  be  removed  from  a 
possible  aggravating  environment;  and  what,  if  any, 
relationship  exists  between  the  disease  and  the 
worker’s  job. 

Of  equal  or  greater  importance  is  the  periodic 
repeated  x-ray  examinations  of  employees  by  which 
progress  of  known  disease  or  development  of  new 
disease  may  be  brought  to  light  and  evaluated. 

With  so  vast  a community  of  interest  and  with 
education  developing  along  the  lines  indicated,  it 
would  seem  that  we  might  be  permitted  to  hope 
for  an  increasing  clarification  and  amelioration  of 
our  industrial  pulmonary  problems. 
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NOTES  ON  CONGENITAL  AURICULO- VENTRICULAR  DISSOCIATION: 
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A lthough  congenital  heart  block  is  not  a rare 
occurrence,  it  is  seen  infrequently.  Since  1903, 
when  von  Starck1  called  attention  to  congenital 
heart  block,  and  particularlv  since  the  description 
of  the  first  undoubted  case  by  van  den  Heuvel2  in 
1908  at  least  85,  if  not  more,  authenticated  cases 


have  been  described.  A comprehensive  review  of 
most  of  these  reported  cases  is  available  in  the  pub- 
lications by  Yater  and  his  coworkers3’4’5  and  Wall- 
gren  and  Winblad.6 

Recently  we  had  the  experience  of  observing  a 
child  who  has  congenital  heart  block.  The  purpose 
of  the  present  communication  is  to  call  attention  to 
congenital  heart  block,  particularly  as  one  cause  of 
unexplained  syncope  in  children,  and  to  review 
briefly  some  of  the  information  that  is  available 
concerning  it. 


From  the  Department  of  Pediatrics,  Yale  University  School  of  Medicine,  and  the  Children's  Clinic  of  the  New  Haven  Hos- 
pital, New  Haven,  Connecticut 
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Clinical  Report 

Clinical  history,  N.H.H.  B44404.  Patient  N.B.,  white  fe- 
male, aet.  6 years,  the  third  child  of  healthy  parents  was 
seen  for  the  first  time  in  the  Children’s  Clinic  of  the  New 
H aven  Hospital  on  April  27,  1943.  Ihe  child  was  brought 
to  the  clinic  because  of  frequent  fainting  “spells.” 

The  patient  was  born  in  a hospital  and  was  placed  in  an 
oxygen-tent  during  the  first  few  days  of  life.  Critical  data 
concerning  the  neonatal  period  are  scanty.  The  infant  was 
taken  home  on  the  10th  hospital  day  so  that  there  seems 
to  have  been  no  undue  concern  about  her  welfare. 

The  growth  and  behavior  of  the  patient  was  normal  dur- 
ing the  first  6 months  of  life.  At  6 months  of  age  she  fell 
from  a bed  to  the  floor,  but  without  any  apparent  injury. 
Shortly  afterwards  (the  definite  interval  is  now  known)  she 
began  to  have  numerous  and  fleeting  episodes  of  uncon- 
sciousness each  day.  There  were  no  convulsions,  tremors  or 
other  evidence  of  disease  of  the  central  nervous  system. 

Following  the  onset  of  the  “spells”  as  many  as  40  or  50 
momentary  lapses  of  consciousness  occurred  daily.  The  fre- 
quency of  the  attacks  remained  unchanged  until  shortly 
after  a year  of  age  when  they  occurred  less  often.  At  18 
months  of  age  the  number  of  daily  attacks  occurred  only 
half  as.  frequently  as  at  first.  Later,  at  3 years  of  age  and 
afterwards,  the  patient  apparently  learned  that  the  “spells” 
could  be  avoided  by  forcefully  exhaling  or  bv  exercising. 
By  these  efforts  she  continues  to  be  able  to  evade  attacks 
for  a day  or  two. 

The  character  of  the  attacks  has  never  changed;  they  are 
described  simply  as  “my  eyes  go  away,  and  I can’t  see,”  and 
have  never  lasted  longer  than  a few  seconds.  There  probably 
are  some  prodromata  antecedent  to  attacks  inasmuch  as  the 
child  attempts  to  forestall  them.  There  are  no  after-effects. 
In  the  interval  between  attacks  the  patient  is  alert  and 
intelligent. 

The  pulse  rate  of  the  patient  was  observed  to  be  only  30 
beats  per  minute  at  2 years  of  age. 

The  past  history  is  non-contributory.  There  is  no  history 
of  rheumatic  fever,  chorea,  diphtheria  or  influenza.  A history 
of  syphilis  in  the  parents  or  patient  could  not  be  obtained. 

A brother,  one  of  twins,  has  a “heart  murmur”  also.  It 
causes  him  no  inconvenience  and  he  is  on  active  duty  with 
the  United  States  Army.  Both  maternal  grandparents  of  the 
child  died  of  heart  disease.  In  so  far  as  can  be  learned  neither 
of  them  had  a slow  pulse  nor  evidence  of  congenital  heart 
disease. 

Physical  Examination.  The  patient  appeared  frail  and  deli- 
cate and  somewhat  small  for  a child  of  6 years.  A faint  malar 
flush  was  visible.  The  nail  beds  were  not  cyanotic.  The 
retinal  vessels  were  more  tortuous  than  is  usually  seen.  The 
fingers  and  toes  were  not  clubbed.  The  pulse  rate  was 
slow,  varying  between  45  and  65  beats  per  mniute  when  the 
patient  was  at  rest,  and  rising  to  90  beats  per  minute  after 
exercise.  The  rate  subsided  quickly  to  50  beats  per  minute 
when  resting  after  exertion.  There  was  no  pulse  deficit.  The 
blood  pressure  determinations  were  as  follows:  right  arm 
110/50,  left  arm  98/55,  and  right  leg  150/70  mm.  of  mercury, 
respectively.  The  findings  of  interest  were  confined  to  the 
heart.  The  heart  was  enlarged  to  the  left,  the  point  of 


maximum  impulse  being  in  the  5th  intercostal  space  7.0  cm. 
from  the  midsternal  line.  A systolic  thrill  was  palpable  over 
the  region  of  the  apical  impulse,  especially  after  exercise.  A 
harsh  murmur  occurring  in  systole  and  diastole  was  heard 
along  the  left  sternal  border,  loudest  in  the  4th  intercostal 
space  and  fading  out  toward  the  base  of  the  heart.  The 
murmur  which  was  audible  in  the  left  axilla  was  transmitted 
faintly  along  the  course  of  the  neck  vessels,  but  not  pos- 
teriorly in  the  sub-scapular  region.  The  spleen  was  palpable 
2.0  to  3.0  cm.  below  the  costal  margin. 

Laboratory  studies,  (a)  Roentgenogram  of  the  chest  (for 
heart  size),  was  interpreted  by  Dr.  Hugh  M.  Wilson  as 
follows:  “"I  he  cardiac  silhouette  is  markedly  enlarged.  The 
pulmonary  conus  is  full  and  rounded.  The  apex  of  the  heart 
appears  to  be  elevated  from  the  diaphragm  in  the  frontal 
projection.  In  the  left  anterior  oblique  view  there  is  marked 
encroachment  on  the  retro-cardiac  space.  There  is  engorge- 
ment of  the  vascular  trunks  in  both  lungs.” 

(b)  Electrocardiographic  report  (Dr.  A.  J.  Geiger)— “The 
electrocardiogram  shows  complete  A-V  block  with  an 
auricular  rate  of  97,  and  a ventricular  rate  of  60.  T was 
probably  abnormal  in  being  +1.0  mm.  tall  in  lead  I,  but 
was  normal  in  leads  II,  and  III  where  its  amplitude  was  +4.0 
and  3.0  mm.  respectively.” 

(c)  Roentgenogram  of  the  skull  (Dr.  Wilson)— “The 
calvarium  is  smooth  and  symmetrical.  The  convolutional 
markings  are  perhaps  in  excess  of  those  physiological  for 
the  patient’s  age  (i.e.,  6 years).  The  sutures  are  not  separated. 
The  sella  turcica  is  normal  in  size.  No  introcranial  calcifi- 
cations are  observed.” 

(d)  Electroencephalographic  report  (Dr.  M.  G.  Lennox)  — 
“1  he  occipital  leads  show  regular  9 to  10  frequencies  per 
second.  The  frontal  and  parietal  leads  show  9,  and  6 to  7 
waves  per  second,  respectively.  There  is  somewhat  more 
slowing  in  the  frontal  leads.  The  electroencephalogram  is 
normal,  suggesting  that  the  patient  does  not  have  epilepsy.” 

(e)  The  Kahn  and  Wasserman  tests  were  negative. 

In  swmnary , a child  with  symptoms  and  signs  of  congenital 
heart  block  has  been  described.  The  syndrome  which  the 
child  presented  consisted  of  (1)  signs  of  congenital  heart 
disease  (interventricular  septal  defect),  (2)  a slow  pulse, 
noticed  at  2 years  of  age,  and  (3)  frequent  and  transient 
signs  of  syncope  ( Adams-Stokes’  seizures).  Graphic  evidence 
of  complete  heart  block  was  demonstrated. 

Discussion 

Yater3  established  definite  criteria  for  an  un- 
doubted diagnosis  of  heart  block.  These  criteria  are: 
(a)  a slow  pulse  must  have  been  noticed  at  an  early 
age,  (b)  there  must  not  be  any  history  of  infection, 
such  as  diphtheria,  rheumatic  fever,  chorea  or  con- 
genital syphilis,  and  (c)  congenital  heart  block  must 
be  proved  by  graphic  means  in  a relatively  young 
individual.  Somewhat  later  Campbell  and  Suzman7 
added  that  sure  clinical  signs  of  congenital  heart 
disease  and  syncopal  attacks  in  infancy  or  child- 
hood are  very  valuable  evidence  of  the  congenital 
nature  of  heart  block. 
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The  majority  of  the  reported  cases  of  congenital 
heart  block  have  had  evidence  of  congenital  heart 
disease  also.  The  commonest,  but  not  necessarily 
solitary  anomaly  present  in  association  with  con- 
genital block  is  an  interventricular  septal  defect.  Of 
the  77  cases  reviewed  by  Wallgren  and  Winblad,6 
51  (60%)  had  signs  of  interventricular  defect.  How- 
ever, a large  number  of  these  had  other  associated 
cardiac  anomalies  also,  viz.,  pulmonary  stenosis, 
patent  ductus  arteriosus,  dextrocardia,  etc. 

Although  it  would  seem  that  congenital  cardio- 
vascular defects  ought  to  break  the  path  of  the 
auriculo-ventricular  flow  of  impulses,  this  explana- 
tion does  not  acccount  satisfactorily  for  the  patho- 
logical changes  present  in  congenital  heart  block. 
Up  to  the  present,  post  mortem  findings  on  eleven 
cases  of  congenital  heart  block  are  available.  The 
hearts  from  all  these  cases  showed  congenital  cardio- 
vascular septal  defects,  but  the  severing  of  the  con- 
ductor system  by  such  defects  was  not  definitely 
established.  Nor  was  there  evidence  of  endocarditis, 
myocarditis  or  syphilis  in  any  of  the  eleven  fatal 
cases. 

Of  the  eleven  reported  necropsies,  six  hearts  ob- 
tained from  infants  diagnosed  as  having  congenital 
heart  block  have  been  examined  in  such  a manner 
(i.e.,  serial  sections)  as  to  furnish  definite  informa- 
tion concerning  the  histology  of  the  conduction 
system.  The  point  of  break  in,  or  aberration  of 
growth  of  the  conduction  system  has  been  found 
most  frequently  in  the  region  of  the  auriculo- 
ventricular  node,  usually  immediately  below  it.  In 
four  of  the  heart  studies  histologically  the  auriculo- 
ventricular  node  was  severed  from  the  bundle  of 
His  by  fibrous  tissue  originating  in  the  central 
fibrous  body  which  separates  the  auricle  and  ven- 
tricle. In  one  other,  the  bundle  of  His  was  split  by 
ingrowing  fibrous  tissue,  and  in  the  remaining  heart 
the  conduction  system  was  twice  interrupted,  once 
between  the  auricle  and  the  undivided  bundle,  and 
again  the  bundle  and  the  branching  of  it. 

It  has  been  pointed  out  by  Monchkeberg8  that 
the  conduction  system  is  not  affected,  as  a rule,  by 
congenital  cardio-vascular  defects.  Wallgren  and 
Winblad  declare  also  that  there  is  no  definite  rela- 
tion between  the  interruption  in  the  conduction 
system  and  the  malformation  in  the  cardiac  wall. 
There  is  the  suspicion  that  just  as  some  “inborn 
error”  has  disturbed  the  embryological  anlage  of  the 
developing  heart  in  these  cases,  in  some  similar  way 


a developmental  disunity  has  occurred  in  the  tissues 
of  the  conduction  system.  The  pathogenesis  of  the 
defect  is  rooted  deeper  than  the  mere  severing  of 
conduction  fibers  by  way  of  imposition  of  auricular 
or  ventricular  septal  defects. 

The  clinical  diagnosis  of  congenital  heart  block  is 
not  always  easy.  Generally,  there  are  no  symptoms 
referable  to  the  heart.  Syncope  occurred  in  only  five 
of  the  thirty  cases  reviewed  originally  by  Yater.3 
The  signs  suggesting  that  congenital  block  is  present 
are  somewhat  more  concrete.  As  stated  cardio-vas- 
cular defects  are  present  frequently.  The  pulse  is 
slow  as  a rule,  but  it  is  exceptional,  according  to 
Campbell  and  Suzman,7  to  find  a rate  under  40,  and 
indeed  the  rate  may  be  faster.  In  three  of  Campbell 
and  Suzman’s  eight  children  with  congenital  heart 
block  hypertension  ranging  from  150/90  to  190/90 
mm.  of  mercury  was  present.  Evidence  of  cardiac 
failure  occurs  rarely,  if  at  all.  And  finally,  depend- 
ing on  the  nature  of  the  associated  cardiac  anomalies, 
cardiac  enlargement,  auscultatory  murmur,  cyanosis, 
dyspnea,  clubbing  of  the  fingers  and  toes  and  faulty 
growth  may  be  present.  The  diagnosis  is  arrived  at 
by  a consideration  of  these  findings,  bearing  mind 
Yater’s  criteria,  the  last  of  which  requires  that  the 
diagnosis  be  substantiated  by  graphic  means  in  a 
young  individual. 

The  auriculo-ventricular  dissociation  in  congenital 
heart  block  may  be  complete  or  incomplete.  Of 
forty-three  cases  reviewed  by  Yater  and  his  co- 
workers4 the  dissociation  was  complete  in  thirty- 
five,  partial  in  six,  and  alternating  between  complete 
and  incomplete  in  two  of  them. 

The  prognosis  as  to  life  is  dependent  on  the 
character  of  the  congenital  cardio-vascular  defect 
associated  with  the  block.  A large  number  of  infants 
with  congenital  heart  block  succumb  in  the  first  six 
months  of  life.  Death,  as  a rule,  is  due  to  the  asso- 
ciated malformation  and  not  to  the  heart  block. 
Adam-Stokes’  seizures  increase  the  risk  of  sudden 
death,  but  as  they  occur  in  a small  minority,  the  risk 
is  less  than  might  be  expected.  Frequently,  the 
patient  is  able  to  lead  an  active  life  with  little  or  no 
discomfort,  and  survive  to  adult  life. 

It  should  be  stated  that  heart  block  in  older  chil- 
dren and  young  adults,  particularly  if  they  fulfill 
only  the  latter  of  Yate’s  criteria,  may  not  be  of  con- 
genital origin.  Eyster  and  Adiddleton10  reviewed 
twenty  cases  of  auriculo-ventricular  block  in  chil- 
dren and  added  one  of  their  own.  These  authors 
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considered  the  etiology  of  the  block  as  follows,  con- 
genital in  seven,  questionably  congenital  in  two, 
due  to  diphtheria  in  six,  to  rheumatic  fever  in  one, 
to  cardiac  tumor  in  one,  to  bronchitis  in  one,  and 
of  questionable  origin  in  the  remaining.  Eleven  of 
these  twenty-one  patients  had  Adam-Stokes’  seiz- 
ures. In  children  and  young  adults  inflammatory 
insults  involving  the  heart,  namely,  diphtheria, 
rheumatic  fever  and  influenza,  among  others,  may 
cause  heart  block  which  in  contrast  to  the  congenital 
type  is  seldom  permanent.  On  the  other  hand  the 
destruction  of  the  conduction  pathways  by  cardiac 
tumors,  namely,  the  occurrence  of  lymphangio- 
endotheliomas1 1 in  the  annulus  fibrosis  results  in 
permanent  block.  Inflammatory  lesions  which  may 
involve  the  heart  and  cardiac  tumors  deserve  con- 
sideration in  the  differential  diagnosis  of  heart  block 
in  older  children,  particularly  when  the  clinical 
history  is  of  questionable  nature. 

Rarely  young  children  with  congenital  heart 
block  and  Adams-Stokes’  attacks  may  be  considered 
to  have  epileptiform  seizures.  In  instances  where  the 
diagnosis  for  one  reason  or  another  is  doubtful, 
particularly  when  there  is  a history  of  head  injury, 
electroencephalographic  observations  may  be  of 
help.  In  the  differential  diagnosis,  infants  and  young- 
children  ill  with  tuberose  sclerosis  could  present  a 
combination  of  heart  block  (rhabdomyoma)  and 
epileptiform  seizures  (cerebral  pathology)  which 
might  be  confusing.  These  children,  in  contrast  to 
those  with  congenital  heart  block  are  almost  always 
grossly  retarded  mentally.  As  a rule,  in  a subject 
with  a history  of  Adams-Stokes’  seizures  and  graphic 
evidence  of  heart  block,  the  question  of  epilepsy, 
whatever  its  cause,  becomes  unimportant. 

Summary 

i.  The  clinical  history  of  a six  year  old  girl  with 
congenital  heart  block  and  Adams-Stokes’  attacks 
has  been  described. 
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2.  A resume  of  the  clinical  and  pathological  find- 
ings in  congenital  heart  block  has  been  presented. 

FOOTNOTE 

It  would  be  presumptuous  to  review  the  detailed  anatom- 
ical findings  and  their  embryological  implications  in  respect 
to  congenital  heart  block  in  this  short  resume.  The  reader 
is  referred  to  the  extended  studies  of  Wilson  and  Grant'1, 
Yater  and  his  co-workers3.4,5,  and  Wallgren  and  Winblad6 
for  further  considerations  of  them. 
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The  Author.  Director,  Bureau  of  Venereal  Dis- 
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'Tabulation  of  cases  of  syphilis  and  gonorrhea 
reported  in  Connecticut  reveals  that  for  the 
calendar  year  just  ending,  1943,  there  were  more 
cases  of  syphilis  reported  than  in  any  other  year. 
For  the  year  previous,  1942,  there  were  the  highest 
number  of  cases  reported  up  to  that  time.  This  may 
at  first  thought  seem  to  indicate  the  fact  that  syphilis 
is  on  the  increase.  This  is  not  necessarily  true.  How- 
ever, during  wartime  the  venereal  diseases  have 
always  increased  in  the  past. 

The  U.  S.  Public  Health  Service  reports  are  to 
the  efFect  that  there  were  600,000  cases  of  syphilis 
reported  during  the  fiscal  year  1943  to  the  various 
state  departments  of  health.  This  was  a 21%  increase 
over  the  number  reported  in  1942.  There  were 
300,000  cases  of  gonorrhea  reported  for  the  same 
period.  This  was  a 28%  increase  over  the  previous 
year  1942.  It  is  pointed  out  that  this  apparent  in- 
crease may  be  due  in  part  to  better  reporting  and 
more  vigorous  case  finding,  but  there  is  reason  to 
believe  that  the  actual  nationwide  prevalence  in  these 
infections  is  on  the  increase.  In  Connecticut  there 
was  approximately  an  8%  increase  in  the  total  num- 
ber of  cases  of  syphilis  reported  during  the  calendar 
year  1943.  The  total  number  of  cases  of  gonorrhea 
reported  during  1943  was  approximately  the  same  as 
for  the  previous  year. 

The  following  is  a tabulation  of  the  cases  of 
syphilis  and  gonorrhea  reported  in  Connecticut  for 
the  past  six  years: 


YEAR  SYPHILIS  GONORRHEA 

1938  2,424  1,310 

1939  2,262  I,l68 

*94°  i ,9° 3 U339 

1941  2,244  1,321 

1 94-  2,782  1 ,45° 

1943  34>!  I 1,444 


EARLY  SYPHILIS  ON  THE  INCREASE 

As  revealed  by  reports  of  primary  and  secondary 
cases  of  syphilis  in  Connecticut  there  was  an  increase 
in  both  of  these  stages  when  the  cases  for  1943  are 
compared  with  those  for  the  previous  year.  Below 
will  be  noted  a tabulation  of  these  reported  cases. 
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With  regard  to  the  primary  cases  reported  in  1943 
there  was  an  increase  for  every  month  throughout 
the  year  which  reveals  the  general  distribution 
during  the  year.  There  were  127  cases  of  second- 
ary syphilis  reported  in  1942  as  compared  with  150 
reported  in  1943.  This  increase  is  not  so  pronounced 
as  that  of  primary  cases.  Doubtless  many  of  the 
secondary  cases  were  so  mild  and  the  symptoms  not 
sufficient  for  patients  to  consult  physicians. 


AGE  DISTRICT  ION  OE  PRIMARY  AND  SECONDARY  SYPHILIS 
1 he  following  is  a tabulation  of  primary  and 
secondary  cases  tabulated  by  age  groups: 
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in  primary  cases  reported  in  1943  for  the  age  groups 
from  20  to  24  through  30  to  34.  Thereafter  the 
number  of  cases  reported  in  1943  as  compared  with 
1942  in  the  higher  age  groups  is  not  of  general 
significance. 

The  increase  in  the  number  of  secondary  cases 
of  syphilis  reported  in  1943  is  not  so  pronounced  in 
the  younger  age  groups  as  was  found  in  the  reported 
cases  of  primary  syphilis.  There  was  a considerable 
increase,  however,  in  the  age  groups  from  15  to  19 
years  and  from  20  to  24  years.  The  reported  cases 
for  1943  in  the  higher  age  groups  was  approximately 
the  same. 

The  number  of  early  cases  of  syphilis  reported  is 
relatively  small.  However,  the  trend  in  the  increase 
of  early  cases  is  evident.  No  doubt  the  broader 
coverage  of  blood  testing  procedures,  particularly 
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Selective  Service,  premarital  and  prenatal  and  pre- 
employment, as  well  as  tests  submitted  by  private 
physicians  have  brought  to  light  more  cases  of  latent, 
late  latent  and  other  stages  of  chronic  syphilis. 

CONCLUSIONS 

An  earnest  appeal  is  made  to  every  physician  in 
this  state  to  cooperate  in  the  venereal  disease  pro- 
gram as  required  by  the  General  Statutes  of  Con- 
necticut in  the  following  ways: 

1.  Report  all  cases  immediately  upon  diagnosis  to 
the  local  health  officer. 

2.  Report  all  cases  lapsing  treatment  to  the  local 
health  officer. 

3.  Report  contacts  and  sources  of  primary  and 
secondary  syphilis  and  acute  gonorrhea. 

Note:  A folder  on  clinics  and  summary  of  the  state  law 
has  recently  been  sent  the  physicians  of  the  state. 


A BIOLOGIST  CONSIDERS  SOCIAL  SECURITY 

H.  S.  Burr,  ph.d.,  New  Have?i 


The  Author.  The  E.  K.  Hunt  Professor  of  Anatomy , 
The  School  of  Medicine,  Yale  University ; Member, 
Editorial  Board  Connecticut  State  Medical  Journal 


T7or  the  past  decade  or  more,  a new  ideology  has 
been  developing  in  this  country.  Its  growth  has 
been  gradual.  Unlike  normal  growth,  however,  it  has 
lacked  direction.  Its  ultimate  goal  has  been  broadly 
stated  as  a new  and  better  way  of  life.  More  recently, 
it  has  been  defined  under  the  general  head  of  “The 
Four  Freedoms.”  If,  however,  the  whole  process  be 
examined,  it  is  evident  that  the  goals  have  not  been 
rigorously  defined  nor  are  there  any  signs  which 
indicate  the  route  by  which  these  goals  can  be 
attained.  The  whole  program,  as  it  is  set  up,  requires 
an  act  of  faith.  It  demands  emotional  adherence.  In 
other  words,  this  is  wish-fulfillment,  with  scarcely  a 
sign  of  method,  least  of  all  of  scientific  method. 

Those  who  oppose  Social  Security  legislation  are 
equally  guilty  of  instinctive  reaction.  Without  ex- 
pending much  thought,  they  quite  bitterly  oppose 
the  whole  program  and  at  once  find  themselves  in  a 


serious  dilemma.  No  one  can  quarrel  with  the  hope 
for  a new  and  better  way  of  life;  we  all  want  it. 
Even  the  partial  definition  to  be  found  in  “The  Four 
Freedoms”  receives  almost  universal  approval.  To 
oppose  the  program  by  implication  denies  the  valid- 
ity of  the  goal.  This,  of  course,  is  the  major  diffi- 
culty. When  objectives  are  poorly  defined  or 
couched  in  generalities,  it  is  impossible  to  work  out 
the  necessary  means  by  which  the  ultimate  objective 
is  to  be  reached.  The  totalitarians,  no  doubt,  also 
wish  for  a newer  and  better  way  of  life,  but  ob- 
viously we  completely  disapprove  of  the  route  by 
which  they  hope  to  reach  that  happy  ending.  Thus 
it  is  quite  clear  that  it  is  not  enough  to  hope  wish- 
fully for  an  indeterminate  good.  On  the  contrary,  it 
is  vitally  necessary  that  the  ultimate  value  be  as 
rigorously  described  and  defined  as  present  circum- 
stances permit;  the  definition  to  rest  squarely  on 
some  theory  of  man’s  ultimate  place  in  the  Universe. 
With  such  a working  hypothesis,  it  is  possible  to 
derive  a series  of  logical  deductions  which  can  then 
be  tested  in  the  fire  of  human  experience  with  con- 
sequent validation  or  rejection  of  first  principles. 
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This  is  the  method  of  science.  It  is  slow  and  laborious 
but,  so  far  as  we  know,  is  the  surest  pathway  to 
truth  which  the  mind  of  man  can  tread. 

If  now,  the  basic  concepts  of  those  who  would 
set  up  the  Social  Security  Program  are  examined, 
there  is  found  no  adequate  exposition  of  theory,  or 
no  definition.  An  analysis  of  the  proposals,  however, 
forces  the  belief  that  there  is  a fundamental  prin- 
ciple, the  logical  consequence  of  which  is  Social 
Security  legislation.  It  is  clear  that  the  proponents 
make  one  fairly  simple  assumption.  This  is,  that  the 
human  organism,  from  the  moment  of  conception, 
is  entitled  not  only  to  “Life,  liberty,  and  the  pursuit 
of  happiness,”  but  also  to  free  bed  and  board,  such 
as  it  is,  and  complete  protection  from  all  the  ex- 
igencies of  life,  however  incurred.  Every  individual, 
according  to  this  viewpoint,  must  be  protected  not 
only  from  the  perils  of  existence,  but  also  from  the 
consequences  of  his  own  failures.  Stated  this  way, 
the  entire  ideology  sounds  reasonable  and  possibly 
desirable.  The  proponents  seek  to  strengthen  the 
position  taken  by  calling  the  whole  development 
“liberal  humanitarianism.”  This  is  an  example  of  the 
fond  and  widely  held  belief  that,  by  attaching  a 
high-sounding  label  to  a bill  of  goods,  the  things 
sold  acquire  virtue  from  that  label.  Such  labelling 
has  the  added  advantage  of  forcing  those  opposed 
into  the  ranks  of  the  anti-social. 

A second  logical  consequence  of  the  fundamental 
principle  lies  in  the  fact  that  in  some  way  or  other 
this  program  must  be  financed.  To  this  end,  it  is 
planned  to  tax  everyone,  above  a certain  economic 
level,  an  amount  sufficient  to  meet  the  bills.  In  other 
words,  the  integrity,  independence,  and  intelligence 
of  a part  of  the  population  is  to  be  taxed  to  support 
those  who  have  none  of  these  attributes.  It  is  clear 
that  this  whole  program  is  essentially  collectivist. 
This  is  admitted  by  some  who  have  considered  the 
matter,  for  they  argue  that  examination  of  the  his- 
tory of  civilization  shows  that  with  the  passage  of 
time,  individuals  of  the  human  race  have  been  col- 
lecting into  ever  larger  groups.  It  is  argued  that  this 
means  that  there  is  an  evolution  in  social  organiza- 
tion analagous  to  the  evolution  of  biological  systems. 
They  point  out  that  originally  the  first  biological 
group  organization  was  a collection  of  independent 
units.  With  the  passage  of  time,  division  of  labor 
arose  in  these  colonies  and  eventually  many-celled 
animals  appeared  consisting  no  longer  of  independ- 
ent units  but  of  highly  specialized  cells  subservient 
to  the  organization  of  the  whole  animal.  If  this  is  the 


direction  civilization  is  to  take,  then  you  and  I,  as 
individuals,  must  give  up  individual  freedom  for  the 
sake  of  the  group  as  a whole.  The  Social  Security 
Program  becomes,  then,  a step  in  this  direction. 

Reasonable  as  this  concept  may  appear  to  be,  it 
contains  one  serious  fallacy.  While  it  is  true  that  in 
man  individual  cells  lose  much  of  their  freedom  in 
order  to  serve  the  whole  organism,  it  is  equally  clear 
that  these  cells  are  obeying  fundamental  biological 
laws.  The  laws  which  bind  together  the  individuals 
in  the  new  ideology  are  not  laws  of  the  Universe 
but  man-made  laws  and  are,  therefore,  changeable, 
uncertain  and  at  best  only  occasionally  reliable. 
Biologically,  the  new  and  better  life  so  proposed 
is  not  new.  Mother  Nature  tried  it  out  on  the  social 
insects  long  ago.  While  successful  enough  among 
those  forms  to  permit  survival,  it  did  not  lead  to  the 
development  of  the  most  valuable  single  character- 
istic that  man  possesses— individuality. 

As  a matter  of  fact,  it  becomes  quite  clear  that 
those  opposed  to  the  new  order  can  make  a good 
case  for  themselves.  It  has  been  adequately  stated  in 
the  Constitution  of  the  United  States.  The  country 
was  established  on  the  conviction  that  the  most 
valuable  thing  in  the  world  is  individual  liberty. 
Our  forefathers  knew,  as  every  biologist  knows,  that 
the  one  property  which  differentiates  man  from  all 
other  animals  is  his  differentness.  Moreover,  our 
ancestors  held  it  to  be  self-evident  that  man  was 
created  free  and  equal.  Just  what  was  meant  by 
“free  and  equal”  has  been  a subject  of  much  debate. 
Some  have  interpreted  it  literally.  Biologists  and 
most  thinking  people  are  aware  that  this  interpreta- 
tion is  dangerous.  No  one  is  free  from  inherited 
patterns.  We  are  constrained  to  act  in  certain  ways 
by  the  particular  piece  of  nervous  machinery  which 
we  have  received  from  our  parents.  No  two  of  these 
machines  are  ever  equal,  nor  do  they  ever  permit  of 
complete  freedom.  However,  it  cannot  be  denied 
that  ideally  every  human  organism,  whatever  its 
native  equipment  or  situation,  should  have  free  and 
equal  opportunity  to  develop  to  the  utmost  extent 
the  powers  which  it  possesses.  It  becomes,  therefore, 
the  duty  of  free  men  to  see  to  it  that  both  individ- 
ually and  collectively  nothing  is  done  to  destroy  that 
freedom  or  to  limit  equality  of  opportunity.  It  does 
not  mean  that  any  small  group  of  men,  free  or 
bond,  should  legislate  the  character  and  nature  of 
that  freedom  or  equality.  1 his  basic  idea  rests,  of 
course,  on  three  attributes  of  human  nature,  without 
which  nothing  can  be  expected  of  man.  Our  Colonial 


SOCIAL  SECURITY  — BURR 


ancestors  had  such  characteristics  to  a limited  extent; 
presumptively  there  are  individuals  still  here  and 
there  who  possess  them.  They  are  no  longer  fashion- 
aide,  however,  and  in  general  thev  are  looked  at 
askance.  These  three  attributes  can  be  variously 
defined,  but  in  simple  form  can  be  said  to  be  in- 
tegrity, independence,  and  intelligence.  This  is  not 
the  place  to  define  these  terms  in  detail;  common 
sense  should  provide  an  adequate  understanding.  If 
the  human  animal  could  develop  these  three  aspects 
of  behaviour  there  would  be  no  need  for  security 
legislation.  With  them,  civilization  can  go  forward; 
without  them  it  can  only  regress. 

It  will  be  noted  that  this  whole  attitude  of  mind 
s ant'thetical  to  that  of  the  colectivists.  The  latter 
would  substitute  legislative  procedure  for  those 
three  basic  standards.  It  will,  of  course,  be  asserted 
that  the  Social  Security  Program  does  not  entail  the 
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disapproval  of  these  three  virtues.  It  is  true,  of 
course,  that  they  are  not  mentioned.  However,  it  is 
obvious  that  the  Social  Security  Program  has  as  its 
goal  the  safety  and  protection  of  man.  The  goal  of 
those  opposed  to  this  view  seek  the  enlargement  of 
the  individual  and  through  the  individual  the  ad- 
vance of  civilization.  This  is  a goal  to  strive  for,  not 
one  toward  which  man  must  be  driven.  This  is  a 
hope  for  mankind,  not  a salve  for  his  wounds.  To 
be  sure,  this  is  “rugged  individualism,”  the  one 
unique  characteristic  of  man  which  differentiates 
him  from  all  other  animals.  It  is  also  the  direction 
of  progress.  Those  who  are  opposed  to  this  whole 
program  must  agree  on  basic  assumptions,  must  draw 
up  a program  of  logical  consequences  of  those 
assumptions  and  plough  ahead  as  individuals  toward 
what  can  and  must  be  a better  life.  No  one  knows 
enough  to  draw  a blueprint  for  this  kind  of  program. 
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152nd  ANNUAL  MEETING 
BRIDGEPORT,  MAY  2-3-4,  1944 
TENTATIVE  PROGRAM 


Tuesday,  May  2 

io:oo  a.  m.  Auditorium 

Annual  Meeting  of  the  House  of  Delegates 

i : oo  p.  m.  Cafeteria 
Luncheon 

2:00  p.  m.  Auditorium 

The  House  of  Delegates  reconvenes 

7:00  p.  m.  Hotel  Stratfield 

Annual  complimentary  dinner  to  the  members  of  the  Council,  the  officers  of  the  Society,  the 
program  committee  and  the  local  committee  on  arrangements  and  guests 


Wednesday,  May  3 

10:00  a.  m.  Auditorium 

General  Meeting 

Call  to  order  by  the  president,  George  M.  Smith 

Address  of  welcome  by  his  Honor  Jasper  McLevy,  Mayor  of  the  city  of  Bridgeport 

Address  of  welcome  by  the  president  of  the  Fairfield  County  Medical  Association  (to  be 

elected). 

10:  30  a.  m.  to  1 1:10  a.  m. 

Penicillin,  Francis  G.  Blake,  Dean  Yale  School  of  Medicine 

1 1 : 1 o A.  M.  TO  1 1 : 50  a.  m. 

To  be  announced 

11:50  a.  m.  to  12: 30  P.  M. 

Rheumatic  Fever,  Homer  F.  Swift,  Rockefeller  institute 
12:  30  p.  M.  to  1 : 10  P.  M. 

A Navy  Doctor  in  the  South  Pacific,  Captain  Howard  N.  Sprague,  MC—USNR 

1:10  p.  m.  Cafeteria 
Luncheon 

2:15  p.  m.  Auditorium 

General  Meeting,  George  M.  Smith  presiding 

A Report  on  the  Progress  and  Activities  of  the  Society,  James  R.  Miller,  Chairman  of  the 
Council 
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3:15  p.  m.  Auditorium 

Organization  Meeting  of  the  Woman’s  Auxiliary,  George  M.  Smith,  presiding 
Introductory  remarks,  Ralph  L.  Gilman,  Chairman  of  the  Committee  on  Organizing  the  Woman's 
Auxiliary 

Discussion,  James  R.  Miller,  Chairman  of  the  Council 
Election  of  Temporary  Chairman  of  the  Woman’s  Auxiliary 

The  Purposes  of  the  Woman’s  Auxiliary,  Mrs.  Eben  J.  Carey,  Milwaukee,  Presidetit  of  the 
Woman's  Auxiliary  of  the  American  Medical  Association 


3:15  p.  m.  Section  Meetings  in  Various  Rooms 
Hezekiah  Beardsley  Pediatric  Club 
Industrial  Health 
Neurology  and  Psychiatry 
Obstetrics  and  Gynecology 


Physical  Therapy 
Connecticut  Hospital  Association 
Medical  Social  Workers 
Medical  Record  Librarian 


Women’s  Medical  Society 


7:00  p.  m.  Hotel  Stratfield 


Annual  Dinner,  George  M.  Smith,  presiding 

Speakers,  Raymond  E.  Baldwin,  Governor  of  Connecticut  and  Rev.  Father  Alphonse  J.  Schwitalla, 
Dean , School  of  Medicine  St.  Louis  University 


Thursday,  May  4 

9:  30  a.  m.  Auditorium 

General  Session,  George  M.  Smith,  presiding 

9:  30  a.  m.  to  10:15  A.  M. 

Plastic  Surgery  Following  Burns,  Varaztad  H.  Kazan)  ian,  Boston 

10:15  A.  M.  TO  11:00  A.  M. 

To  be  announced 

11:00  A.  M.  TO  I 1:45  A.  M. 

The  Council  on  Medical  Service  and  Public  Relations  of  the  American  Medical  Association, 
Louis  H.  Bauer,  Hempstead,  L.  I.,  Chairman  of  the  Council 

11:45  A-  m. 

A4eningococcus  Infections,  Kalei  K.  Gregory,  Providence 

1:00  p.  m.  Cafeteria 
Luncheon 

2:15  p.  m.  Auditorium 

General  Meeting,  James  R.  Miller,  Chairman  of  the  Council , presiding 
Introduction  of  new  officers  of  the  Society 
Address  of  Retiring  President,  George  M.  Smith 

3:15  p.  m.  Section  Meetings 

Eye,  Ear,  Nose  and  Throat  Dermatology  and  Syphilology 

Orthopedic  Radiology 

Anesthesia  Occupational  Therapy 


Medical  Examiners 
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Connecticut  and  the  American  Medical 
Association 

Almost  one  hundred  years  ago,  in  the  year  1846, 
a small  group  of  Connecticut  physicians  journeyed 
to  New  York  City  to  attend  a meeting  of  the 
National  Medical  Convention.  This  Convention, 
called  by  the  New  York  State  Medical  Society,  was 
an  important  meeting,  for  from  its  deliberations  and 
those  of  a subsequent  gathering  the  American  Medi- 
cal Association  came  into  being.  The  delegates  to 
this  first  convention  were  not  only  representatives 
of  state  medical  societies,  but  also  came  from  medi- 
cal colleges  and  other  institutions.  Other  delegates 
were  accredited  to  county  societies.  From  Connecti- 
cut, representing  the  Connecticut  State  Medical 
Society,  were  V.  M.  Dow,  Rufus  Blakeman,  William 
H.  Cogswell,  J.  G.  Beckwith,  George  Sumner, 
Eleazar  Hunt,  D.  T.  Brainard  and  Richard  Warner, 
and  representing  the  Medical  Institution  of  Yale 
College  Avere  Eli  Ives  and  Jonathan  Knight.  Early 
in  the  deliberations  of  the  first  meeting  a more 
definite  organization  was  decided  upon  and  one 


delegate  was  chosen  from  each  state  to  nominate 
officers  for  the  convention.  Sixteen  states  were  so 
represented  and  it  is  to  the  honor  of  Connecticut 
that  Jonathan  Knight  of  New  Haven  was  chosen 
the  first  president  of  the  convention.  At  the  second 
day  of  the  meeting,  on  May  6,  1 846,  it  was  Resolved , 
“ 1 hat  it  is  expedient  for  the  Medical  Profession  of 
the  United  States,  to  institute  a National  Medical 
Association , for  the  protection  of  their  interests,  for 
the  maintenance  of  their  honour  and  respectability, 
for  the  advancement  of  their  knowledge,  and  the 
extension  of  their  usefuless.”  Among  the  committee 
of  seven  appointed  to  report  on  a plan  for  such 
organization  appears  the  name  of  W.  H.  Cogswell  of 
Connecticut.  On  other  important  committees  were 
Eli  Ives,  V.  AI.  Dow,  George  Sumner,  D.  T.  Brain- 
ard and  Rufus  Blakeman. 

The  second  National  Medical  Convention  was 
held  in  Philadelphia  in  the  following  year.  In  addi- 
tion to  Connecticut  names  previously  mentioned, 
N.  B.  Ives,  J.  C.  Hatch,  Elijah  Middlebrook  and 
E.  H.  Bishop  were  present,  the  latter  representing 
the  New  Haven  Medical  Association.  For  the  com- 
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mittee  charged  with  the  nomination  of  permanent 
officers  for  the  Convention,  Eli  Ives,  the  Chairman, 
presented  the  name  of  Jonathan  Knight  for  Presi- 
dent and  for  the  second  time  he  occupied  this 
honored  position.  At  the  morning  session  of  May 
,7,  “The  American  Medical  Association”  was 
adopted  as  the  official  name,  although  the  titles  “The 
Conventional  Association  of  the  United  States”  and 
“The  Medical  Association  of  the  United  States  of 
North  America”  were  also  voted  upon.  At  the  eve- 
ning session  of  that  day  Nathanial  Chapman  of 
Pennsylvania  was  elected  President  and  Jonathan 
Knight  one  of  the  three  vice-presidents.  Eli  Ives 
became  president  of  the  Association  in  i860. 

The  first  annual  meeting  of  the  American  Medical 
Association  was  held  in  Baltimore  May  2,  1848. 
Delegates  from  Connecticut  included:  representa- 
tives of  the  State  Medical  Society,  the  county 
medical  societies  of  Hartford,  New  Haven,  Wind- 
ham, Litchfield,  New  London  and  Middlesex,  the 
New  Haven  City  Medical  Association  and  the  Medi- 
cal Institution  of  Yale  College.  The  meeting  was 
presided  over  in  part  by  Jonathan  Knight  and  Con- 
necticut delegates  were  members  of  important  com- 
mittees. On  nominating  committees  were  N.  B.  Ives 
and  S.  B.  Beresford,  on  the  Committee  on  Surgery 
was  Jonathan  Knight,  and  B.  F.  Barker  was  placed 
on  the  Publication  Committee.  In  addition  to  the 
political  significance  of  this  meeting  is  its  importance 
in  the  history  of  medical  science,  for  it  was  at  this 
convention  that  Henry  J.  Bigelow  of  Boston  pre- 
sented his  historic  paper  on  “Anaesthetic  Agents, 
Their  Mode  of  Exhibition  and  Physiological 
Effects.” 

From  this  brief  survey  we  become  aware  that  the 
physicians  of  Connecticut  played  no  small  part  in 
the  founding  of  our  great  national  association  and 
from  that  day  to  our  own  the  interest  and  loyalty 
of  Connecticut  doctors  has  been  unquestioned.  This 
may  be  judged  by  the  character  and  standing  of 
those  who  have  represented  them  in  that  body.  The 
list  is  a notable  one  and  in  our  own  time  come  to 
mind  such  names  as  John  E.  Lane,  George  Blumer, 
Walter  R.  Steiner,  D.  Chester  Brown,  to  mention 
but  a few.  The  present  delegates  are  worthy  of 
these  distinguished  predecessors  and  we  have  full 
reason  to  be  confident  of  their  ability  and  integrity. 

These  are  times  when  all  such  national  organiza- 
tions are  deeply  concerned  by  the  necessity  of  im- 
portant adjustments  in  our  rapidly  changing  social 
structure.  If  this  association  now  representing  its 
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thousands  of  members  is  to  continue  to  function  by 
the  true  democratic  process,  then  such  changes  in 
policy  must  be  made  with  the  proper  deliberation 
which  is  a characteristic  of  that  process.  It  is  un- 
questioned that  changes  in  policy,  possibly  of  a 
radical  nature,  must  be  made  and  our  delegates  can 
be  counted  on  to  aid  in  their  acceleration,  but  at  the 
same  time  it  should  be  realized  that  large  bodies  do 
move  slowly  and  haste  does  not  always  mean 
progress.  Every  physician  must  realize  in  the  deepest 
sense  that  the  fundamental  basis  of  such  an  organi- 
zation is  not  men  but  ideas.  “For  the  advancement 
of  their  knowledge  and  the  extension  of  their  use- 
fulness,” reads  the  original  resolution.  This  must  not 
be  forgotten. 

H.  R.  2800  Would  Duplicate  Industrial 
Health  Work 

Once  again  a bill,  this  time  H.  R.  2800,  is  before 
Congress,  which  would  enable  a labor  department 
to  become  a department  of  health  and  have  super- 
vision over  health  of  the  people,  men  and  women, 
while  at  work.  It  allows  the  U.  S.  Department  of 
Labor  to  set  up  industrial  health  work  in  its  bureau 
of  labor  standards.  It  does  not  seem  conceivable 
that  public  health  activities  such  as  industrial  hygiene 
should  be  set  up  in  another  department,  but  such 
is  allowed  in  H.  R.  2800,  with  an  appropriation  of 
$250,000  for  administrative  activities. 

This  bill  also  provides  that  $5,000,000  shall  be 
appropriated  to  the  federal  department  of  labor  to 
be  allotted  to  state  labor  departments  to  establish 
safe  and  healthful  working  conditions  in  industry. 

I he  amount  to  be  allotted  among  other  considera- 
tions is  dependent  upon  special  health  problems  in 
industry  which  includes  industrial  hygiene  activ- 
ities. 

It  is  an  endeavor  to  entice  the  states  through  the 
provision  of  $5,000,000  in  federal  funds  to  duplicate 
in  state  departments  of  labor,  industrial  hygiene 
activities  which  most  of  the  states  are  now  doing 
in  divisions  of  industrial  hygiene  of  the  state  depart- 
ments of  health.  The  intention  to  employ  the  money 
for  this  purpose  has  been  demonstrated  at  hearings 
on  the  bill,  June  21-28,  1943,  and  at  the  meeting  of 
the  I enth  National  Conference  on  Labor  Legisla- 
tion held  December  8 and  9,  1943,  conducted  by  the 
U.  S.  Department  of  Labor,  Bureau  of  Labor  Stand- 
ards. 

Federal  financial  aid  at  the  present  time  is  reach- 
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ing  all  the  states  conducting  industrial  hygiene 
activities  if  the  states  desire  it,  through  the  U.  S. 
Public  Health  Service  under  provisions  of  the  Social 
Security  Act.  If  additional  financial  state  aid  for 
industrial  hygiene  and  health  purposes  is  granted  by 
Congress  it  should  go  through  existing  channels 
already  supplying  such  aid— that  is,  the  U.  S.  Public 
Health  Service. 

Protection  of  the  health  of  our  people,  whether 
they  be  in  the  factory,  on  the  farm,  or  in  the  home, 
is  a function  of  public  health  agencies.  The  medical 
profession,  which  sees  those  with  industrial  ills,  is 
intensely  interested  in  seeing  that  industrial 
hygiene  units  are  properly  staffed  and  should  see 
that  nothing  weakens  the  industrial  hygiene  services 
of  the  departments  of  health.  Industrial  hygiene 
concerned  with  the  health  of  our  working  popula- 
tion is  now  and  should  be  continued  under  the  con- 
trol of  the  department  of  health.  Thirty-eight  states 
have  decided  by  legislative  action  that  industrial 
hygiene  activities  should  be  undertaken  by  their 
state  departments  of  health  which  have  been  pro- 
vided with  specially  trained  personnel  in  their  indus- 
trial hygiene  units  to  undertake  this  work.  There  is 
no  need  of  H.  R.  2800  for  industrial  health  activities 
and  those  in  key  positions  should  see  that  this  effort 
to  duplicate  the  industrial  hygiene  work  of  the  U.  S. 
Public  Health  Service  and  the  state  departments  of 
health,  with  a needless  expenditure  of  taxpayers’ 
money,  should  fail  of  passage! 

The  Emotionally  Unstable  in  Wartime 

Army  and  Navy  experts  admit  that  far  too  many 
men  with  records  of  mental  or  nervous  instability 
are  getting  into  the  Armed  Forces.  Many  of  them 
are  being  returned  to  civil  life  and  causing  concern. 
For  one  reason  or  another  these  men  are  passed 
through  the  induction  centers  and  go  into  training, 
but  presently  they  have  to  be  sent  home.  Connecti- 
cuts’  record  in  this  connection  compares  very  favor- 
ably with  experiences  in  other  states  due  to  the 
system  of  case  study  that  was  introduced  early  by 
Lt.  Colonel  Smith  and  Dr.  James  Cunningham  of  the 
Bureau  of  Mental  Hygiene  of  the  State  Department 
of  Health.  But  it  is  an  increasing  problem. 

Experts  advise  that  some  way  should  be  found 
to  keep  these  men  at  home  and  on  their  present  jobs. 
Some  way,  indeed,  should  be  found  to  keep  all 
psychiatric  risks  out  of  the  Armed  Forces,  but  that 
is  scarcely  possible  with  the  necessarily  brief  and 
hurried  psychiatric  examinations  that  can  be  carried 


out  in  the  induction  centers.  The  condition  that 
must  be  met  inevitably  is  to  provide  occupations  and 
rehabilitation  for  the  soldiers  when  they  are  dis- 
charged. Their  return  is  a challenge  to  the  State; 
a challenge  which  should  be  met  soon  and  ade- 
quately. 

Chemicals  of  Tuberculosis  Exhibited  at  Yale 

A collection  containing  more  than  300  chemicals 
made  solely  from  the  bodies  of  tubercle  bacillus,  and 
representing  17  years  of  research  under  the  direc- 
tion of  Dr.  Rudolph  J.  Anderson,  Professor  of 
Chemistry  at  Yale,  has  been  placed  on  permanent 
exhibit  in  the  Sterling  Chemistry  Laboratory  at  Yale. 

Dr.  Anderson’s  epoch  making  work  has  been  done 
in  cooperation  with  other  institutions  including 
Columbia  University  and  Rockefeller  Institute. 
Further  experiment  may  make  it  possible  to  train 
white  blood  cells  to  digest  parts  of  the  tubercle 
bacillus  which  the  phagocytes  are  normally  unable 
to  assimilate.  Dr.  Anderson’s  studies  have  shown 
that  certain  parts  of  the  germs,  particularly  those 
known  as  phosphatides,  resist  the  white  blood  cells 
and  this  is  one  reason  why  tuberculosis  is  a stubborn 
disease. 

In  a discussion  of  his  subject  when  the  exhibit 
was  formerly  presented  to  the  Sterling  Laboratory 
on  February  3,  Dr.  Anderson  remarked,  with  char- 
acteristic frankness,  that  there  is  no  human  use  for 
this  idea  at  this  time  and  although  heartening  experi- 
ments have  been  conducted  on  animals  just  how  it  is 
to  be  applied  to  human  disease  cannot  be  stated 
now. 

The  exhibit  was  presented  to  Yale  University  by 
the  National  Tuberculosis  Association,  under  whose 
auspices  the  work  has  been  done,  and  the  new 
chemical  substances  represented  in  the  exhibit  open 
new  fields  of  study  in  chemistry  and  offer  an  oppor- 
tunity for  advancement  in  therapeutics,  the  value  of 
which  cannot  be  forcast. 

The  Connecticut  Pharmacist 

Over  the  editorial  desk  comes  the  first  issue  of  The 
Connecticut  Pharmacist,  the  official  Journal  of  the 
Connecticut  Pharmaceutical  Association.  We  extend 
our  congratulations  to  the  Editors  of  the  new  enter- 
prise, which  promises  to  be  of  significance  and  use- 
fulness not  only  to  the  members  of  their  association 
but  to  all  those  who  share  the  interests  of  this  for- 
ward looking  professional  group. 
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FROM  THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  m.d. 

258  Church  Street  New  Haven 

“Purposes  of  the  Society.  The  purpose  of  this 


Council  Meeting 

The  regular  monthly  meeting  of  the  Council  was 
held  on  February  10.  At  2:15  the  members  of  the 
Council  met  with  the  Trustees  of  the  Building  Fund 
for  the  purpose  of  inspecting  the  residence  of  the 
late  William  Lyon  Phelps  with  a view  to  determin- 
ing its  suitability  for  the  Society’s  use.  Following 
this  inspection  the  Trustees  of  the  Building  Fund 
met  with  the  Council  at  the  Society’s  office  and  dis- 
cussed at  length  the  possible  acquisition  of  the 
Phelps  property.  At  executive  session  later  the  Coun- 
cil directed  that  the  Trustees  of  the  Building  Fund 
be  informed  that  there  is  urgent  need  for  addi- 
tional office  space  for  the  Society  that  must  be  met 
promptly  whether  through  the  rental  of  new  quar- 
ters or  the  acquisition  of  property.  \ he  1 rustees  of 
the  Building  Fund  were  also  asked  to  determine  the 
exact  purchase  price  of  the  Phelps  property  and  the 
cost  of  making  it  immediately  available  for  useful 
occupancy  by  the  Society  without  consideration  of 
any  structural  alterations  and  if  its  purchase  was 
deemed  advisable  by  the  Trustees  of  the  Building 
Fund  that  that  Board  propose  a plan  for  financing 
its  purchase. 

The  Board  of  Trustees  was  further  asked  to  in- 
quire and  report  to  the  Council  concerning  any 
buildings  in  New  Haven  other  than  the  Phelps  prop- 
erty that  are  available  for  purchase  and  suitable  for 
the  use  of  the  Societv  which  in  the  opinion  of  the 
Board  of  Trustees  should  be  considered. 

The  Phelps  property  is  located  on  1 emple  Street 
in  New  Haven  just  at  the  junction  of  Temple  and 
Whitney  Avenue  next  to  the  building  of  the  New 
Haven  Colony  Historical  Societv.  It  is  a brick  build- 
ing of  Georgian  architecture  that  was  constructed 
about  30  years  ago  and  for  which  Murphy  and 
Dana  of  New  York  City  were  the  architects.  Mem- 
bers of  the  Society  who  wish  to  inspect  the  interior 
of  the  property  can  obtain  the  key  at  the  Secretary’s 
office. 

The  Council  voted  to  recommend  to  the  House 
of  Delegates  a revision  of  the  By-Laws  by  rewriting 
Section  2,  Chapter  I,  as  follows: 


Society  shall  be  to  federate  and  bring  into  one  com- 
pact organization  the  medical  profession  of  the 
State  of  Connecticut;  to  unite  with  similar  societies 
in  other  states  to  form  the  American  Medical 
Association;  to  extend  medical  knowledge  and  ad- 
vance medical  science,  to  elevate  the  standard  of 
medical  education,  and  to  promote  friendly  inter- 
course among  physicians,  to  enlighten  and  direct 
public  opinion  so  that  the  profession  shall  become 
increasingly  useful  to  the  public  in  the  prevention 
and  care  of  disease  and  in  prolonging  and  adding 
comfort  to  life. 

“The  Society  is  not  organized,  and  shall  never  be 
maintained  and  conducted  for  the  pecuniary  profit 
of  its  members,  officers  or  employees  but  shall  be, 
and  remain,  a strictly  scientific,  and  educational  cor- 
poration, and  no  member,  officer  or  employee  of  the 
Society  shall  at  any  time  receive  or  be  entitled  to 
receive  any  pecuniary  profit  from  the  operation  of 
the  Society  except  a reasonable  compensation  for 
services  actually  rendered.” 

From  time  to  time  in  the  past  the  Council  has 
considered  the  possibility  of  the  revision  of  the  time 
honored  system  of  county  secretaries  collecting 
State  Society  dues.  It  has  now  been  voted  by  the 
Council  that  a special  committee  lie  elected  consist- 
ing of  three  Councillors  and  the  Treasurer  to  study 
this  subject  and  report  to  the  Council  concerning  it. 

Special  Committee  On  Inclusion  of  X-ray 
Services  In  Contracts  of  the  Connecticut 
Plan  for  Hospital  Care 

The  special  committee,  of  which  Dr.  Murdock  is 
chairman,  appointed  for  the  purpose  of  studying 
the  proposed  inclusion  of  payment  for  x-ray  and 
certain  other  professional  services  in  the  contract  of 
the  Connecticut  Plan  for  Hospital  Care,  met  on 
January  20  and  February  1.  At  the  latter  meeting 
representatives  of  the  Plan  and  of  the  section  on 
Roentgenology  met  for  discussion  with  the  com- 
mittee. There  were  present;  from  the  Society’s 
special  committee,  Dr.  Murdock,  Dr.  Miller;  from 
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the  Plan  for  Hospital  Care,  Mr.  Berger,  Rev.  Father 
Cryne,  Mr.  Russell  Mink,  Mr.  Roger  Sperry, 
Mr.  Norman  Brough,  and  Mr.  Sidney  Davidson;  and 
from  the  section  on  Roentgenogy,  Dr.  Chinan,  Dr. 
Parmelee,  Dr.  Hugh  Wilson;  also  Mr.  Hoit,  the  act- 
ing director  of  the  Plan  for  Hospital  Care  and  the 
secretary  of  the  Society.  The  representatives  of  the 
Plan  for  Hospital  Care  explained  their  purposes  in 
the  new  contract  and  the  physicians  present  were 
given  the  opportunity  of  explaining  medicine’s  ob- 
jections to  it.  No  definite  conclusions  were  reached 
and  further  conferences  on  the  subject  are  planned. 

Advisory  Committee  to  the  Study  of  the 
Chronically  Sick 

The  Society’s  advisory  committee  to  the  Public 
Welfare  Council  that  is  making  a study  of  the 
chronically  sick  in  the  State  met  with  Mr.  Karl  F. 
Heiser,  the  research  director  of  the  Council,  on 
February  8.  There  were  present:  Mr.  Heiser,  Dr. 
Miller,  Dr.  Charles  H.  Sprague,  Dr.  Eugen  Kahn, 
and  the  secretary  of  the  Society.  The  committee 
discussed  with  Air.  Heiser  the  scope  of  the  study  to 
be  undertaken  and  the  methods  of  statistical  ap- 
proach. 

Committee  On  Evaluation  Study  of 
Wasserman  Laboratories 

It  is  proposed  that  the  evaluation  study  of  Wasser- 
man technics  in  various  public  and  private  labora- 
tories in  the  State  that  was  carried  out  a year  or  so 
ago  should  be  repeated  in  1944.  The  advisory  com- 
mittee on  this  study  met  with  the  Commissioner  of 
Health  at  the  Society’s  offices  on  February  7.  There 
were  present;  Dr.  Osborn,  State  Health  Commis- 
sioner, Professor  George  H.  Smith,  from  the  Yale 
School  of  Medicine,  Mr.  Mickle,  Mr.  Borman,  Dr. 
Jessie  Fisher,  Dr.  Harriet  Bixby,  Dr.  Maurice  Strauss 
and  the  secretary  of  the  Society.  Plans  for  carrying 
out  this  survey  will  be  announced  in  the  Journal. 


There  are  480  members  of  the  Society  now 
serving  in  the  Military  Forces. 


Will  It  Be  the  Beveridge  Plan  in  England? 

From  the  November  issue  of  Review  of  World 
Affairs  (Kenneth  de  Courey,  London)  we  learn  that 
both  the  great  political  parties  in  the  British  Parlia- 
ment are  going  through  a crisis  and  that  there  is 
considerable  fear  in  the  Labour  Party,  especially 
among  the  Moderates,  that  the  Socialist  Party  will 
become  associated  with  them.  With  continuing 
coupons  and  controls  they  know  that  would  eventu- 
ally mean  political  disaster.  One  thing  seems  to 
stand  out  clearly  amidst  all  the  confusion;  namely, 
that  the  British  people  are  absolutely  determined  to 
regain  individual  freedom.  To  quote  the  Review: 
“The  encroachment  of  the  State  upon  the  liberties 
of  the  individual  did  not  start  with  the  war  emer- 
gency. There  were  dangerous  tendencies  long 
before.  No  sensible  person  denies  the  duty  of  the 
government  to  create  conditions  in  which  enterprise 
and  individualism  can  flourish,  and  the  people  are 
safeguarded  against  exploitation.  The  creation  of 
those  conditions  necessitates  some  regulation  of 
trade  and  commerce.  What  the  country  fears  is  a 
great  bureaucracy , with  limitless  power  of  control , 
regimentation , and  even  exploitation .”  (Italics  ours— 
Ed.) 

Training  Institute  for  Tuberculosis 
Workers 

Similar  to  the  Philadelphia  Institute  last  Septem- 
ber, the  National  Tuberculosis  Association  has  plan- 
ned another  two  weeks’  intensive  training  for 
workers  at  Boston  University  from  April  3-14.  The 
primary  objective  of  the  Institute  is  to  assist  workers 
holding  executive  positions  in  the  tuberculosis  field 
to  assume  positions  of  greater  responsibility,  or  to 
be  more  useful  in  present  positions,  as  well  as  to 
prepare  now  workers  for  executive  positions  in 
tuberculosis  work,  d he  Institute  uses  a combination 
of  discussion  and  lecture  methods  adapted  to  small 
groups  and  is  limited  to  30  students. 

Application  forms  and  complete  details  will  be 
available  shortly  from  Miss  Mable  Baird,  43  Larm- 
ington  Avenue,  Hartford. 


GOT  A MATCH?  \ ou  don’t  need  to  have,  to  test  for  urine  sugar 
with  the  new  “Galatest”  method,  which  dispenses  with  the  need  for  bunsen 
burner  and  other  laboratory  equipment.  A single  drop  of  urine  on  a few 
grains  of  Galatest  powder  instantly  reveals  the  presence  or  absence  of  sugar. 
Price?  $1.00  per  hundred  tests.  The  Professional  Equipment  Co. 


(See  PAGE  2) 
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MIDWINTER  CONFERENCES  IN  CHICAGO 


The  Connecticut  State  Medical  Society  was  liber- 
ally represented  at  the  important  midwinter 
conferences  held  in  Chicago  commencing  on  Sun- 
day, February  13,  and  lasting  through  until  the  17th. 

The  National  Conference  on  Medical  Service  was 
on  the  13th  and  was  the  first  of  the  series  of  meet- 
ings that  lasted  through  the  week.  1 his  was  attended 
by  the  Chairman  of  the  Council,  Dr.  Miller,  Dr. 
Murdock  and  Dr.  Barker.  The  program  for  this  con- 
ference included  a discussion  of  the  Association  of 
American  Physicians  and  Surgeons,  the  militant  new 
organization  that  has  been  started  by  the  Lake 
County,  Indiana,  Medical  Society.  Because  of  the 
striking  and  widely  distributed  initial  publicity  on 
this  project,  it  is  the  subject  of  comment  and 
controversy  throughout  the  country.  When  all  is 
said  and  done  and  the  affair  looked  at  frankly  it 
turns  out  to  be  honest  guerilla  warfare  against  the 
present  management  and  policies  of  the  Amei  ican 
Medical  Association  by  an  aggressive  county  medi- 
cal society  that  has  long  been  known  for  its  energy. 

Your  reporter  had  luncheon  with  Mr.  Waterson, 
the  secretary  of  the  Lake  County  Society  and  the 
acting  executive  of  the  Association  of  American 
Physicians  and  Surgeons.  Mr.  Waterson  is  an  inter- 
esting gentleman,  worthy  of  anyone’s  acquaintance 
and  he  spoke  candidly  of  the  somewhat  explosive 
project  he  has  on  his  hands.  Its  main  objectives  are 
to  force  the  American  Medical  Association  into  the 
creation  of  an  office  in  Washington  and  to  carry  out 
certain  policies  that  in  the  minds  of  some  would 
improve  the  relations  between  American  Medicine 
and  the  American  Public.  The  financial  response  the 
Lake  County  group  has  received  following  the  dis- 
tribution of  their  newspaper  a few  weeks  ago  has 
been  gratifying  and  contributions  have  been  re- 
ceived" from  forty-two  states  and  the  District  of 
Columbia. 

Comments  on  the  Association  of  American  Physi- 
cians and  Surgeons  heard  around  the  meeting  halls 
and  lobbies  were  varied  and  vehement.  Many  are  of 
the  opinion  that  it  is  the  beginning  of  a delayed 
movement  of  salvation  for  the  American  Medical 
Association  while  others  feel  it  is  lighting  a little 
flame  of  disunity  that  will  consume  us  all.  Later  in 
the  program  Morris  Fishbein  in  a defensive  rebuttal 
of  statements  that  had  been  made,  characterized  the 


efforts  of  the  Association  of  Physicians  and  Sur- 
geons as  the  least  potent  of  four  forces  now  at  work 
on  public  relations  for  American  medicine. 

The  Western  Public  Flealth  League  which  is  a 
somewhat  tenuous  union  of  Pacific  and  Mountain 
State  Medical  Societies  also  presented  its  case.  As 
originally  announced  the  League  had  the  support  of 
state  societies  in  eleven  far  western  states.  It  appears 
that  five  of  these  societies  have  withdrawn  and  it 
now  represents  the  interests  of  six  state  societies. 
The  chief  purpose  of  this  organization  is  to  establish 
an  office  in  Washington  for  the  purpose  of  obtain- 
ing information  on  pending  legislation  and  political 
trends  and  giving  information  on  medical  subjects 
to  those  who  might  seek  it.  Fhis  is  another  minority 
group  exerting  pressure  on  the  administration  of  the 
American  Medical  Association  to  establish  a Wash- 
ington office  and  in  case  the  Association  does  not, 
the  League  intends  to  do  so. 

Mr.  Ben  Reed  who  seems  to  be  the  operator  under 
the  direction  of  representatives  of  the  six  medical 
societies,  is  an  old  time  newspaper  man,  an  interest- 
ing companion  and  undoubtedly  sincere.  He  has  a 
worthy  record  of  good  deeds  in  the  cause  of  medi- 
cine in  the  State  of  California.  The  Western  Public 
Health  League  is  being  financed  by  allotments  made 
from  the  treasuries  of  the  six  western  medical 
societies  and  is  not  seeking  individual  subscriptions. 

ddie  Council  on  Medical  Service  and  Public  Rela- 
tions in  which  the  Connecticut  State  Medical 
Society  may  have  a somewhat  peculiar  interest,  pre- 
sented a report.  It  was  given  by  Dr.  Louis  H.  Bauer, 
of  Hempstead,  L.  I.,  the  Chairman  of  the  Council. 
There  has  been  a good  deal  of  sniping  at  this  new 
Council  and  evidence  of  impatience  on  the  part  of 
medical  groups  everywhere.  Good  judgment,  how- 
ever, must  lead  to  the  conclusion  that  the  Council  is 
proceeding  carefully  and  within  the  limitations  im- 
posed by  the  House  of  Delegates  of  the  American 
Medical  Association.  Dr.  Bauer’s  statements  on  be- 
half of  the  Council  were  straightforward  and  clear, 
and  the  problems  that  it  confronts  are  not  to  be 
solved  easily  or  quickly.  Time  is  passing  to  be  sure 
but  it  seems  a little  too  early  to  condemn  this  official 
group  and,  so  far  at  least,  the  Council  has  not  spoken 
in  condemnation  of  its  passionate  critics,  which  it 
must  have  been  tempted  to  do. 
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T here  is  often  a little  skepticism  and  misunder- 
standing of  the  physician  who  enters  the  arena  of 
partisan  politics  and  the  question  is  raised  why  a 
physician  does  it.  No  one  could  be  uncertain  for  the 
answer  who  heard  Dr.  Walter  Judd,  the  Representa- 
tive of  the  Fifth  District  of  Minnesota  in  the  Con- 
gress of  the  United  States,  state  his  case.  Dr.  Judd 
has  been  fired  with  a zeal  to  be  of  service  all  of  his 
life.  After  a brilliant  career  as  a student  he  went  to 
China  as  a missionary  and  only  lately  returned  to 
his  home  state  and  accepted  the  nomination  of  the 
Republican  party  and  was  elected  to  Congress,  not 
as  the  exponent  of  medicine  but  as  the  exponent  of 
good  American  citizenship.  During  this,  his  first 
term,  he  has  exhibited  the  same  spirit  that  carried 
him  into  the  foreign  missionary  field  and  he  is  an 
inspiring  speaker.  His  address  “The  Doctor’s  Job” 
may  be  read  with  profit  by  every  physician  in  the 
United  States.  He  urged  more  medical  men  to  enter 
public  politics  and  pointed  out  that  by  training  they 
are  especially  qualified  for  the  objective  reasoning 
that  a good  statesman  must  have.  He  was  outspoken 
in  his  criticism  of  New  Deal  policies  and  cited  evi- 
dences of  the  decadence  of  democratic  processes. 
One  had  the  feeling  that  he  was  not  speaking  as  a 
strict  partisan  and  that  his  aim  was  good  government 
in  good  hands.  Dr.  Judd  forecast  that  the  Wagner 
Bill  would  not  be  passed  by  the  present  Congress, 
an  opinion  with  which  many  concurred,  but  he  felt 
that  a similar  measure  would  be  written  into  law 
some  time  and  with  fervor  he  announced  that  this 
was  medicine’s  “last  chance”  and  it  was  time  that 
American  Medicine  should  direct  its  competence  to 
aiding  in  developing  a program  for  the  better  dis- 
tribution of  medical  care. 

Dr.  Judd’s  advice  and  opinion  fitted  closely  in 
many  respects  with  the  statement  of  proposals  made 
by  the  medical  societies  of  New  England  that  have 
been  published  in  this  Journal  and  which  were 
presented  to  the  Conference  by  Dr.  Michael  Tighe, 
the  Secretary  of  the  Massachusetts  Medical  Society. 

Under  the  title  “Challenge  to  American  Medi- 
cine,” Dr.  E.  H.  Skinner  of  Kansas  City,  a member 
of  the  Board  of  Trustees  of  the  National  Physicians 
Committee,  outlined  with  characteristic  vehemence 
the  many  accomplishments  of  the  committee.  He 
told  of  the  millions  of  pieces  of  publicity  the  com- 
mittee had  distributed  and  newspaper  space  it  used 
and  put  the  committee’s  activities  among  the  out- 
standing jobs  of  propagandizing  that  have  been 
done.  The  National  Physicians  Committee  was  also 


paid  a high  tribute  by  Dr.  Morris  Fishbein  in  his 
remarks.  Your  reporter  could  not  be  everywhere 
but  it  seeme’d  that  there  was  not  as  much  said  about 
the  National  Physicians  Committee  in  conversations 
around  the  lobbies  as  there  had  been  in  the  past. 
This  might  have  been  because  there  was  so  much 
to  say  about  other  exciting  topics. 

ATr.  Holloway  of  the  Bureau  of  Legal  Medicine 
of  the  American  ATedical  Association  outlined  pend- 
ing medical  legislation  with  his  usual  fine  detailed 
observation.  ATany  of  the  topics  presented  by  ATr. 
Holloway  have  already  been  discussed  in  the  col- 
umns of  this  Journal. 

It  is  not  possible  to  say  really  that  one  or  the  other 
items  on  this  program  was  the  high  light.  It  was  all 
informative  and  provocative  but  the  discussion  of 
the  program  for  obstetrical  and  pediatric  care  for 
soldier’s  wives  and  infants— E.M.I.C.— that  was  pre- 
sented by  Dr.  William  Bauer  of  the  Bureau  of  Pub- 
lic Health  Education  of  the  American  ATedical 
Association  was  surely  one  of  the  most  interesting 
because  this  Federal  project  is  already  in  operation, 
concerns  thousands  of  American  physicians  and 
offers  an  opportunity  to  appraise  the  good  and  the 
bad  features  of  government  control  of  medical  serv- 
ice. Dr.  Bauer  was  extraordinarily  candid  in  his 
recital  of  facts  surrounding  the  development  of  the 
program  and  his  impotent  position  as  a member  of 
the  advisory  committee.  One  always  has  the  feeling 
that  Dr.  Bauer  speaks  with  honest  adherence  to  facts 
without  coloring  them  with  personal  feelings.  The 
story  that  Dr.  Bauer  told  could  not  help  but  bring 
the  conclusion  that  the  E.AT.I.C.  program  had  been 
developed  by  steam  roller  methods  in  the  Children’s 
Bureau  and  that  the  counsel  of  the  distinguished 
advisory  committee  had  not  counted  for  much.  Dr. 
ATartha  Eliot,  a member  of  the  Connecticut  State 
ATedical  Society,  who  has  been  with  the  Children’s 
Bureau  of  the  Department  of  Labor  for  many  years, 
discussed  Dr.  Bauer’s  address  in  a quietly  defensive 
fashion.  She  did  not  undertake  to  clarify  the  criti- 
cisms that  Dr.  Bauer  made  but  relied,  as  is  so  easy 
among  government  officials,  upon  the  necessity  for 
carrying  out  of  regulations. 

The  Fortieth  Annual  Congress  on  ATedical  Edu- 
cation and  Licensure  was  held  on  February  14  and 
15.  The  morning  session  on  ATonday  was  devoted  to 
the  problems  of  post-war  medical  education  and  the 
speakers  included  Dr.  Harold  S.  Diehl,  Dean  of  the 
ATedical  School  of  the  Lhuversity  of  ATinnesota; 
Dr.  Samuel  Soskin,  Dean  of  Postgraduate  Educa- 
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tion,  Michael  Reese  Hospital,  Chicago;  Dr.  Wilburt 
C.  Davison,  Dean  of  Duke  University  School  of 
Medicine;  Fred  J.  Kelly,  ph.d.,  Chief,  Division  of 
Higher  Education,  U.  S.  Office  of  Education;  and 
Dr.  Samuel  Proger,  Professor  of  Clinical  Medicine, 
Tufts  Medical  School.  These  well  informed  persons 
presented  discussions  of  the  role  the  medical  schools 
must  play  in  post-war  medical  education,  the  train- 
ing of  medical  graduates  in  hospitals,  readjustment 
of  returning  medical  officers,  the  financing  of  higher 
education  and  the  distribution  of  medical  care.  As 
was  to  be  expected  there  was  not  an  unanimity  of 
opinion.  Some  of  the  speakers  believed  there  was  to 
be  a shortage  of  medical  graduates  in  years  imme- 
diately following  the  war  and  one  at  least  thought 
there  was  going  to  be  an  oversupply.  Particular 
attention  is  being  directed  by  many  to  the  problem 
of  refresher  courses  and  postgraduate  education  for 
medical  officers  after  they  are  discharged.  It  seems 
to  be  in  the  minds  of  many  that  wide  spread  plan- 
ning and  charting  of  the  course  of  these  ex-soldier 
physicians  will  be  required.  Such  planning  should 
not  be  deprecated,  but,  human  behavior  is  going  to 
play  a large  part  in  this  program  and  certainly  for 
the  older  group,  who  have  been  previously  in  prac- 
tice, it  is  gathered  from  comment  by  many  of  them, 
that  what  most  of  them  want,  is  to  go  back  just 
where  they  were,  to  do  just  what  they  were  doing 
before,  and  the  sooner  the  better. 

Mr.  Kelly,  speaking  with  authority,  had  a good 
deal  to  say  as  to  how  higher  education  was  to  be 
financed  in  the  future.  He  realized  the  drying  up  of 
the  springs  of  private  philanthropy  because  of  heavy 
taxation  but  he  was  optimistic  about  the  possibility 
of  private  philanthropy  on  what  he  called  a new 
base,  referring  to  a new  and  larger  group  of  small 
givers  to  education  that  he  believed  would  be  inter- 
ested and  accessible  in  the  future. 

Dr.  Soskin  outlined  the  plans  for  integrated  medi- 
cal care  in  process  of  development  with  funds  of  the 
Bingham  Associates  in  connection  with  the  Tufts 
Medical  School  and  rural  hospitals  in  the  State  of 
Adaine.  It  is  a somewhat  idealized  scheme  of  organi- 
zation that  did  not  appear  to  give  full  consideration 
to  the  attitude  and  reactions  of  individual  practi- 
tioners of  medicine  in  rural  districts. 

In  the  afternoon  of  the  14th  the  program  pre- 
sented a distinguished  group  of  speakers  on  the  gen- 
eral topic  of  war  time  planning  in  medical  education. 
Major  General  George  F.  Lull,  Deputy  Surgeon 
General,  USA,  Rear  Admiral  Ross  T.  Adclntire, 


Surgeon  General,  USN,  Dr.  Thomas  Parran,  Sur- 
geon General,  USPHS,  Dr.  Harvey  B.  Stone,  Vice 
Chairman,  Director  Board,  Procurement  and  As- 
signment Service,  and  Commander  Edward  L.  Bortz, 
AdC— USNR,  were  the  speakers.  If  anyone  had  the 
wishful  hope  that  the  Army  and  Navy  were  going 
to  withdraw  from  the  field  of  medical  education 
that  they  now  occupy,  those  hopes  were  dispelled 
for  the  immediate  future  by  some  of  the  speakers. 
General  Lull  spent  most  of  his  time  in  decsribing 
the  activities  of  the  medical  department  of  the  Army 
and  showed  interesting  slides  of  new  medical  de- 
partment equipment.  Admiral  Mclntire  was  high  in 
his  compliments  for  reserve  medical  officers  in  the 
Navy  and  the  splendid  work  that  they  are  doing. 

Unfortunately  your  reporter  did  not  hear  the 
address  of  Rev.  Alphonse  Ad.  Schwitalla,  Dean,  St. 
Louis  LTniversity  School  of  Medicine,  but  later 
many  interesting  comments  were  heard  on  Father 
Schwitalla’s  presentation.  As  has  already  been  an- 
nounced Father  Schwitalla  is  to  speak  at  the  annual 
dinner  of  the  Connecticut  State  Medical  Society  in 
Aday. 

Adany  of  the  problems  related  to  accelerated 
medical  training  and  its  relationship  to  state  licen- 
sure were  discussed  in  the  afternoon  meeting  on 
Tuesday.  Dr.  Victor  Johnson,  Secretary  of  the 
Council  on  Adedical  Education  and  Hospitals  of  the 
American  Adedical  Association,  gave  interesting  in- 
formation relative  to  premedical  training  in  the  war 
time  program  and  Dr.  E.  Ad.  MacEwen  of  the  Uni- 
versity of  Iowa,  President  of  the  Association  of 
American  Medical  Colleges,  devoted  his  comment 
to  basic  and  clinical  medical  sciences.  The  trouble- 
some and  confusing  subject  of  hospital  internships 
was  presented  by  Dr.  Jean  A.  Curran  of  the  Long 
Island  College  of  Medicine.  Dr.  Curran  is  the  Chair- 
man of  the  Committee  on  Internships  of  the  Asso- 
ciation of  American  Adedical  Colleges.  It  has  long 
been  realized  that  there  are  more  internships  and 
residencies  than  there  are  men  to  fill  them,  this  was 
a trend  that  was  becoming  conspicuous  before  the 
war  and  has  simply  been  accelerated  as  a result  of 
the  war.  An  entire  afternoon  could  have  been  spent 
on  this  matter  because  many  of  the  problems  pre- 
sented appear  to  be  almost  insoluble  and  no  one  is 
better  qualified  than  Dr.  Curran  to  bring  them  into 
focus.  It  is  imperative  that  careful  consideration  be 
given  to  the  whole  field  of  internship  as  it  relates 
to  medical  training  and  it  is  becoming  increasingly 
evident  that  hospitals  which  do  not  pay  careful 
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attention  to  the  training  of  interns  and  make  the 
internship  within  their  walls  attractive  from  an 
educational  standpoint  are  going  to  have  a difficult 
time  in  obtaining  intern  staffs. 

Dr.  J.  E.  McIntyre,  Secretary  of  the  Michigan 
Board  of  Registration  in  Medicine,  gave  many 
pertinent  observations  on  the  influence  of  present 
medical  training  on  state  medical  licensure.  One  of 
the  discussants  of  Dr.  iMcIntyre  s address  empha- 
sized the  importance  of  giving  medical  students 
instruction  in  medical  licensing  procedure  and  law. 
This  matter  seems  to  be  given  no  consideration  in 
medical  school  curricula  and  much  time  and  con- 


fusion could  be  saved  by  a brief  explanation  of  this 
important  phase  of  medicine  to  medical  students 
before  they  graduate. 

The  conference  on  Industrial  Hygiene  came  in 
the  days  following  the  medical  education  and  licen- 
sure sessions  and  was  attended  by  many  physicians 
from  Connecticut,  including  Commissioner  Osborn, 
Dr.  James  H.  Biram  of  Colts  Arms,  Dr.  John  N. 
Gallivan  of  United  Aircraft,  Dr.  Richard  J.  Hinchey 
of  Scoville  Manufacturing  Co.,  Dr.  Frederick 
Yeager  of  Remington  Dupont  and  Dr.  Albert  S. 
Gray  of  the  Bureau  of  Industrial  Hygiene. 

Creighton  Barker 
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A NATIONAL  SURVEY  OF  REJECTIONS  FOR  MILITARY  SERVICE 

Louis  H.  C jOhen,  m.d.  and  Robert  C.  Challman,  ph.d.,  Norwich 


Dr.  Cohen.  Clinical  Director , Norwich  State  Hos- 
pital, Norwich,  Conn. 


Dr.  Challman.  Director  of  Psychological  Labora- 
tories, Norwich  State  Hospital,  Norwich,  Conn. 


't1he  screening  process  by  which  men  are  selected 
■*-  for  the  Armed  Services  provides  data  which 
indicate  the  incidence  of  physical  and  mental  dis- 
abilities of  a large  segment  of  the  American  popula- 
tion. This  segment  of  the  population,  supposedly,  is 
the  “healthiest”  one,  and  the  findings  concerning 
disabilities  will  probably  eventually  be  compared 
with  those  concerning  other  segments.  Although  the 
criteria  for  acceptance  or  rejection  have  been 
changed  in  some  particulars  since  the  November 
1940  to  September  1941  period  covered  in  this  re- 
port, the  findings  have  considerable  current  signifi- 
cance. The  data  pertaining  to  the  psychiatric  dis- 
orders are  of  particular  interest,  because  they  should 
change  some  of  our  preconceived  notions,  and  also 
because  they  bring  into  sharp  factual  focus  the  great 
prevalence  of  these  disorders  in  the  general  popula- 
tion. 

Of  the  approximately  three  million  men  examined 
either  by  local  boards  or  at  induction  stations,  about 
1,584,000  or  52.8%  were  rejected  for  full  military 
service.1  Of  those  rejected,  about  one-half  were 
classified  as  available  for  limited  military  service; 
thus  roughly  one  quarter  were  declared  completely 
unfit  for  the  Army.  In  other  words,  less  than  half 
of  the  nation’s  men  in  the  age  range  21-38  were  de- 
clared fit  for  military  duties. 

CAUSES  OF  REJECTION 

It  can  be  seen  that  roughly  one  half  the  rejections 
are  due  to  defects  of  the  teeth,  eyes,  mental  and 
nervous,  and  cardiovascular  disorders.  About  one- 
fourth  of  the  men  were  eliminated  because  of  mus- 
culoskeletal defects,  hernia,  venereal  disease,  and  ear, 


nose  and  throat  defects.  The  remainder  of  the  rejec- 
tions were  accountable  to  tuberculosis  and  lung 
diseases,  educational  deficiency,  foot  defects,  under- 
weight and  “other.” 

Table  i 

CAUSES  OF  REJECTION 

(Including  assignments  to  'limited  service”) 


CAUSES  PER  CENT 

Teeth  1 6.5 

Eyes  1 1.7 

Mental  and  nervous 10.4 

Cardiovascular  ; 10.0 

Musculoskeletal  8.9 

Hernia  5.9 

Venereal  disease  : c.n 


Ear,  nose,  and  throat. 


Tuberculosis,  lung  diseases 3.8 

Educational  deficiency  3.8 


Underweight  2.9 

Other  1 1.7 

Total  100.0 

In  attempting  to  interpret  these  high  rejection 
rates,  four  suggestions  are  advanced  by  the  authors 
of  the  Bulletin.  (1 ) The  statistics  do  not  include  the 
men  who  enlisted  before  induction.  These  men  are 
assumed-  to  be  in  better  physical  condition  on  the 
whole  than  the  registrants;  thus,  had  they  been 
included  the  rate  of  rejection  would  probably  be 
lower.  Unfortunately  no  data  are  available  on  the 
number  or  physical  fitness  of  volunteers,  hence  no 
estimate  of  the  extent  of  the  drop  in  rate  can  be 
made. 

(2)  Relatively  high  physical  standards  were  used. 
“The  objective  was  to  select  and  train  the  nucleus 


Based  on  Medical  Statistics  Bulletin  No.  2,  Causes  of  Rejection  and  Incidence  of  Defects;  Local  Board  Examinations  of  Selec- 
tive Service  Registrants  in  Peacetime;  An  Analysis  of  Reports  of  Physical  Examination  from  21  Selected  States.  National 
Headquarters  Selective  Service  System,  Washington,  D.  C.,  August  1,  1943 
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of  an  Army  composed  of  men  physically  fit.”  For 
example,  registrants  with  venereal  disease  were  not 
accepted  at  this  time;  later,  men  with  uncomplicated 
cases  of  syphilis  and  gonorrhea  were  accepted.  If  the 
latter  policy  had  been  followed  during  the  period 
under  consideration,  the  rate  would  have  been  re- 
duced by  a maximum  of  3.1%.  The  only  standards 
definitely  formulated  and  maintained  throughout 
the  period  of  the  study  are  those  for  teeth  and  eyes. 
Men  were  rejected  who  did  not  have  three  pairs  of 
masticating  teeth  and  three  pairs  of  incisors,  as  were 
the  men  who  fell  below  the  standard  of  “20/100  in 
each  eye  without  glasses,  if  correctable  with  glasses 
to  20/40  bilateral.”  The  standard  for  teeth  does  not 
appear  to  be  unduly  high,  but  the  standard  for  visual 
acuity  may  have  been  higher  than  necessary. 

It  is  also  implied  that  the  standards  for  “mental 
and  nervous  disorders”  were  rather  high  as  “it  was 
considered  important  to  reject  men  who  were  likely 
to  break  down  in  service  and  become  life-long  wards 
of  the  Government.”  This  point  will  be  dealt  with 
in  detail  later. 

( 3 ) It 1S  suggested  that  too  high  a number  of  men 
were  rejected  for  moral  reasons  or  because  of  failure 
to  meet  literacy  standards.  To  what  extent  the  first 
factor  influenced  the  rejection  rate  cannot  be  deter- 
mined since  no  descriptive  data  are  given  concern- 
ing it.  I he  second  factor  undoubtedly  raised  the 
rejection  rate. 

(4)  Many  men  were  rejected  for  defects  which 
would  not  prevent  them  from  playing  useful  roles 
in  civilian  life.  It  would  appear,  however,  that  a 
great  many  are  handicapped,  to  some  degree  at  least, 
as  wage  earners  and  in  their  social  adjustment. 


AGE  AND  REJECTION 

One  of  the  most  striking  findings  of  the  study 
concerned  the  relation  between  age  and  rejection 
rates.  The  rates  showed  a steady  rise  from  41.6% 
rejections  of  22  year-olds  to  86.6%  of  37  year-olds. 
The  following  table  shows  the  results. 


Table  2 


AGE 

22 

23 

24 

25 

26 

27 

28 

29 


EFFECT  OF  AGE  ON  REJECTIONS 


% REJECTED 
4I.6 

41.0 

42.8 

46.0 

49.9 
52.8 

59-3 

65.0 


AGE 

% REJECTED 

30 

67.I 

31 

70.4 

32 

71-3 

33 

74.2 

34 

76.8 

35 

79-7 

36 

80.3 

37 

'O 

00 

On  the  average  the  rejection  rate  increased  by 
approximately  3.3%  for  each  additional  year  of  age 
over  22.  1'hese  data  show  clearly  the  negative  rela- 
tionship between  age  and  acceptability. 

COLOR  AND  REJECTION 

A slightly  higher  percentage  of  negroes  were 
rejected  (59.4%)  than  whites  (51.9%).  The  negroes 
had  lower  frequencies  in  nearly  all  categories  of 
defects.  “Most  of  the  difference  in  rejection  rates 
was  due  to  the  higher  rates  of  rejection  for  syphilis 
and  educational  deficiency  among  negroes  . . .” 

(cf.  below). 

MENTAL  DEFICIENCY,  EDUCATIONAL  DEFICIENCY  AND 
REJECTION  - 

Mental  deficiency  was  found  in  approximately 
1-5%  of  the  registrants  at  the  time  of  local  board 
examinations.  The  results  are  shown  in  Table  3. 

Table  3 

INCIDENCE  OF  MENTAL  DEFICIENCY 

(Local  Board  Examinations  only) 

RATE  PER  1,000 

WHITE  & 

WHITE  NEGRO  NEGRO 


Imbecile,  idiot  x g , , } g 

Moron  

Dull  Normal  A)  , , 

Mental  deficiency,  unspecified n.j  8.5  n.i 


I he  incidence  of  mental  deficiency  among 
negroes  and  among  whites  is  seen  to  be  'about  the 
same.  The  incidence  for  both  together  is  about 
1.5%  of  the  population.  Since  the  data  for  additional 
rejections  from  the  induction  stations  are  lacking, 
this  table  does  not  reveal  the  total  incidence  among 
the  registrants.  The  percentages  found  by  the  local 
boaid  are,  however,  in  fair  agreement  with  estimates 
of  the  relative  number  of  mental  defectives  in  the 
gencial  population  based  on  extensive  studies  of 
children,  i.e.  one  or  two  per  cent.  Probably  a number 
of  the  registrants  rejected  for  educational  deficiency 
leally  belonged  in  this  category. 

itThe  percentages  given  for  educational  deficiency 
(“illiteracy,  educational  deficiency,  mental  defect 
not  stated  ) are  as  follows:  for  whites  1.2,  for 
negroes  8.9,  for  both  2.1.  The  strikingly  higher 
figure  for  negroes  is  probably  explicable  mostly  in 
teims  of  inferior  educational  facilities.  Not  too  much 
reliance  can  be  placed  on  these  figures,  however, 
since  the  standards  were  indefinite  for  more  than  six 
months  of  the  period  covered.  Those  men  were 
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considered  acceptable  who  “appear  to  have  normal 
understanding,  whose  speech  can  be  understood  . . . 
For  the  last  four-and-one-half  months  of  the  period, 
those  men  who  were  able  to  “read  and  write  the 
English  language  as  well  as  a student  who  has  com- 
pleted four  years  in  an  American  grammar  school 
were  accepted.  1 he  latter  standard  may  appear  quite 
low,  but  in  terms  of  the  usual  measures  of  literacy, 
it  is  unusually  high. 

MENTAL  DISORDER  AND  REJECTION 

According  to  the  Bulletin,  5.5%  of  the  registrants 
were  rejected  either  at  the  local  board  or  at  the 
induction  station  because  of  “mental  and  nervous” 
disorders.  Although  the  local  board  rejected  3.7% 
of  the  registrants  for  these  disorders,  the  induction 
stations  rejected  for  the  same  causes  an  additional 
3.2%.  In  other  words,  from  the  men  who  had  already 
been  screened  by  the  local  board  for  “mental  and 
nervous”  disorders,  the  induction  stations  rejected, 
for  the  same  disorders,  a little  over  three  men  per 
hundred.  This  fact  is  to  be  attributed  to  the  more 
skilful  psychiatric  examination  at  the  induction 
stations. 

The  large  numbers  of  men  subsequently  dis- 
charged from  the  Services  for  mental  disorder— often 
within  a few  months  of  induction— indicates  that 
even  the  induction  stations  did  not  reject  enough 
men.  The  following  table  is  a combined  summary 
of  the  various  categories.  Only  the  defects  found  at 
the  local  board  are  presented. 


Table  4 


MENTAL  DISORDERS  IN  REGISTRANTS 

REJECTED  BY 

LOCAL 

BOARDS 

RATE  PER  I 

O 

O 

O 

WHITE  & 

MENTAL  DISORDER 

WHITE 

NEGRO 

NEGRO 

Psychoses  (“functional”  only) 

2.0 

7 

1.9 

Psychopathic  Personality  

47 

2.4 

4-4 

Psychoneuroses  

id. 3 

37 

14.9 

Total  

6.8 

2 1 .2 

The  differences  between  negroes  and  whites  are 
obviously  large.  The  reasons  for  the  differences  are 
unclear,  however.  The  implications  of  these  data  are 
important  for  those  who  would  emphasize  social 
stress  in  the  etiology  of  mental  disorder.  It  would 
appear  unwarranted  to  say  that  negroes  are  subjected 
less  and  therefore  are  affected  less  by  social  stresses 
than  are  whites.  It  should  be  noted  again,  however, 
that  the  figures  given  cannot  be  used  as  a measure 
of  the  actual  rejection  rate  since  the  induction  station 
data  are  not  presented. 


The  “breakdown”  of  the  data  presented  in  Table 
4 is  presented  in  Fable  5. 

Table  5 

REJECTION  KATE  ACCORDING  TO  TYPES  OF  MENTAL  DISORDER 

RATE  PER  1 ,000 

WHITE  & 

MENTAL  DISORDER  . WHITE  NEGRO  NEGRO 

Psychoses  (“ functional ” only) 

Cyclothymic  personality  4 — -3 

History  of  attempted  suicide  or  treat- 
ment for  excitement  or  depression 1 .1  u 


Manic-depressive  psychosis  

.1 

.1 

'2 

Mood  Disorders,  not  specified 

Schizophrenia,  history  of  institutional 

# 

.6 

treatment  

7 

%2 

Schizophrenia,  incipient,  acute  and  cata- 

ton  ir.  

. > 

— 

•4 

Schizophrenia,  hebephrenic  

.1 

* 

Paranoid  personality  

* 

— 

Schizophrenia,  paranoid  

— 

-1 

Psychosis,  type  not  specified 

.2 

.2 

%2 

Total  

2.0 

7 

1.9 

* * Psychopathic  Personality 

Psychopathic  personality  

•4 

’ .1 

•4 

Homosexuality  

Criminal  record  

.1 

.6 

.8 

7 

Constitutional  psychopathic  inferiority 

•5 

.1 

•4 

Diseases  not  classified  elsewhere 

1.2 

7 

1 .1 

Alcoholism  

1.2 

.6 

1. 1 

Drug  addiction  

.1 

.1 

.1 

Schizoid  personality  

•3 

— 

.2 

Advanced  addiction  

•3 

— 

•3 

Total  

47 

2.4 

4.4 

* * Psychoneuroses 

Hypochondriasis,  anxiety  attacks 

Psychoneurosis  associated  with  organic 

.6 

— 

•5 

disease  or  injury 

.1 

— 

.1 

Hysteria  

Obsessive  compulsion  states 

.1 

.1 

.1 

Functional  gastro-intestinal  syndrome.... 

•9 

.1 

.8 

Neurocirculatory  asthenia  

Functional  disease  of  expressive  move- 

3-9 

.6 

3-5 

ments  

4-5 

2.0 

4-3 

Psychoneurosis  not  specified  by  type.... 

6.1 

•9 

5-5 

Total  

16.3 

37 

14.9 

# Indicates  a rate  of  less  than  0.1  per  1,000  registrants 
examined. 

**W  e are  of  the  opinion  that  these  two  categories  should 
he  combined  within  a more  comprehensive  concept  of  psy- 
chopathic personality. 

SUMMARY  AND  CONCLUSIONS 

Some  data  recently  made  available  on  the  causes 
of  rejection  and  the  incidence  of  defects  by  the 
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Selective  Service  System  for  the  period  November 
1940  to  September  1941  are  briefly  presented.  Our 
emphasis  has  been  on  the  so-called  mental  disorders. 
The  overall  rejection  rate  of  52.8%  for  full  military 
service  is  a rather  sad  commentary  on  the  health 
status  of  this  supposedly  healthiest  segment  of  the 
American  population.  There  is  little  question  that 
the  older  the  man  the  less  likely  it  is  that  he  will  be 
found  fit.  In  all  categories,  except  educational  de- 
ficiency, relatively  fewer  negroes  than  whites  were 
rejected;  many  more  negroes  would  have  been  avail- 
able for  service  if  illiteracy  had  not  barred  them. 
The  incidence  of  rejection  for  “mental  disorders”  is 


extremely  high  (though  apparently  not  high 
enough)  particularly  among  whites. 

These  data  are  of  particular  interest  because  they 
will  probably  form  part  of  a larger  amount  of  data 
on  the  basis  of  which  America’s  health  will  be  evalu- 
ated. As  a preview  of  the  final  report  it  furnishes  a 
somber  picture  of  the  medical,  surgical,  psychiatric 
and  educational  handicaps  of  the  nation’s  citizens. 

REFERENCES 

1.  In  addition  to  these,  3.3%  were  excluded  from  the  Army 
without  physical  examination  for  “obvious  [physical]  defect,” 
“educational  deficiency”  or  “moral  reasons.” 

2.  The  validity  of  this  assumption  is  open  to  question. 


LETTERS  FROM  MEMBERS  IN  THE  ARMED  FORCES 


From  Captain  Francis  L.  Lundborg, 
West  Hartford 

Stationed  here  in  Louisiana  which  is  considered 
part  of  the  area  advertised  as  “The  Sunny  South,” 
we  have  just  experienced  a three  day  period  of  sleet 
and  freezing  rain.  Ice  covered  the  trees  and  streets 
and  reminded  me  of  our  own  sleet  storms  of  late 
February  and  March.  Although  snow  did  fall 
throughout  the  South  we  did  not  have  any.  In 
other  words  Louisiana  is  not  for  me  even  in  the 
winter  time. 

As  for  my  work  in  the  Army,  there  is  plenty  for 
the  only  medical  officer  of  an  organization  which 
consists  of  several  hundred  colored  troops  com- 
manded by  white  officers. 

For  several  weeks  I held  sick  call  at  5:45  a.  m., 
which  would  be  an  early  hour  for  physicians  in 
civilian  practice  even  to  arise  from  bed.  Now  I hold 
sick  call  at  6:30  a.  m.  and  still  being  up  much  earlier 
than  some  men. 

Twice  a week  I conduct  my  antiluetic  clinic 
administering  intravenous  mepharson  and  intra- 
muscular bismuth.  The  complete  course  is  26  weeks 
long.  Once  a week  we  have  our  conditioning 
marches  which  are  increasing  in  length.  In  fact, 
next  week  we  have  a 25  mile  march  scheduled.  A 
few  nights  ago  we  made  a 1 2 mile  march  in  a driving- 
rain  and  a cold  biting  wind  cutting  into  one.  Cold 
and  wet  enough  to  make  raincoats  hang  stiffly  as 
though  starched.  With  a break  or  rest  period  about 


half  way  and  for  approximately  io  minutes  this 
march  was  completed  by  these  colored  troops  in  3 
hours. 

1 he  job  of  O.D.  of  the  post  (voluntary  on  my 
part)  leaves  me  as  the  only  medical  officer  in  the 
entire  camp,  inasmuch  as  all  other  medical  officers 
live  oft'  the  post  and  in  neighboring  Tioga  or 
Alexandria. 

Periodically  every  month  I must  check  food 
handlers  in  all  of  our  5 mess  halls  and  also  a general 
inspection  of  the  entire  battalion.  There  is  also  the 
consideration  and  segregation  of  those  unfit  for 
overseas  duty. 

After  finishing  at  Carlisle  Barracks  I reported  at 
Camp  Shelby,  Mississippi,  and  24  hours  later  went 
over  the  day  infiltration  course.  It  consisted  of 
crawling  about  75  yards  out  of  trenches  and  across 
ground  between  exploding  land  mines  and  under 
barbed  wire  barricades  with  live  ammunition  fired 
over  us.  I still  have  the  night  infiltration  course  to 
cover  and  it  ought  to  be  soon.  I would  like  to  see 
some  of  the  men  try  crawling  on  the  belly  for  75 
yards. 

Every  week  at  the  Station  Hospital  medical 
pathological  clinics  are  held.  Last  week  two  cases— 
borrowed  from  the  New  England  Journal,  I think— 
of  dissecting  aneurysm  of  the  aorta  were  presented. 
They  were  well  presented  but  to  me  were  not  up 
to  our  C.  P.  C.  I was  the  only  field  officer  present 
and,  as  far  as  some  of  the  hospital  staff  were  con- 
cerned, a rank  outsider. 
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So  you  can  get  a fair  picture  of  what  I do  from 
Sunday  to  Sunday  with  hours  of  sleep  varying  from 

5 to  7- 

Sincerely, 

Fran. 

From  Captain  Henry  L.  Birge,  Hartford 

In  this  station  hospital  of  the  Army  Air  Forces 
West  Coast  Flying  Training  Command  we  have  a 
rapid  turn  over  of  patients  and  a large  outpatient 
service  in  comparison  with  the  hospital  bed  census. 
The  practice  of  medicine  is  never  monotonous,  even 
with  the  regimentation  necessary  in  such  a large 
group  of  practitioners  as  the  Army.  On  the  other 
hand  1 have  seen  nothing  dramatic  in  this  region 
other  than  the  sulfa  drugs  and  penicillin. 

Gradually  1 am  becoming  accustomed  to  a less 
specialized  view  point,  and  as  chief  of  the  E.E.NT . 
section  here  I find  that  our  function  is  similar  to  an 
office  practice  in  civilian  life.  We  keep  busy  with 
150  to  400  patients  weekly,  most  of  whom  go 
through  the  E.N.T.  department,  and  in  addition  are 
constantly  examining  various  healthy  individuals. 

One  of  our  problems  has  been  “Otitis,  Externa, 
Diffuse,  Chronic,  Suppurative,  Severe,  R&L,  Cause 
bacterial,”  especially  among  fivers  who  wear  tight 
fitting  rubber  ear  phones  for  long  periods.  It  has 
been  mostly  bacterial,  with  relatively  few  fungus 
infections.  Our  epidemics  of  nasopharyngitis  are 
often  explosive,  but  complications  have  been  almost 
nil,  probably  because  of  sulfadiazine. 

The  California  winters  seem  to  breed  as  many 
colds  as  any  New  England  winter  that  1 recall, 
although  the  temperature  stays  above  30°  in  Stock- 
ton.  I nave  not  yet  learned  all  the  various  types  of 
fog.  The  natives  speak  of  many  varieties,  but  they 
all  have  the  same  thing  in  common— dew.  They 
usually  clear  off  by  noon  leaving  what  coincides 
with  a fine  September  day  in  Connecticut. 

As  a certified  ophthalmologist  I sometimes  feel 
that  my  usefulness  has  been  diluted  by  the  other 
duties  required,  and  by  the  small  though  efficient 
staff  that  we  have  here.  For  instance,  anaesthesiology 
does  not  exist  here  as  a specialty,  and  I have  found  it 
unsatisfactory  to  operate  entirely  with  local  and 
pentothal.  Specialization  even  in  civilian  practice 
has  not  reached  the  decree  that  we  are  accustomed 
to  in  the  East.  The  majority  of  the  western  hospitals, 
except  in  the  teaching  centers,  have  the  open  staff 
system,  where  everyone  does  everything. 


The  eye  work  has  been  interesting  although 
limited  by  the  predominating  age  group  and  sex  of 
the  army.  It  could  be  classified  as  follows: 

1.  Congenital  anomalies 

a)  refractive  errors 

b)  ocular  muscle  abnormalities 

c)  ptosis,  etc. 

2.  Infections,  local  or  general 

a)  eyelids  and  conjunctiva 

b)  cornea  and  iris 

c)  retina  and  choroid 

3.  Trauma 

a)  old 

1.  casualties 

2.  childhood  injuries  that  flare  up  and 
irritate  the  good  eye 

b)  recent 

1.  occupational:  i.e.  machinists,  etc. 

2.  accidental,  automobile  and  airplane 

4.  Functional  conditions 

5.  Degenerative  disease  is  rare,  including  a few 
suspected  pituitary  tumors. 

We  are  fortunate  in  having  a fairly  complete  set 
of  diagnostic  ophthalmic  instruments,  and  from 
time  to  time  additions  are  obtained  although  we 
realize  (and  hope)  that  this  is  a temporary  installa- 
tion and  that  we  must  get  along  with  only  the 
absolute  necessities. 

The  socalled  “ship  yard”  conjunctivitis  which 
received  nation  wide  attention  left  Stockton  without 
a ripple  (corneal)  although  we  have  several  ship 
yards  here,  as  well  as  several  army  installations. 
We  made  our  diagnoses  on  the  basis  of  the  clinical 
findings  and  the  conjunctival  smear  for  monocytes. 
No  blood  agglutinations  for  the  virus  were  available 
unfortunately,  although  if  any  new  cases  are  noted 
they  will  be  given  that  opportunity. 

Our  research  was  confined  to  night  vision,  and 
we  developed  a method  of  testing  and  recording- 
acuity  for  small  degrees  of  illumination,  less  than 
0.1  foot  candle,  but  this  gave  way  to  a more  elabor- 
ate machine  which  may  eventually  be  available  in 
some  of  the  larger  hospitals  and  medical  schools  if 
desired. 

Socialized  medicine  is  the  topic  of  most  serious 
thought  among  us.  We  have  very  little  desire  to 
continue  the  regimentation  that  any  state  service 
entails,  after  the  war  is  won. 

The  doctors  of  Stockton  have  been  very  coopera- 
tive with  my  service,  lending  instruments  when 
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needed,  and  securing  beds  for  our  civilian  hospital 
cases,  as  well  as  reminding  us  of  Hartford.  Dr.  A.  L. 
Van  Meter,  who  has  long  been  established  here, 
interned  in  the  Hartford  Hospital. 

rhe  13th  Annual  Mid-Winter  Clinical  Conven- 
tion in  Ophthalmology  and  Otolaryngology  held 
in  Lo:i  Angeles  was  a bright  spot  for  many  of  us  in 
service.  While  I did  not  meet  anyone  from  Con- 
necticut there,  I enjoyed  the  intellectual  stimulation 
and  the  western  hospitality.  The  California  medical 
schools  expect  to  offer  refresher  courses  to  those  in 
the  service  when  the  war  is  over.  Of  course  there 
will  be  a scarcity  of  clinical  material,  and  the  larger 
hospitals  throughout  the  country  should  be  able  to 
fill  that  gap  if  plans  can  be  formulated. 

From  Paul  P.  Duzmati,  Bridgeport 

(V-Mail) 

Somewhere  in  England 
26  Jan.  ’44. 

Many  thanks  for  the  December  1943  edition  of 
the  Connecticut  State  Medical  Journal.  I have 
received  your  issue  tonight,  and  have  been  happy 
to  read  about  the  Connecticut  m.d.  in  war.  Please 
forward  further  copies  to  this  front. 

Yours, 

P.  Duzmati,  1st  Lt.  MC 


War  Medicine:  Vol.  5,  No,  1,  January  1944 

With  this  issue  War  Medicine  begins  its  fourth 
year.  For  two  years  it  was  published  as  a hi  monthly, 
but  since  January  1943  it  has  appeared  monthly.  It 
has  undoubtedly  filled  a real  need  in  current  medi- 
cal literature  and  should  provide  valuable  references 
for  the  future.  The  current  issue  seems  smaller  than 
many  of  its  predecessors  but  it  does  not  lack  in  inter- 
est to  the  reader.  Dysentery  is  discussed  in  two 
articles,  one  on  the  bacillary  type  from  an  analysis 
of  251  cases  in  an  Army  Camp  by  Major  John  W. 
Adams,  Jr.,  the  other  on  the  amebic  type  being  one 


of  a series  of  studies  on  endomoeba  histolytica  by 
Shih  Lu  Chang,  m.d.,  Dr.  P.  H.  Cambridge,  Mass. 

The  most  timely  article  is  probably  the  one  on 
“Causes  of  Pain  in  Feet  After  Prolonged  Immersion 
in  Cold  Water,”  by  Commander  James  C.  White, 
MC— USNR,  and  Lieutenant  Commander  Shields 
Warren,  MC— USNR.  Many  casualties  from  this 
disability  have  been  under  treatment  since  Pearl 
Harbor.  Captain  Mason  Trowbridge,  Jr.,  MC— AUS, 
discusses  “Value  and  Shortcomings  of  the  Cultural 
Method  in  the  Diagnosis  of  Gonorrhea.”  There  is  a 
short  but  interesting  article  on  “Psychoses  in  Officers 
in  World  War  II”  by  Addison  M.  Duval,  m.d., 
Senior  Medical  Officer,  St.  Elizabeths  Hospital, 
Washington,  D.  C. 

Dr.  Brenner  of  Boston  presents  an  excellent  re- 
view of  the  recent  literature  on  injuries  to  peripheral 
nerves.  1 here  is  a short  article  on  the  changes  in 
plasma  albumin  and  globulin  in  experimental  burns 
from  the  Department  of  Surgery,  Washington 
University  Medical  School,  and  Barnes  Hospital,  St. 
Louis.  Captain  Robert  Huberta,  Sanitary  Corps, 
AUS,  offers  “A  Simple  Rapid  Test  for  Detection  of 
Sulfonamide  Compounds  in  Urine.”  Abstracts  from 
Current  Literature  and  two  book  reviews  complete 
the  issue. 


Food  Value 

It  is  stated  that  the  French  government  has  a 
psychological  motive  in  preventing  the  production 
of  better  and  more  appetizing  bread  for  its  people. 
Better  bread  would  increase  the  appetite  for  bread 
and  thereby  create  new  black  markets. 

Food  in  Europe 

In  1943  the  Germans  took  from  France  over  one- 
fourth  of  the  supply  of  vegetable  oils  imported  from 
North  Africa  and  over  200,000  tons  of  meat.  Since 
they  have  made  similar  demands  this  year,  the 
French  will  find  it  difficult  to  maintain  health  on 
their  meager  rations  of  2 !4  ounces  of  fat  and  4^ 
ounces  of  meat  a week. 


necticut. 


(See  PAGE  2) 


MARCH,  NINETEEN  HUNDRED  AND  FORTY-FOUR 


185 


WARTIME  CONFERENCE  ON  SCHOOL  HEALTH  EDUCATION 


npHE  State  Department  of  Education  and  The  Con- 
necticut  Tuberculosis  Association  together 
sponsored  a statewide  Wartime  Conference  on 
School  Health  held  in  Hartford  on  January  18.  Dr. 
Joseph  I.  Linde,  president  of  the  Tuberculosis  Asso- 
ciation, and  Dr.  Alonzo  G.  Grace,  commissioner  of 
education,  presided  at  the  two  sessions  of  the  con- 
ference. The  principal  speakers  were  Dr.  George  M. 
Wheatley,  assistant  medical  director  of  The  Metro- 
politan Life  Insurance  Company,  and  Dr.  C.  E.  A. 
Winslow,  professor  of  public  health  at  Yale  Uni- 
versity School  of  Medicine.  About  400  people  were 
attracted  by  the  program. 

MOTIVATING  FACTORS  IN  HEALTH  EDUCATION 

At  the  afternoon  session  Dr.  Wheatley,  who  was 
formerly  an  intern  at  the  Hartford  Hospital,  spoke 
on  “Educational  Implications  of  the  School  Health 
Program.”  He  emphasized  the  fact  that  this  war 
presents  an  opportunity  and  a challenge  to  health 
educators,  the  challenge  being  to  use  this  opportu- 
nity to  discover  how  and  why  people  learn,  and  to 
improve  our  methods  and  techniques  in  health  edu- 
cation. In  war  or  peace  too  frequently  some  other 
factor  not  employed  in  our  health  education  tech- 
nique provides  the  spark.  According  to  Dr.  Wheat- 
ley  this  riddle  of  learning  may  be  uncovered  by 
studying  the  child’s  24  hour  day.  The  child’s  eating 
and  sleeping,  his  work  and  play,  his  habits  of  cleanli- 
ness and  rest,  in  short,  what  he  thinks  and  what  he 
does— all  those  elements  which  govern  the  child’s 
daily  living  should  be  searched  for  teachable 
moments.  The  need  for  this  kind  of  educational 
approach  is  greater  than  ever  today  because  of  part- 
time  employment,  juvenile  delinquency,  the  less- 
ened stability  and  the  greater  tensions  in  children’s 
lives.  Health  education  should  have  its  roots  in  the 
child’s  dynamic  experiences  in  the  school,  the  home, 
and  the  community. 

OPPORTUNITIES  IN  SCHOOL  FOR  HEALTH  TEACHING 

Dr.  Wheatley  called  attention  to  many  school 
situations  which  possess  opportunities  for  health 
teaching,  in  particular  the  school  medical  examina- 
tion and  the  school  lunch.  To  achieve  the  educa- 
tional implications  in  the  medical  examination,  physi- 
cian, nurse,  and  teacher  must  plan  the  procedure  as  a 
learning  experience  for  the  child  and  the  parent. 


The  parent  should  always  be  present  at  the  examina- 
tion. The  school  lunch,  complicated  as  its  adminis- 
tration is  today,  has  important  opportunities  for 
health  education  since  the  nutrition  program  can 
link  the  school  and  community  with  the  home.  Dr. 
Wheatley  believes  that  if  we  are  to  create  an  en- 
vironment in  which  children  can  develop  habits  of 
work,  play  and  self  care,  and  have  ample  opportu- 
nity to  practice  them  with  satisfaction  now  as  well 
as  in  later  life,  it  is  necessary  for  parents  to  partici- 
pate in  the  school  program,  teachers  in  the  home 
program,  and  there  must  be  a community  conscious- 
ness on  the  part  of  all. 

PROBLEM  OF  SOCIAL  HYGIENE 

In  commenting  on  the  urgency  for  education  in 
social  hygiene  by  the  schools,  Dr.  Wheatley  called 
attention  to  the  increase  in  reported  cases  of 
venereal  disease  among  students  in  Hartford.  In  1941 
two  cases  of  syphilis  in  students  were  reported;  in 
1942,  eight  cases.  This  represents  an  increase  of  300 
per  cent  for  this  group  compared  to  an  approximate 
25  per  cent  increase  for  the  city  as  a whole.  The 
same  trend  has  appeared  in  other  cities.  The  prob- 
lem of  education  in  social  hygiene  must  be  ap- 
proached with  great  delicacy  and  understanding  and 
unquestionably  calls  for  the  cooperation  of  home, 
school,  and  community  for  effective  solution.  Here 
again  the  approach  must  be  one  of  preparation  for 
the  future  as  well  as  for  present  day  living.  In  the 
words  of  Dr.  Wheatley,  “Here  again  is  an  opportu- 
nity for  health  education,  not  only  to  find  improved 
methods  but  to  study  and  isolate  the  basic  elements 
of  an  obviously  teachable  moment.” 

WHAT  HEALTH  EDUCATION  IS 

I he  guest  speaker  of  the  evening  session  was  Pro- 
fessor Winslow,  his  subject  “Social  Significance  of 
the  School  Elealth  Program.”  Dr.  Winslow  called 
attention  to  the  fact  that  in  the  future  we  shall  strive 
not  alone. to  keep  our  mortality  rate  low  but  to  im- 
prove our  health,  as  William  James  said  that  “merely 
to  live,  move,  and  breathe  should  be  a delight.”  He 
appealed  for  constructive  medicine,  medicine  that 
will  be  actuated  by  the  upbuilding  of  health  and  not 
merely  by  protection  against  specific  diseases.  The 
health  educator  has  the  difficult  task  of  convincing 
the  public  that  no  society  is  healthy  when  a third  or 
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a tenth  of  the  nation  lacks  the  essential  decencies  of 
normal  life.  This  conception  that  we  are  all  parts  one 
of  another  must  be  realized  on  an  international  as 
well  as  a national  scale.  In  his  explanation  of  the 
meaning  of  the  term  “education,”  Professor  Wins- 
low contrasted  it  with  the  process  of  training  which 
develops  an  automatic  response,  whereas  education 
is  an  imaginative  and  a creative  process.  Discussing 
cooperative  action  in  the  peace  to  follow  this  war, 
Professor  Winslow  believes  the  only  possible  hope- 
ful answer  lies  in  the  fullness  of  education,  in  the 
development  of  education  to  the  point  one  has 
visualized  it  in  one’s  particular  field,  but  education 
- which  at  the  same  time  comprehends  the  entire  pic- 
ture of  man’s  life  and  his  relations  to  the  interna- 
tional environment,  the  world  in  which  he  lives. 
That  type  of  education  must  be  developed  which 
gives  a sense  of  the  fullness  of  personal  health  and 
the  fullness  of  communal  cooperative  living,  not 
just  as  an  idea,  a phrase,  but  actually  as  a compelling 
force  in  the  governance  of  the  motivation  of  man- 
kind. 

ELEMENTS  OF  APPROACH  TO  SCHOOL  HEALTH  PROGRAM 

The  approach  to  the  school  health  program 
should  be  broad  and  comprehensive  and  should  pro- 
vide a healthy  physical  environment,  including 
attention  to  such  problems  as  the  heating  and  light- 
ing of  the  schoolroom  and  the  provision  of  sanitary 
facilities.  This  program  should  also  provide  a whole- 
some emotional  environment,  including  the  arrange- 
ment of  the  curriculum  and  the  development  of 
disciplinary  systems  and  the  selection  and  prepara- 
tion of  teachers  in  such  a way  as  to  accord  with  the 
principles  of  mental  hygiene,  which  are  in  essence 
the  principles  of  modern  pedagogy.  There  should 
be  a carrying  forward  of  a consistent  and  coordi- 
nated program  of  teaching  in  the  classroom  with  an 
emphasis  on  motivation  for  healthy  living  as  well  as 
the  knowledge  of  the  basic  laws  on  which  such 
healthy  living  must  be  founded.  A program  of 
physical  education  should  be  developed  to  prepare 
the  individual  for  the  development  of  his  muscles 
and  his  personality,  and  for  community  coopera- 
tion. There  should  be  provision  in  such -a  school 
health  program  of  health  services  for  the  detection 
of  physical  and  emotional  handicaps  in  individual 
children,  and  the  setting  up  of  machinery  for  the 
correction  of  such  defects.  All  these,  according  to 
Dr.  Winslow,  should  be  knit  into  one  coordinated 
and  comprehensive  program  for  the  development  of 
knowledges  and  attitudes  which  will  make  for  physi- 


cal, mental  and  social  health  in  the  community  of 
the  future. 

Following  Dr.  Wheatley’s  address  at  the  after- 
noon session  there  were  four  group  conferences  pre- 
sided over  by  experts  in  each  field  of  thought.  The 
discussion  at  these  sectional  meetings  is  herewith 
summarized,  and  in  addition  there  is  offered  a com- 
posite of  thoughts  expressed  in  all  four  of  the  groups, 
prepared  by  Mr.  Fred  D.  Wish,  Superintendent  of 
Schools,  Flartford. 

SOCIAL  HYGIENE 

This  program  might  be  outlined  as:  what  is  social 
hygiene  teaching;  can  we  do  it;  who  should  teach  it; 
when  and  where?  The  answers  might  be:  social 
hygiene  teaching  is  teaching  of  sex  facts  rather  than 
prevention  of  venereal  disease;  we  can  do  it  only  if 
we  are  sure  that  it  will  be  acceptable  to  and  ap- 
proved by  the  public  which  we  serve;  it  should  be 
taught  in  school  because  it  cannot  be  done  effective- 
ly elsewhere;  the  teaching  should  start  early  and 
extend  through  the  courses  in  the  teachers  college. 

The  distinction  was  made  early  between  the 
teaching  of  sex  and  the  prevention  of  social  diseases. 
Confusion  and  unwillingness  to  accept  the  broader 
program  frequently  mars  intelligent  consideration 
of  either. 

In  the  schools,  the  contribution  is  in  the  teaching 
of  sex  facts,  attitudes  and  ideals.  Great  as  are  the 
difficulties,  this  can  be  done  most  effectively  in  the 
schools.  Parents  are  failing  and  physicians  do  not 
know  the  teaching  procedure.  Such  instruction  must 
start  before  the  child  reaches  high  school  age.  This 
material  should  be  taught  in  a matter  of  fact  way, 
unexcitedly,  as  a part  of  the  whole  health  instruc- 
tion, not  as  a thing  apart.  The  schools  have  not  done 
as  much  as  they  could.  In  fact  such  possibilities  as  we 
might  have  had  have  been  lost  through  omission  of 
valuable  material  even  in  the  physiology  course.  It 
is  difficult  for  the  classroom  teacher  to  teach  this. 
She  certainly  will  not  do  it  unless  she  is  sure  that 
the  public  approves  such  teaching.  There  must  be 
much  more  pre-service  and  in-service  preparation. 
A Teachers  College  physician  indicated  that  in  at- 
tempting to  prepare  teachers  for  this  task  he  had  to 
start  against  a colossal  background  of  ignorance  even 
with  Teachers  College  juniors. 

It  was  noted  repeatedly  that  such  instruction  “is 
full  of  dynamite,”  “a  hot  potato.”  But  progress  in 
acceptance  is  being  made.  At  least  sex  and  disease 
prevention  can  be  talked  and  written  about  public- 
ly. It  was  reported  that  the  American  Fedehation  of 
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Labor  at  its  annual  national  conference  urged  every 
member  and  his  family  to  have  blood  tests.  Venereal 
diseases  may  now  be  mentioned  in  the  press.  The 
fact  that  this  discussion  can  take  place  in  a large  edu- 
cational meeting  indicates  that  full  support  of  such 
instruction  is  not  far  off.  Ten  states  were  reported 
as  having  good  programs  of  sex  education,  but  Con- 
necticut is  considered  backward  and  indifferent. 

The  group  voted  to  request  the  State  Board  of 
Education  to  initiate  a program  of  instruction  pre- 
senting personal  hygiene  including  sex  education  for 
all  grade  levels  through  the  Teachers  Colleges,  seek- 
ing the  cooperation  of  the  State  Department  of 
Health,  State  Nurses  Association,  State  Teachers 
Association,  State  Superintendents  Association,  State 
Secondary  School  Principals  Association,  State  Par- 
ent Teacher  Association,  and  church  leaders,  and 
presenting  the  course  through  and  under  the  direc- 
tion of  the  local  boards  of  education  and  school 
authorities. 

CURRICULUM  PROVISIONS  FOR  HEALTH  TEACHING  IN 
JUNIOR  AND  SENIOR  HIGH  SCHOOLS 

As  a quick  summary,  this  group  seemed,  at  least 
by  absence  of  criticism,  satisfied  that  within  too 
much  limitation  a pretty  good  job  is  being  done,  but 
much  more  attention,  credit,  equipment,  and  time 
should  be  given  to  it.  In  fact,  the  group  insisted  that 
there  should  be  much  more  infiltrated  teaching  in 
present  school  subjects  with  a coordinator  to  see 
that  it  is  included  and  taught,  and  at  the  same  time 
there  should  be  special  courses  in  health  as  an  in- 
dependent subject. 

The  lack  of  public  interest  and  support  of  health 
education  was  noted,  but  hope  was  expressed  that 
increased  emphasis  due  to  the  war  would  carry  over 
to  a permanent  improvement. 

The  chairman  presented  an  excellent  outline  of 
possible  content.  [If  interested,  write  Paul  D. 
Collier,  State  Department  of  Education,  for  the  sum- 
mary based  on  Nebraska  Bulletin  No.  9,  December 
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Home  nursing,  education  on  the  effect  of  liquor 
and  narcotics,  and  various  other  details  were  dis- 
cussed without  concrete  recommendation. 

Again  the  necessity  of  better  training  of  the  regu- 
lar classroom  teacher  for  health  education  was 
stressed. 

NUTRITION 

That  nutrition  is  rapidly  gaining  increased  recog- 
nition, ahead  of  other  factors  in  health  education, 


was  evident  from  the  wealth  of  material  and  expe- 
rience presented  by  this  group.  However,  it  was  also 
unhappily  evident  that  this  is  being  accomplished 
against  limitation  of  regular  and  class  time.  In  too 
many  cases,  the  activity  has  to  be  carried  on  as  an 
“extra,”  outside  of  the  regular  school  program  and 
hours.  Fortunately  for  those  involved  this  increased 
the  enthusiasm  and  acceptance. 

Nutrition  education  had  been  given  great  impetus 
by  war  conditions  and  the  Washington  conference. 
An  excellent  program  for  the  elementary  schools  has 
been  prepared  by  the  State  Nutrition  Committee 
and  a high  school  course  is  being  prepared.  [If  inter- 
ested, write  the  State  Department  of  Education  for 
“A  Program  of  Nutrition  Education  in  the  Element- 
ary School”  published  in  March  1943.]  A federal 
program  on  the  same  subject  was  presented  and 
discussed.  This  program  is  titled  “Nutrition  Educa- 
tion in  the  Elementary  Schools”  prepared  by  the 
Federal  Security  Agency,  U.  S.  Department  of  Edu- 
cation, in  cooperation  with  the  U.  S.  Department 
of  Agriculture,  Food  Distribution  Administration, 
U.  S.  Government  Printing  Office. 

An  experimental  program  found  effective  in  the 
Henrv  Barnard  Junior  High  School  in  Hartford  was 
described.  [For  an  outline,  write  Aliss  Agnes  Gorse 
at  that  school.]  Another  effective  experiment  is 
going  on  as  an  after  school  program  in  New  Britain 
High  School. 

The  effectiveness  of  the  school  lunch  if  accom- 
panied by  classroom  guidance  and  instruction  was 
noted.  On  the  negative  side,  it  was  stated  that  in  one 
high  school  cafeteria  the  favorite,  unguided,  lunch 
was  potato  chips  and  fruit-aide  (“pop”).  This  is  a 
long  cry  from  the  type  of  balanced  lunch  which  Dr. 
Wheatley  had  mentioned  earlier  in  the  afternoon 
and  which  is  being  attempted  where  the  lunch  is 
made  an  instructional  experience! 

MENTAL  HEALTH 

Dr.  George  Ross  Wells  proved  to  be  an  excellent 
resource  specialist  as  well  as  an  excellent  chairman  in 
the  group  on  mental  hygiene.  That  this  group  was 
about  twice  the  size  of  any  other  indicated  recogni- 
tion of  the  problem  in  these  upset  times. 

What  is  a mentally  healthy  adult?  His  emotions 
do  not  vary  greatly  without  adequate  cause.  He 
distinguishes  between  thinking  and  feeling.  He  is  de- 
void of  compulsions  which  are  unreasoning,  capable 
of  earning  his  own  living,  and  makes  and  maintains 
satisfying  social  contacts. 
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The  school  can  contribute  to  the  mental  health 
of  the  adult  because  it  reaches  the  child  at  a suscep- 
tible age,  has  contact  with  him  for  a large  part  of 
the  active  day,  and  is  a social  institution  with  a legal 
status  and  strong  social  support. 

What  are  the  mental  hygiene  problems  of  school 
children?  Lack  of  security,  feeling  that  he  does  not 
belong  to  the  family  group,  lack  of  attention  within 
the  family  and  outside  groups. 

How  does  this  appear  in  the  school?  Extreme  shy- 
ness, extreme  inattention,  rowdyism  and  antisocial 
behavior;  extreme  disinterest  in  school  work; 
fatigue;  tendency  to  alibi  over  much;  marked  racial 
and  religious  prejudices. 

How  can  the  school  help?  The  greatest  help 
comes  through  the  personality  of  the  teachers:  their 
own  mental  hygiene  is  contagious  for  better  or  for 
worse.  Quiet,  firm  control  and  discipline  was  recog- 
nized by  all  discussants  as  the  most  important  fac- 
tor. Social  experiences  sponsored  by  the  school  can 
fill  the  gap  in  the  private  life  of  the  individual  pupil. 

A COMPOSITE 

The  preceding  present  the  woof  of  the  fabric  of 
those  conferences,— the  many  details  of  content  and 
technique  which  make  up  health  education.  Run- 
ning through  these  four  conferences  there  seemed 
to  be  four  warp  threads  on  which  the  strength  of 
the  fabric  depends. 

i . The  need  for  teachers  with  better  training , bet- 
ter understanding , wore  initiative  and  imagination. 

Health  is  relatively  new  in  the  concept  of  public 
education.  It  came  with  the  concept  that  this  thing 
called  education  is  supposed  to  do  something  to  the 
youngster,  his  attitudes,  emotions,  life.  It  it  not  suffi- 
cient merely  to  give  him  necessary  knowledge. 

As  in  some  of  these  newer  concepts,  there  seemed 
to  be  an  opinion  that  teacher  training  institutions 
are  not  doing  the  job  expected.  There  is  too  much 
lag  between  what  the  educational  leaders  tell  the 
public  schools  should  be  taught  and  the  preparation 
of  teachers  to  do  it. 

I here  is  also  too  little  attention  given  by  the 
superintendents  and  boards  of  education  to  ability 


along  these  lines  when  teachers  are  selected.  Teach- 
er training  and  teacher  selection  are  still  too  com- 
pletely dominated  by  the  scholarship,  subject  matter 
abilities  factor. 

2.  The  need  for  better  public  and  parental  support 
and  understanding. 

All  of  these  conferences  were  intensely  concerned 
with  the  qualitative,  “how  well  it  is  done,”  rather 
than  the  quantitative,  “what  does  the  printed  pro- 
gram say”  factor.  This  is  professional  thinking.  The 
public  when  it  disburses  funds  and  the  parent  when 
he  evaluates  the  effect  of  the  school  on  his  child 
must  be  led  to  take  the  same  professional  viewpoint. 
Incidentally,  with  teachers,  parents  and  public  this 
viewpoint  will  avoid  many  controversies  over  petty 
points  of  procedure.  Much  such  discussion  is  useless 
for  there  is  no  technique  universally  accepted  for 
all  situations. 

T In  health  education  even  move  than  in  other 
fields , the  entire  school  life  of  the  pupil  must  con- 
tribute. 

It  is  of  little  value  to  teach  sanitation  if  the  school 
does  not  provide  means  of  personal  cleanliness. 
Nutrition  instruction  is  weakened  if  the  school  lunch 
does  not  offer  eatable  examples.  Moreover,  emphasis 
is  needed  on  teaching  which  will  extend  the  influ- 
ence to  breakfast  before  school,  dinner  or  supper 
after  school,  a family  and  social  life  which  will  main- 
tain a mental  health  outside  of  school  hours,  etc. 
Schools  can  do  much  more  than  they  are  now  doing- 
through  conferences  with  and  even  messages  to 
parents.  As  a recognized  and,  in  general,  accepted 
social  institution  for  dealing  with  children,  the  sug- 
gestions of  the  school  are  given  more  attention  than 
most  of  us  realize. 

4.  What  they  do  counts , what  they  know  is  only 
part  way  to  the  desired  result. 

Subject  matter,  yes!  One  cannot  form  the  correct 
basis  for  action  if  he  is  not  informed.  But  the  inter- 
est in  further  knowledge,  the  social  and  individual 
attitudes,  and,  above  all,  the  mental  and  physical 
activities  and  habits  are  the  real  test  of  the  effective- 
ness of  health  education. 

Stanley  B.  Weld 


^ Ol  CANT  GO  VERONG Treatment  of  such  common  skin 

lesions  as  verrucae,  angiomas,  clavi,  keratoses,  etc.,  is  made  simple  and  sure  with 
the  Specialties  Dry  Ice  Apparatus.  The  CO2  snow,  confined  within  tip  of 
Specialties  Applicator,  is  pressed  against  the  lesion.  It  is  as  simple  as  that! 
Available  at  I he  Professional  Equipment  Company,  36  Howe  Street,  New 
Haven,  Connecticut. 


(See  PAGE  2) 
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COMMITTEE  ON  INDUSTRIAL  HEALTH 
C.  Frederick  Yeager,  m.d..  Chairman,  Bridgeport 


James  H.  Biram,  Hartford 
Harold  J.  Curran,  Waterbury 
Thomas  J.  Danaher,  Torrington 
John  N.  Gallivan,  East  Hartford 
Cole  B.  Gibson,  Meriden 
Albert  S.  Gray,  Hartford 


Martin  I.  Hall,  Bristol 
Robert  P.  Knapp,  South  Manchester 
Arthur  B.  Landry,  Hartford 
Joseph  A.  LaPalme,  Putnam 
Eugene  F.  Meschter,  Stamford 
Elliott  IT  Metcalf,  Rockville 
John  R.  Paul,  New  Haven 


William  H.  Ryder,  New  Haven 
C.  John  Satti,  New  London 
Richard  O’B.  Shea,  Bridgeport 
Paul  W.  Vestal,  New  Haven 
Benedict  N.  Whipple,  Bristol 
William  E.  W rang,  Middletown 
Ellwood  C.  Weise,  Bridgeport 


GYNECOLOGICAL  EXAMINATIONS  IN  INDUSTRY 

Forrest  D.  Gibson,  m.d.,  Hartford 


The  Author.  Medical  Supervisor,  Hamilton  Stand- 
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TVT ow  that  there  are  more  than  15  million  women 
employed  in  industry1  it  is  more  important 
than  ever  before  that  they  be  examined  and  classified 
according  to  their  abilities  to  work  without  suffer- 
ing undue  physical  impairment.  The  number  of 
married  women  employed  has  steadily  increased. 
A large  proportion  of  these  women  have  had  chil- 
dren with  the  result  that  they  have  pelvic  disorders 
of  such  types  and  degrees  as  to  make  them  even 
greater  employment  risks  than  is  the  case  for  non 
parous  women.  The  importance  of  devoting  more 
careful  attention  to  the  placement  of  these  women 
on  safe  jobs  cannot  be  overemphasized.  It  would 
seem  then  that  more  attention  could  well  be  devoted 
to  gynecological  problems  in  the  preplacement 
physical  examination  programs. 

A majority  of  the  articles  pertaining  to  gynecol- 
ogy in  industry  have  contained  only  general  recom- 
mendations. The  results  of  only  a few  detailed 
gynecological  examinations  in  industry  have  been 
published.  Bradbury  and  Evans2  made  a study  of 
135  employees  who  presented  gynecological  com- 
plaints, and  these  investigators  recognized  the  im- 
portant aggravating  influence  of  industrial  work 
upon  pelvic  pathology.  All  except  five  of  their  cases 
had  pelvic  pathology  prior  to  employment.  Pom- 


merenke3  recommended  periodic  examinations  of 
women  with  regard  to  gynecological  symptoms  and 
findings.  Hesseltine,4  in  the  committee  report  on  the 
health  of  women  in  industry  for  the  Section  on 
Obstetrics  and  Gynecology  of  the  American  Medi- 
cal Association,  stated  that  pre-employment  pelvic 
examinations  were  of  value,  in  connection  with 
other  examinations,  as  bases  for  recommendations 
concerning  proper  job  placement.  Tie  further 
recommended  examinations  for  cystocele  and  recto- 
cele  in  parous  patients  near  or  after  the  menopause. 

In  the  United  Aircraft  Corporation,  a great  many 
of  the  jobs  require  various  types  of  lifting.  For  this 
reason  it  was  decided  in  October,  1942,  that  pre- 
placement pelvic  examinations  would  be  offered  to 
parous  women  whose  work  would  require  them  to 
lift  weights  greater  than  fifteen  pounds.  The  objec- 
tives of  this  procedure  were  to  learn  whether  or 
not  the  applicants  would  raise  any  objections  to  this 
type  of  examination  and  whether  or  not  pelvic  ex- 
aminations would  be  of  value  in  the  preplacement 
examination  program. 

Prior  to  this  study  there  had  been  a few  cases  of 
women  with  pelvic  pathology  who  took  the 
machine  operator’s  trainee  course  for  several  weeks 
only  to  learn  later  that  they  were  unable  to  do  the 
lifting  required  in  the  operation  of  their  machines 
and  consequently  had  to  be  transferred  to  lighter 
work.  These  mistakes  in  proper  preplacement  selec- 
tion involved  considerable  loss  of  time  and  expense 
which  might  have  been  avoided  had  the  workers 
received  pelvic  examinations  before  beiny  selected 
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for  the  training  courses.  Numerous  other  instances 
have  been  experienced  where  female  employees 
seemed  to  have  suffered  as  a result  of  being  placed 
upon  the  types  of  jobs  for  which  physical  fitness 
could  not  be  adequately  evaluated  without  pelvic 
examination.  Although  the  incidence  of  these  dis- 
orders was  not  believed  to  be  inconsistent  with  that 
to  be  found  in  other  types  of  industries,  it  did  appear 
obvious  that  pelvic  examinations  would  have  better 
enabled  proper  preplacement  evaluation  of  their 
physical  fitness  and,  consequently,  the  prevention 
of  many  of  these  disorders. 

Because  of  the  large  number  of  applicants  exam- 
ined during  the  period  (approximately  13,000  men 
and  13,000  women),  the  gynecological  examinations 
were  limited  to  married  females  who  had  had  chil- 
dren or  gave  histories  suggestive  of  pelvic  pathology 
and  were  being  examined  for  work  requiring  some 
lifting.  The  primary  interest  was  in  the  presence  of 
cystocele,  rectocele,  or  uterine  prolapse,  the  pres- 
ence of  any  one  of  which  would  justify  light  work 
being  recommended  to  the  employment  supervisor. 
This  type  of  interest  was  considered  to  be  doubly 
important  because  many  of  the  applicants  were 
being  considered  for  training  in  school  where  they 
would  receive  a five  to  six  weeks’  course  of  instruc- 
tion on  machine  operation. 

All  the  gynecological  examinations  were  made  by 
the  writer.  Preliminary  selection  of  the  women  for 
examination  was  made  by  reviewing  the  general 
physical  examination  records  and  eliminating  those 
giving  negative  histories  of  pregnancies  or  pelvic 
pathology.  Of  the  married  women  who  had  had 
children  and/or  gave  histories  indicative  of  pelvic 
pathology,  those  selected  for  examination  were  ap- 
proached on  the  subject.  A total  of  410  women  were 
offered  the  service,  and  only  three  refused  to  accept 
it. 

GYNECOLOGICAL  FINDINGS 

The  gynecological  findings  on  the  407  women 
examined  are  presented  in  the  accompanying  table. 
These  women  represented  approximately  27  per 
cent  of  the  parous  female  applicants  receiving  gen- 
eral preplacement  examinations  during  the  period 
covered  by  the  study.  Only  143  or  35.1  per  cent 
presented  no  disorders  worthy  of  note. 

The  264  women  found  to  have  pelvic  pathology 
had  326  defects  or  1.25  per  person.  The  type  of 
defects  and  percentages  involved  are  presented  in 
following  table: 


EXAMINATION  FINDINGS  NUMBER  PER  CENT 


T otal  Examinations 

Number  with  no  significant  pathology 
Number  with  significant  pathology 

407 

'43 

264 

100.0 

35-' 

64.9 

PER  CENT 
OF 

NUMBER  EXAMINATIONS 

PER  CENT 
OF 

DEFECTS 

Classification  of  326  Defects: 

Cervicitis 

165 

4° -5 

50.6 

Cystocele,  Rectocele,  or 
Prolapsed  Uterus 

1 2 5 

30.7 

38.3 

Pregnancy 

'3 

3-2 

3-9 

Salpingitis 

8 

2.0 

2-5 

Carcinoma  (suspected) 

8 

2.0 

2 -5 

Myoma  LTeri 

7 

i-7 

2.2 

1'he  prevalence  of  cervicitis  was  40.5  per  cent  of 
the  women  examined.  This  represented  50.6  per 
cent  of  the  total  defects.  This  high  incidence  was 
probably  due  to  the  number  of  parous  women  exam- 
ined. These  patients  with  cervicitis  were  all  advised 
to  see  their  private  physicians  for  treatment.  They 
were  not  deferred,  but  were  allowed  to  work  while 
this  care  was  being  received.  T he  presence  of  cervi- 
citis can  cause  backache,  and  usually  causes  leucor- 
rhea.  An  infected  cervix  is  a focus  of  infection,  and 
leucorrhea  can  be  a factor  in  lowering  the  morale 
of  a worker. 

There  was  a large  incidence  of  cystocele,  recto- 
cele, and/or  descensus  uteri  (30.7  per  cent).  This 
number  was  approximately  one-third  of  all  the 
women  given  pelvic  examinations,  and  represents 
38.3  per  cent  of  the  total  defects.  It  was  recom- 
mended that  a majority  of  these  women  not  lie 
allowed  to  work  on  machines.  They  were  required 
to  sign  waivers.  (In  Connecticut,  whenever  any 
person  desiring  employment  has  a physical  defect 
which  imposes  upon  his  employer  a hazard,  it  is 
permitted  that  the  person  sign  a waiver  of  any  rights 
to  compensation  for  any  personal  injury  arising  out 
of  and  in  the  course  of  employment  which  may  be 
attributable  in  a material  degree  to  such  physical  de- 
fect.) The  recommendations  to  the  employment 
supervisor  were  that  women  with  such  defects  be 
given  either  sitting  jobs  or  work  not  requiring  the 
lifting  of  more  than  fifteen  pounds.  T hereby,  these 
female  applicants  were  handled  in  the  same  way  as 
male  applicants  with  actual  herniae.  Thirteen  of  the 
applicants  were  found  to  be  pregnant,  and  one  of 
these  was  hired  for  a three  months’  period  of  time 
in  the  office.  The  others  were  not  taken  for  factory 
work. 
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The  incidence  of  myoma  uteri,  as  w-ell  as  salpin- 
gitis, \\as  about  what  one  would  expect.  For  the 
women  having  salpingitis,  light  work  was  recom- 
mended. All  of  these  cases  were  chronic,  and  were 
recommended  for  employment  if  the  blood  sedi- 
mentation rates  were  normal.  There  were  eight  cases 
with  cervical  lesions  that  grossly  resembled  car- 
cinomas. These  women  were  not  allowed  to  work 
until  carcinoma  was  ruled  out  by  their  own  physi- 
cians. 

DISCUSSION 

A majority  of  the  applicants  were  pleased  with 
the  examinations.  They  felt  that  management  was 
taking  a real  interest  in  their  welfare  as  individuals 
and  was  trying  to  safeguard  their  health  by  placing 
them  on  jobs  suited  to  their  physical  limitations. 

In  view  of  the  above  findings,  it  is  considered  just 
as  important  to  do  a pelvic  examination  of  a parous 
applicant  as  to  examine  a male  for  hernia.  In  the 
United  Aircraft  Corporation,  the  incidence  of 
hernia  among  males  is  15  per  cent.  The  examina- 
tions afford  an  excellent  opportunity  to  direct  the 
patients  who  have  unrevealed  gynecological  path- 
ology to  seek  treatment.  Otherwise,  some  of  these 
cases  might  be  overlooked.  It  is  needless  to  point 
out  that  pelvic  pathology  is  a common  cause  of 
chronic  backache.  In  due  time  these  workers  with 
pelvic  disorders  might  be  spotlighted  as  being  af- 
fected by  heavy  lifting  and  therefore  become  com- 
pensable. 

On  the  basis  of  the  above  findings,  it  has  been 
decided  that  gynecological  examinations  will  be 
made  a prerequisite  for  employment  by  the  United 
Aircraft  Corporation  for  parous  women  whose  work 
will  entail  any  lifting  or  any  applicant  who  gives 
a history  suggestive  of  pelvic  pathology.  This  pro- 
gram w ill  also  include  interval  examinations.  Should 
the  applicant  object  to  being  examined  by  the  cor- 
poration physician  or  gynecologist,  she  will  be  re- 
quired to  be  examined  by  her  private  physician  and 
return  a report  of  his  findings.  The  following  routine 
has  been  found  successful  and  will  be  carried  out  by 
the  Medical  Department  of  the  corporation. 

The  history  and  general  physical  examination  are 
completed  in  the  usual  manner.  The  applicant  w ill 
then  be  told  by  the  nurse  or  physician  that,  since  the 
job  for  w hich  she  is  being  examined  involves  lifting 
or  other  strenuous  activity,  a pelvic  examination 
also  will  lie  necessary  in  order  to  properly  evaluate 
her  fitness  for  the  job.  When  explained  in  this  w ay, 
very  few  applicants  object.  The  patient  is  first  ex- 
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amined  for  cystocele,  rectocele,  and  the  vulva  is 
inspected.  If  there  is  a bulge  visible  at  the  outlet  of 
either  the  anterior  or  posterior  vaginal  walls,  or  any 
degree  of  descensus,  it  is  recommended  that  the 
applicant  do  no  work  requiring  lifting  of  more  than 
fifteen  pounds.  The  speculum  is  then  inserted,  and 
with  the  patient  straining,  any  descensus  of  the 
uterus  is  detected.  At  the  same  time  the  cervix  and 
vagina  are  inspected  for  pathology.  The  findings  are 
noted,  the  speculum  is  removed,  and  the  bimanual 
examination  is  done  to  determine  position,  size,  and 
contour  of  the  uterus,  and  adnexal  pathology  is 
noted.  If  the  patient  has  vaginitis  or  any  suspicious 
lesion  of  the  cervix,  or  other  pelvic  pathology,  in- 
cluding menorrhagia  and  metrorrhagia,  she  is  then 
deferred  from  work  until  she  can  show  that  she  is 
being  treated  by  her  private  physician.  If  pelvic- 
inflammatory  disease  is  found,  a blood  sedimentation 
rate  is  done  and  the  applicant  is  not  allowed  to  work 
until  the  sedimentation  rate  becomes  normal.  Follow 
up  interval  interviews  or  examinations  will  be  done 
in  order  to  determine  that  all  such  employees  are 
receiving  adequate  care  for  the  pathology  that  has 
been  discovered  and  for  the  care  of  which  they  were 
referred  to  private  physicians.  The  entire  gyneco- 
logical program  will  be  carried  out  under  the  super- 
vision of  a full  time  gynecologist  member  of  the 
corporation  medical  staff. 

SUMMARY 

1 . F our  hundred  and  seven  pre-employment  pelvic 
examinations  were  made  at  the  United  Aircraft  Cor- 
poration to  determine  whether  or  not  gynecological 
examinations  should  be  required  as  a prerequisite  for 
certain  types  of  employment. 

2.  A large  amount  of  pelvic  pathology  was  found 
and  has  been  discussed. 

3.  The  plan  adopted  at  the  United  Aircraft  Cor- 
poration for  Gynecology  in  Industry  has  been  pre- 
sented. 
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INDELICATELY  SPEAKING 

Edna  M.  Purtell 


A few  weeks  ago  the  War  Manpower  Committee 
of  the  Connecticut  War  Council  held  a meeting 
at  which  plans  for  future  recruitment  drives  for 
women  workers  were  discussed.  1 he  subject  was  of 
particular  interest  to  Commissioner  Danaher  in  view 
of  an  investigation  being  conducted  by  the  Depart- 
ment of  Labor  into  the  sanitary  facilities  for  women 
in  war  plants.  1 had  inspected  many  of  the  war  in- 
dustries in  Hartford,  Waterbury  and  New  Britain 
and  at  the  Commissioner’s  direction  attended  the 
meeting.  The  first  plan  of  action  accepted  by  the 
group  was  to  make  factories  more  attractive  to 
women  by  putting  them  in  a condition  comparable 
to  offices  and  stores  as  to  working  conditions.  After 
consideration  of  a report  on  some  of  the  conditions 
disclosed  by  the  Labor  Department  investigation  a 
sub  committee  of  the  War  Council  was  authorized 
“to  advise  with  Connecticut  manufacturers  and  their 
representative  organizations  in  regard  to  the  im- 
provement of  war  plants  in  such  a way  that  it  will 
be  conducive  to  more  production  through  the  use 
of  female  workers.” 

After  a period  of  more  than  a month  of  intensive 
investigations,  it  is  possible  to  sav  that  Connecticut 
manufacturers  have  taken  this  matter  seriously  and 
there  has  been,  generally  speaking,  a marked  im- 
provement in  working  conditions  in  many  factories. 
It  is  reasonable  to  assume  that  this  movement  toward 
improved  working  conditions  will  persist,  as  some 
delay  has  been  experienced  in  the  procurement  of 
necessary  materials.  Realizing  that  there  is  a distinct 
connection  between  labor  turnover,  poor  working- 
conditions,  absenteeism  and  other  enervating  influ- 
ences, manufacturers  know  that  it  is  to  their  own 
advantage,  as  well  as  the  workers,  to  provide  good 
sanitation. 

We  feel  good  facilities  for  women  are  especially 
important  now  because  it  is  from  the  recruited 
housewife  and  part  time  white  collar  worker  that 
protests  against  unsanitary  working  conditions  are 
being  registered  with  the  Labor  Department.  The 
complaints  usually  begin  in  the  form  of  a request 
such  as  “Can  you  refer  me  to  a war  plant  where 
there  are  decent  toilet  facilities?  I’m  a mother  with 


two  sons  in  the  service  and  I want  to  continue  in  war 
work.  There  are  no  doors  on  the  toilet  compart- 
ments where  I work  and  you  may  call  it  psycho- 
logical, but  the  lack  of  decent  privacy  has  actually 
become  a health  problem  with  me.”  Or,  “Please  do 
something  about  washing  facilities  in  our  factory. 
There  are  no  wash  sinks  in  our  toilet  room.  The  only 
ones  available  are  two  departments  away  and  we 
have  to  secure  permission  from  the  foreman  to  leave 
our  department.”  Dirt,  over-crowding,  absence  of 
dressing  rooms  are  other  grievances. 

Our  investigation  proved  a disturbing  number  of 
these  complaints  were  justified,  especially  in  the 
older  plants  where  sanitation  was,  to  put  it  mildly, 
decidedly  outmoded.  Just  as  the  modern,  hygienic 
installations  in  our  more  recently  built  factories  are 
significant  of  a recognition  of  labor’s  needs  in  this 
respect,  so,  in  these  ancient  structures,  some  dating 
back  60  and  70  years,  where  little  improvement  has 
been  made  in  the  original  provisions,  the  open  toilet 
bowls  in  cramped,  dingy  toilet  rooms,  the  anti- 
quated, rusty  washing  troughs  which  are  filled  with 
water  used  in  common  by  both  men  and  women, 
the  lack  of  towels,  hot  water  and  rest  rooms,  ade- 
quate maintenance  service,  all  represent  an  attitude 
toward  the  sensibilities  and  welfare  of  labor  that  is 
as  outdated  as  the  facilities  themselves.  The  simple 
fact  is  that  both  labor  and  management  have  been 
surprisingly  indifferent  to  this  phase  of  working- 
conditions.  In  these  plants,  industrial  hygiene  has 
not  kept  pace  with  other  labor-management  rela- 
tions. 

It  is  true  that  war  production  is  overtaxing  the 
facilities  of  many  of  our  industries.  The  replacement 
of  men  by  women  at  jobs  not  equipped  for  them 
and  to  which  it  is  expected  men  will  return,  has 
added  another  problem  to  the  multitude  besetting- 
management.  But  it  would  seem  that  a simple  recog- 
nition of  the  problem  as  such,  a more  intelligent 
approach  to  it  and  a little  better  planning  would 
help.  For  example,  while  a critical  lack  of  space 
might  be  the  reason  for  temporary  improvised 
dressing  rooms,  this  is  no  excuse  for  forcing  men  and 
women  to  share  them  and  especial ly  is  this  practice 
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objectionable  where  the  work  requires  a change  of 
clothing. 

That  some  conditions  can  be  corrected  now',  and 
often  are,  under  pressure  despite  priorities  and  short- 
age of  materials  is  evidenced  by  the  improvements 
which  have  been  made  but  unfortunately  improve- 
ment has  not  been  uniform.  For  example,  in  two 
instances  when  it  w7as  learned  that  a skin  infection 
was  becoming  a problem  among  women  working  in 
oil,  modern  facilities  and  matron  service  were  in- 
stalled in  the  departments  concerned  only,  and  not 
elsewhere. 

Despite  the  state  sanitary  code,  no  basic  standards 
are  observed  by  all  Connecticut  industries.  In  some 
plants,  privacy,  modern  wash  sinks,  hot  water,  paper 
towels  and  even  paper  seat  covers  are  regarded  as 
essentials  of  industrial  hygiene.  In  others,  manage- 
ment contends  that  lost  time  would  result  from 
screened  toilet  compartments  and  that  paper  towels 
would  add  to  the  disorder  for  which  the  workers 
themselves  are  responsible.  Vet,  in  these  same  fac- 
tories I have  seen  women  waiting  in  line  for  the 
protection  of  one  of  the  few  screened  toilets.  In  the 
plants  having  good  rest  rooms,  matron  service  is  the 
answer  to  the  usual  objection  that  this  facility  would 
encourage  loafing. 

As  a matter  of  fact,  supervised  rest  rooms  would 
reduce  absenteeism  among  women  who  are  obliged 
to  go  home  to  secure  the  hour  or  so  of  rest  usually 
necessary'  for  temporary  indisposition.  There  is 
something  to  be  said  for  management’s  claim  that 
the  workers’  carelessness  and  indifference  toward 
maintaining  sanitary  standards,  their  abuse  of  facil- 
ities provided  are  often  responsible  for  poor  condi- 
tions. More  than  one  large  war  plant  has  reported 
new  and  irreplaceable  installations  deliberately  de- 
stroyed or  plundered  Such  viciousness  is,  of  course, 
nothing  short  of  sabotage  and  should  be  so  looked 
upon  by  labor.  In  the  main,  however,  where  hygienic 
installations  are  accompanied  by  adequate  main- 
tenance, labor’s  response  is  cooperative  and  good 
housekeeping  is  the  order. 

Unfortunately,  top  management  seldom  gets  a 
close-up  view  of  the  more  intimate  details  of  factory 
life.  If  it  did  there  might  be  an  increase  in  the 
budget  and  more  enthusiasm  on  the  part  of  factory 
supervision  in  recommending  necessary  changes. 

War  production  has  increased  the  employment  of 
women  in  personnel  and  labor  relations,  many  of 
whom  are  intelligently  close  to  the  problems  of 
industrial  sanitation  and  quite  capable  of  adjusting 


them  but  they  lack  authority  to  cut  through  red 
tape  and  get  things  done. 

In  fairness  to  management,  it  must  be  pointed  out 
that,  with  the  total  concentration  on  war  produc- 
tion, top  management  has  had  many  things  to  think 
of.  Connecticut  industry  has  maintained  a reputation 
for  intelligent  operation  which  has  been  rightfully 
earned.  Now  that  the  facts  have  been  brought  to 
light  and  management  informed,  there  is  every 
expectation  that  a general  improvement,  already 
begun,  will  result  in  our  factories  being  healthier 
and  better  places  in  which  to  work. 


Why  Industrial  X-ray  Surveys 

The  reason  for  conducting  x-ray  surveys  in  in- 
dustry, a case  finding  procedure  now  receiving  great 
emphasis,  lies  in  the  nature  of  the  disease  itself. 
Tuberculosis  is  a communicable  disease  which  is 
spread  from  person  to  person.  It  also  is  a disease 
with  an  insidious  onset,  and  a person  may  have 
tuberculosis  and  be  capable  of  spreading  it  to  others 
without  knowing  it,  since  in  the  early  stages  of  the 
disease  little  or  no  symptoms  are  produced.  It  is 
usually  only  when  the  disease  has  advanced  and 
caused  great  damage  to  the  individual  and  probably 
been  passed  on  to  others  that  serious  symptoms 
manifest  themselves. 

The  x-ray  is  the  best  and  often  the  only  way  of 
detecting  tuberculosis  early  when  it  may  be  more 
readily  cured,  and  before  it  has  been  spread  to 
others.  Recent  technical  advances  in  the  x-ray  field 
have  made  it  possible  and  practical  to  x-ray  large 
groups  ot  people.  1 bus  mass  x-ray  examinations  may 
now  be  done  in  groups  of  apparently  healthy  people 
such  as  those  employed  in  industry,  in  order  to  dis- 
close early  symptomless  tuberculosis.  Such  a pro- 
gram makes  possible  real  savings  in  money,  human 
welfare  and  happiness  to  the  individual,  the  industry, 
the  community,  and  the  state. 

The  Department  of  Tuberculosis  Control  of  the 
Connecticut  State  Tuberculosis  Commission  is  now 
offering  to  Connecticut  industries  an  opportunity 
to  have  all  employees  receive  an  x-ray  of  the  chest. 
This  service,  aimed  to  protect  the  workers  from 
tuberculosis,  is  of  vital  importance,  especially  now 
when  conservation  of  manpower  is  so  essential,  and 
recommended  by  the  United  States  Public  Health 
Service,  it  is  receiving  great  emphasis  in  industry 
throughout  the  nation. 
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Facilities  available  for  this  work  in  Connecticut 
consist  of  a mobile  x-ray  unit  housed  in  a trailer 
and  manned  by  two  x-ray  technicians,  a nurse,  and 
clerical  help.  Films  on  each  employee  are  taken  at 
the  place  of  work,  either  in  the  trailer,  or  in  the 
plant  building  itself.  The  x-rays  can  be  taken  at  the 
rate  of  two  every  five  minutes,  so  that  little  time 
is  lost  by  each  employee. 


Soviet  Woman — Her  Right  to  Work,  Rest 
and  Social  Insurance 

Zinaida  Kubrina 

From  Information  Bulletin , Embassy  of  USSR 

Prior  to  the  great  October  Revolution,  the  labor 
of  women  in  Tsarist  Russia  was  confined  chiefly  to 
the  home  and  to  certain  branches  of  industry,  such 
as  clothing  and  textile.  Many  trades  were  consid- 
ered exclusively  within  the  scope  of  men’s  work.  In 
Tsarist  Russia  practically  no  women  were  engaged 
in  metallurgy  and  machine  building.  I here  were  no 
women  engineers,  mechanics  or  locomotive  drivers, 
and  very  few  women  doctors. 

In  the  Soviet  Union,  however,  participation  of 
women  in  the  most  varied  fields  of  labor  has  become 
commonplace.  In  1929  women  constituted  27.4  per 
cent  of  all  workers  in  industry,  while  in  1937  this 
rate  mounted  to  39.8  per  cent,  and  by  the  end  of 
1939  to  41 .6  per  cent 

It  is  noteworthy  that  women  have  come  to  occupy 
a large  place  in  heavy  industry.  In  1938  women 
constituted  29.5  per  cent  of  the  workers  employed 
in  the  coal  industry,  26.3  per  cent  in  metallurgy  and 
3 1. 1 in  the  machine-building  and  metal-working  in- 
dustries. 

By  1938  there  were  already  about  140,000  women 
engineers  and  technicians,  or  18  per  cent  of  all  those 
working  in  this  field  in  the  USSR. 

In  the  sphere  of  agriculture  women  achieved 
equality  with  men  as  a result  of  the  introduction  of 
collective  farming.  Where  formerly  the  women  of 
peasant  families  were  not  independent  because 
everything  belonged  to  the  head  of  the  family— the 
father  or  husband— today  the  collective  farm  woman 


enjoys  equal  rights  with  men,  having  her  own  share 
in  the  work  and  her  own  income. 

There  are  special  labor  laws  for  the  protection  of 
women.  In  factories  women  are  under  the  super- 
vision of  doctors  and  are  assigned  only  to  work 
which  their  health  permits. 

Expectant  mothers  particularly  are  protected  by 
the  labor  code.  During  wartime  they  receive  35  days 
leave  of  absence  before  delivery  and  28  days  after 
delivery  with  pay.  During  pregnancy  and  the  nurs- 
ing period  the  Soviet  working  woman  is  not  allowed 
to  work  on  the  night  shift.  The  nursing  mother  gets 
time  oft  during  the  day  to  feed  her  infant. 

The  working  mother  receives  a grant  from  the 
State  to  enable  her  to  buy  the  necessary  outfit  for  the 
new  baby.  Women  with  large  families  are  paid 
grants  of  2,000  rubles  for  five  years  beginning  with 
the  birth  of  the  seventh  child,  and  those  with  more 
than  10  children  receive  5,000  rubles  for  the  first 
year  and  3,000  for  the  next  four  years  for  every 
child  born  after  the  tenth.  In  1942  alone  the  State 
paid  840,100,000  rubles  in  grants  to  mothers  of  large 
families. 

Care  of  mother  and  child  is  the  chief  concern  of 
Soviet  society.  Working  women  in  the  USSR  are 
insured  proper  rest.  In  addition  to  Sundays  they 
receive  an  annual  holiday  of  two  weeks  or  more 
with  pay.  The  State  also  provides  for  women  unable 
to  work.  In  case  of  illness  women,  the  same  as  men, 
receive  compensation  from  the  social  insurance  fund 
at  the  expense  of  the  State.  Women  who  are  per- 
manently incapacitated  receive  pensions.  Women 
are  entitled  to  old  age  pensions  five  years  earlier  than 
men.  After  working  a certain  number  of  years 
women,  the  same  as  men,  are  entitled  to  a pension 
whether  they  continue  to  work  or  retire. 

Many  women  who  had  retired  on  pensions  re- 
turned to  their  enterprises  after  the  outbreak  of  war, 
to  take  the  place  of  their  sons  at  the  front  and  to  do 
their  part  for  victory.  On  all  sectors  of  the  labor 
front  Soviet  women  have  proved  worthy  daughters 
of  the  USSR.  T he  Soviet  woman  is  bending  every 
effort  to  defend  the  rights  gained  by  the  October 
Revolution. 
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THOUSANDS  HAVE  SAID  — “Cleverest  little  device  I’ve 

seen  in  thirty  years  of  practice!”  Thus,  they  refer  to  the  $37.50  “Hyfrecator,” 
for  the  permanent  removal  of  foreign  growths  by  the  proven  electrodesic- 
cation method.  Write  or  phone  for  vour  free  twenty-four  page  booklet 
“Symposium  on  Electrodesiccation.”  No  obligation;  but  we  shall  offer  to 
sell  you  one  of  the  “Hyfrecators”,  of  course.  Professional  Equipment  Com- 
pany, 36  Howe  Street,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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Sister  Kenny  Displeased 

The  Wilmington  (Del.)  journal— Every  Evening 
carried  an  announcement  recently  which  was  quoted 
in  the  Delaware  State  Medical  Journal  to  the  effect 
that  Sister  Elizabeth  Kenny,  Australian  nurse  who 
devised  a method  of  treating  infantile  paralysis,  is 
not  at  all  pleased  with  the  shoddy  fashion  in  which 
physicians  in  the  United  States  have  administered 
the  treatment.  Sister  Kenny  firmly  believes  that  it 
takes  two  yeafs  to  learn  her  technique  and  physi- 
cians studying  her  method  cannot  become  experts 
in  the  short  time  given  to  studying  it,  in  some  in- 
stances only  one  week.  During  her  three  and  one 
half  years  in  the  United  States  Sister  Kenny  has 
found  no  one  who  has  completely  learned  her 
technique. 

Washing  Machine  Used  in  Treatment 
of  Poliomyelitis 

A washing  machine  and  an  industrial  physician’s 
resourcefulness  have  combined  to  speed  up  the 
Sister  Kenny  treatment  for  infantile  paralysis  vic- 
tims and  release  the  services  of  many  busy  nurses. 

Outbreak  of  poliomyelitis  in  New  England  this 
year  taxed  nursing  facilities  of  the  Connecticut 
manufacturing  cities  of  Bridgeport  and  New  Elaven. 
In  applying  the  Kenny  technique,  hot  woolen 
cloths,  known  as  “packs,”  are  wrapped  around  the 
patient  to  relieve  pain  and  muscular  spasms.  I welve 
nurses  were  required  for  every  four  sufferers,  a large 
share  of  their  time  being  spent  in  manually  wring- 
ing out  the  packs  or  in  using  an  old  fashioned  hand 
wringer.  The  cloths  must  be  wrung  dry  enough  to 
permit  application  at  180  degrees  without  scalding. 

Dr.  C.  F.  Yeager,  medical  director  of  the  Reming- 
ton Arms  Company,  studied  this  problem  with  Dr. 
Richard  Shea,  Bridgeport  health  officer.  Familiar 
with  machinery  and  modern  industrial  equipment, 
Dr.  Yeager  suggested  a washing  machine  with  an 
automatic  wringer.  An  ordinary  home  washer  was 
sent  to  the  hospital,  and  treatment  speeded  up  imme- 
diately. Traffic  through  the  halls  enroute  to  stove 
and  hand  wringer  was  eliminated,  for  packs  could 
be  prepared  on  the  spot. 

Improvements  were  immediately  developed  and 
ten  days  later  a special  washer  had  been  designed 


and  was  running  at  the  hospital.  Two  other 
machines  were  added  later.  Wringer  pressure  was 
increased  and  the  mechanism  speeded  up.  Put  to- 
gether out  of  used  and  scrap  parts,  the  machines 
closely  resemble  home  washers.  The  agitator  has 
been  removed,  however,  and  in  the  bottom  of  the 
tub  is  an  immersion  heating  unit,  taken  from  an 
electric  water  heater,  capable  of  bringing  water  to  a 
boiling  point.  The  tub  is  encased  in  a burn  proof 
jacket  filled  with  glass  wool. 

The  new  machines  permit  six  applications  per 
day,  as  compared  with  the  two  to  three  packs  for- 
merly used.  Because  the  cloths  are  dryer,  they  can 
carry  more  heat  to  improve  their  effectiveness.  The 
twelve-nurse  squads  have  been  reduced  to  nine. 

Physiologic  Nonsense 

“Since  the  demonstration  of  the  value  of  the  treat- 
ment of  poliomyelitis  described  by  Miss  Elizabeth 
Kenny,”  The  Journal  of  the  American  Medical  Asso- 
ciation for  January  22  savs,  “studies  have  been  made 
in  an  attempt  to  explain  the  physiologic  and  patho- 
logic conditions  associated  with  the  observed  effects. 
The  adherents  of  the  Kenny  theory  have  asserted 
that  the  harm  of  infantile  paralysis  is  due  to  ‘spasm’ 
of  the  affected  muscles  rather  than  to  a flaccid 
paralysis.  Qualified  investigators  have  shown  that 
this  is  not  the  case.  As  stated  recently  by  Stanley 
Cobb,  it  is  being  demonstrated  once  more  in  the 
history  of  medicine  that  new  and  empirical  methods 
of  treatment  backed  by  uncritical  enthusiasm  may 
produce  many  cures  but  much  physiologic  non- 
sense. The  treatment  may  be  good,  but  the  ex  post 
facto  conclusions  of  the  therapeutist  are  usually 
bad.” 

Muscle  Spasm  in  Infantile  Paralysis 

In  a recent  article  in  the  New  York  State  Journal 
of  Medicine,  Bouman  and  Schwartz  of  Rochester, 
New  York,  call  attention  to  “the  need  for  an  investi- 
gation of  muscle  spasm  with  the  help  of  well  estab- 
lished and  accurate  scientific  methods  of  recording 
muscle  function”  because  of  the  change  in  the 
treatment  of  this  muscle  spasm  advocated  by  the 
Kenny  method  of  treating  infantile  paraylsis.  The 
authors  emphasize  the  point  that  “no  clear  patho- 
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logic  basis  for  the  asserted  importance  of  muscle 
spasm  in  the  development  of  muscle  weakness  has  as 
yet  been  presented  by  the  proponents  of  the  Kenny 
concept.”  It  is  the  expressed  belief  of  these  two 
writers  that  spasticity  in  a muscle  is  not  automatic- 
ally followed  by  weakening  of  its  antagonist,  since 
spasticity  and  weakening  are  two  separate  phenom- 
ena, each  dependent  on  disturbance  of  specific 
functions  of  the  anterior  horn  cells.  Data  is  reviewed 
from  the  treatment  of  22  infantile  paralysis  patients 
in  regard  to  the  course  of  improvement  in  muscle 
function  and  the  disappearance  of  spasticity  under 
treatment. 

The  Trained  Attendant  Program 

The  Connecticut  State  Department  of  Education 
is  conducting  a 52  weeks  course  for  Trained  Attend- 
ants at  the  State  Trade  School  and  affiliated  hospitals. 
The  course  comprises  1 3 weeks  theoretical  study  in 
such  subjects  as  personal  hygiene  and  development, 
nursing  techniques,  foods  and  nutrition,  and  mother 
and  child  care,  followed  by  39  weeks  of  practical 
training  in  a hospital. 

New  Technic  May  Help  Donors  Give 
Plasma  More  Frequently 

Preliminary  studies,  reported  in  The  Journal  of 
the  American  Medical  Association  for  February  5, 
indicate  that  by  reinfusing  into  donors  the  red  blood 
cells  that  are  left  after  the  plasma  has  been  separ- 
ated, the  frequency  of  blood  donations  might  be 
safely  increased  to  the  point  where  the  entire  plasma 
requirements  of  the  armed  forces  might  be  obtained 
from  a vastly  smaller  number  of  persons  than  is  now 
possible  under  the  system  of  eight  week  intervals 
between  donations. 

From  their  findings  in  a study  of  6 volunteer 
donors  who  were  subjected  to  frequent  blood  dona- 
tions, each  one  followed  by  a reinfusion  of  the  red 
cells,  Co  Tui,  m.d.,  New  York;  F.  C.  Bartter,  m.d., 
Brooklyn;  A.  M.  Wright,  m.d.,  New  York,  and  R. 
B.  Holt,  m.d.,  Washington,  D.  C.,  already  are  able 
to  recommend  “that  the  practice  of  reinfusion  of 
red  cells  into  the  donors  be  adopted  where  there  is 
malnutrition  in  the  donating  population  and/or 
where  a large  proportion  of  the  donors  are  women.” 

More  extensive  studies  will  be  necessary,  the  in- 
vestigators point  out,  before  it  can  be  concluded 
h<  >w  much  more  frequently  it  will  be  safe  to  bleed 
donors  provided  red  cells  are  reinfused. 


Cattle  Blood  for  Human  Transfusions 

Another  advance  in  blood  transfusion  has  been 
attributed  to  Dr.  Raimundo  Moniz  de  Aragao,  dis- 
tinguished Brazilian  physician.  According  to  recent 
radio  reports,  the  method  permits  transfusion  of 
blood  plasma  from  cattle  into  human  veins.  The 
Brazilian  physician  has  placed  his  discovery  at  the 
disposition  of  President  Getulio  Vargas  for  use  by 
the  fighting  forces  of  the  United  Nations. 

General  Practice  Clinics:  Vol.  I,  No.  1 

Another  medical  publication  has  appeared.  This 
time  it  is  a bi-monthly  containing  summaries  of 
articles  of  recent  publication  in  Spanish,  German  and 
English  journals.  The  forword  of  this  first  issue  states 
that  “ General  Practice  Clinics  is  planned  and  edited 
for  the  general  practitioner,  presenting  clearly  and 
authoritatively  all  of  the  essential  information  so 
vital  to  successful  diagnosis  and  treatment.”  This 
material  is  grouped  under  four  headings  in  the  first 
issue:  viz.,  medicine,  surgery,  obstetrics  and  gyne- 
cology, and  otorhinolaryngology.  It  is  fair  to  assume 
that  the  other  specialties  will  be  represented  in  sub- 
sequent issues. 

Many  eminent  physicians  appear  on  the  editorial 
board.  Connecticut  is  represented  by  Francis  G. 
Blake  and  Herbert  Thoms  of  the  Yale  University 
School  of  Medicine.  Contributing  to  this  first  issue 
also  are  Herbert  Thoms  and  Robert  M.  Lewis  of 
New  Haven.  The  publishers  are  Washington  Insti- 
tute of  Medicine,  Washington,  D.  C. 

The  first  issue  of  this  new  bi-monthly  publication 
is  well  edited  and  published,  with  type  which  is  easy 
to  read  and  an  arrangement  which  is  attractive. 
There  is  no  advertising.  It  is  probably  too  much  to 
expect  that  many  general  practitioners  will  become 
subscribers  or  find  time  to  become  more  than  casual 
readers,  but  as  a reference  of  up-to-date  medical 
literature  it  should  be  extremely  valuable. 

Yale  Journal  Commemorates  400th 
Anniversary  of  Versalius 

The  December  1943  issue  of  The  Yale  Journal  of 
Biology  and  Medicine  contains  the  papers  presented 
at  the  celebration  of  the  four  hundredth  anniversary 
of  the  De  Humani  Corporis  Fabrica  of  Andreas 
Versalius.  This  celebration  took  place  in  the  his- 
torical library  of  Yale  University  School  of  Medi- 
ine  on  October  30,  1943. 
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ASSOCIATION  OF  CONNECTICUT  TUMOR 
CLINICS 

The  29th  meeting  of  the  Association  of  Connecticut 
Tumor  Clinics  will  be  held  at  the  Waterburv  Hospital  on 
Thursday,  March  2,  1944,  at  4:00  p.  m. 

The  program  is  as  follows: 

1.  Carcinoma  of  the  floor  of  the  mouth  at  Waterburv 
Hospital.— Joseph  L.  Harvey. 

2.  Metastatic  carcinoma  to  the  cervical  lymph  nodes  at 
Waterburv  Hospital.— Clarence  H.  Cole. 

3.  The  treatment  of  metastatic  cancer  to  the  cervical 
lymph  nodes.— Hayes  Martin  Memorial  Hospital,  New  York 
City. 

4.  Discussion. 

A buffet  supper  will  be  served  bv  the  hospital  directly 
after  the  meeting.  All  physicians  are  cordially  invited  to 
attend. 


UROLOGY  AWARD 

The  American  Urological  Association  offers  an  annual 
award  “not  to  exceed  $500”  for  an  essay  (or  essays)  on  the 
result  of  some  specific  clinical  or  laboratory  research  in 
Urology.  The  amount  of  the  prize  is  based  on  the  merits 
of  the  work  presented,  and  if  the  Committee  on  Scientific 
Research  deem  none  of  the  offerings  worthy,  no  award  will 
be  made.  Competitors  shall  be  limited  to  residents  in  urol- 
ogy in  recognized  hospitals  and  to  urologists  who  have  been 
in  such  specific  practice  for  not  more  than  five  years.  All 
interested  should  write  the  Secretary,  for  full  particulars. 

The  selected  essay  (or  essays)  will  appear  on  the  program 
of  the  forthcoming  meeting  of  the  American  Urological 
Association,  June  19— June  22,  1944,  Hotel  Jefferson,  St. 
Louis,  Missouri. 

Essays  must  be  in  the  hands  of  the  Secretary,  Dr.  I homas 
D.  Moore,  899  Madison  Avenue,  Memphis,  d ennessee,  on  or 
before  March  15,  1944. 


AMERICAN  PHYSICIANS’  ART  ASSOCIATION 

Will  have  its  seventh  annual  exhibit  at  the  A.  M.  A.  con- 
vention, Stevens  Hotel,  Chicago,  June  12-16,  1944- 


Everyone  was  impressed  by  the  beauty  of  the  Art  Exhi- 
bition at  the  Atlantic  City  Session  in  1942,  but  the  1944 
Gallery  in  the  main  ballroom  balcony  will  be  even  more 
beautiful  and  impressive. 

Through  the  courtesy  of  Mead,  Johnson  & Co.,  Evansville, 
Ind.,  there  will  be  no  fees  for  hanging  and  no  express 
charges  either  way.  The  type  of  art  to  be  exhibited  includes 
personal  work  of  the  following  types  of  medium:  oil  por- 
traits, oil  still  life,  landscapes,  sculpture,  water  color,  pastels, 
etchings,  photography,  wood  carvings,  leather  tooling, 
ceramics  and  tapestries  (needle  work).  All  pieces  should  be 
sent  preferably  by  railway  express  collect,  automatically 
covered  with  $50  insurance. 

Exhibitors  should  send  NOW  for  entry  blanks  to  Dr. 
Francis  H.  Redewill,  Secretary,  A.  P.  A.  A.,  Flood  Building, 
San  Francisco;  one  entry  blank  should  be  used  for  each 
medium  in  which  it  is  desired  to  exhibit. 

There  will  be  about  100  trophies,  including  medals  and 
plaques. 


AMERICAN  COLLEGE  OF  SURGEONS  TO 
HOLD  WAR  SESSIONS 

Twenty-two  cities  distributed  throughout  the  United 
States  and  Canada  have  been  selected  by  the  American  Col- 
lege of  Surgeons  as  headquarters  for  one  dav  War  Sessions 
to  be  held  in  March  and  April,  1944.  Advancements  in  mili- 
tary medicine  and  developments  in  civilian  medical  research 
and  practice  under  the  spur  of  the  war  emergency  will  be 
presented  bv  authorities  representing  governmental  agencies 
and  by  civilian  physicians  and  surgeons. 

The  meeting  for  the  New  England  States  will  be  held  at 
Hotel  Kimball,  Springfield,  Massachusetts,  on  Monday, 
March  20. 


AMERICAN  BOARD  OF  OPHTHALMOLOGY 

The  1944  examinations  will  be  held  as  follows:  New  York 
City,  June— deadline  for  filing  applications  December  15, 
1943;  Chicago,  October— application  deadline  April  1,  1944. 

All  applications  received  after  January  1,  1944,  will  be 
subject  to  the  increased  total  fee  of  $75. 
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THE  PSYCHOLOGICAL  EFFECT-  on  the  fastidious  pa- 
tient is  far  reaching,  if  you  use  our  Vanco  Sanitary  Sheet  Apparatus.  Seeing 
you  provide  a new,  clean,  snow  white  sheet  for  the  examining  table  establishes 
confidence  and  places  the  patient  at  ease.  A clean  sheet  for  every  patient  at 
less  than  1 cent  each!  Made  for  wooden  or  metal  tables,  and  available  on  trial 
without  obligation.  Call  a Professional  Equipment  Company  representative, 
7-2138,  New  Haven,  Connecticut. 
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Russell  W.  Lowe,  M.D. 

1867  - 1944 

In  the  death  of  Russell  Walter  Lowe,  the  people 
of  Ridgefield  and  vicinity  and  also  the  medical  pro- 
fession have  lost  one  of  its  best  known  medical  men 
and  one  of  its  most  beloved.  Dr.  Lowe  died  on 
January  3,  1944  at  the  age  of  76. 

To  have  known  Dr.  Lowe  was  an  inspiration— a 
perfect  gentleman,  a wonderful  diagnostician  and  a 
man  who  gave  everything  to  the  public  and  his 
profession.  In  his  practice  he  was  extremely  con- 
scientious, rich  and  poor  were  treated  alike. 

Dr.  Lowe  was  born  in  Oneida,  New  York,  and 
was  a graduate  of  the  New'  \ork  University  in  1889. 
He  served  his  internship  at  the  Bridgeport  Hospital 
in  1890,  and  first  started  the  practice  of  medicine  in 
Georgetow  n,  later  moving  to  Ridgefield.  He  was  a 
member  of  the  Danbury  Medical  Society  for  a great 
many  years  and  supported  the  Danbury  Hospital  in 
every  conceivable  way.  He  was  honored  by  the 
Danbury  Medical  Society  in  1934  on  the  comple- 
tion of  fifty  years  as  a practicing  physician.  During 
the  first  World  War  Dr.  Lowe  served  in  the  armed 
forces  with  a rank  of  captain.  He  was  Ridgefield’s 
health  officer  for  many  years,  and  also  served  as  the 
town’s  medical  examiner,  to  which  post  he  was 
named  on  March  7,  1893  by  the  late  coroner,  Charles 
Doten.  This  post  he  relinquished  in  1940  after  47 
years  of  continuous  service.  In  1891  Dr.  Lowe 
married  Mary  Louise  Beers  of  Georgetown,  who 
survives  him.  A fine  man  in  every  respect,  he  will  be 
missed  by  Ridgefield  and  the  surrounding  towns  in 
whose  service  he  labored  for  many  years. 

William  M.  Stahl,  ai.d. 
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OUR  NEIGHBORS 

Rhode  Island 

With  the  January  1944  issue  the  Rhode  Island 
Medical  Journal  has  become  the  official  publication 
of  the  State  Dental  Society  as  well  as  the  State  Medi- 
cal Society.  The  Rhode  Island  Medical  Journal 
claims  that  this  is  the  first  instance  where  a state 
medical  journal  has  extended  its  service  to  the  pro- 
fession of  dentistry.  No  small  part  in  this  develop- 
ment may  be  attributed  to  the  late  Charles  F. 
Gormly,  m.d.,  wffio  was  signally  honored  by  the 
Rhode  Island  State  Dental  Society  in  January  1943. 
This  is  an  interesting  development  which  should 
strengthen  the  medical  and  dental  organizations  in 
the  interest  of  better  health  in  Rhode  Island. 

President  Michael  H.  Sullivan  of  the  Rhode  Island 
Medical  Society  has  proposed  a Council  of  the  State 
Medical  Societies  of  New  England. 

Massachusetts 

Under  date  of  December  3,  1943,  the  Surgeon 
General  of  the  Army  issued  a memorandum  to  the 
Procurement  and  Assignment  Service  to  the  effect 
that  graduates  of  Middlesex  University  College  of 
Medicine,  Waltham,  would  no  longer  be  recom- 
mended for  appointment  as  commissioned  officers 
in  the  Medical  Corps,  AUS. 

NEWS 

from  County  Associations 

Hartford 

A recent  issue  of  the  Hartford  C our  ant  (Sunday) 
Magazine  Section  contained  a full  page  illustrated 
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DO  YOU  WANT  A FREE  HAND  ? You’re  busy.  You 

know  it  and  we  know  it.  More  patients  but  no  more  time  to  take  care  of 
them.  So  how  about  some  help?  A Seamless  Adhesive  Cut-Rak  will  save  you 
steps,  time,  adhesive  plaster,  and  money,  ultimately  resulting  in  more  and  better 
work  with  less  effort.  Let  us  send  you  one.  Price  $7.50.  It’s  equal  to  an 
extra  hand.  I he  Professional  Equipment  Company,  36  Howe  Street,  New 
Haven,  Connecticut. 
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Times  have  Indeed  Changed ! 

When  Dr.  Crawford  W.  Long  of  Georgia,  a century  ago,  operated  on  James  M. 
Venable  in  the  first  surgical  operation  in  which  ether  was  employed  as  an 
anesthetic,  his  bill  amounted  to  $2.25,  including  25  cents  for  sulphuric  ether. 

Doubtless,  neither  doctor  nor  patient  considered  the  bill  at  all  unusual.  Life 
was  simpler,  dollars  were  bigger,  and  the  expenses  of  conducting  a medical  prac- 
tice were  almost  incredibly  low  as  judged  by  present  day  standards. 

The  complexities  that  attend  the  practice  of  medicine  today  were  undreamed 
of  a generation — even  a decade — ago.  It  requires  all  a physician’s  time,  energy 
and  thought  to  cope  with  the  day’s  responsibilities.  Too  often  this  entails  dangerous 
neglect  of  his  personal  affairs. 

Many  prudent  professional  men  overcome  this  menace  to  the  safety  of  their 
personal  finances  and  the  security  of  their  estates  by  utilizing  an  Investment 
Agency  Account.  This  plan,  though  involving  no  change  of  ownership,  no  relin- 
quishment of  control  over  investments,  relieves  the  customer  of  virtually  all  the 
annoying,  time-using  details  involved  in  the  administration  of  his  estate. 

An  illuminating  booklet,  "Agency  Service  for  your  Investments,”  will  be 
mailed  to  you  on  request.  Send  for  it.  In  it  you  may  find  the  answer  to  problems 
that  have  been  troubling  you  for  some  time. 


The  Travelers  Bank  & Trust  Co. 

TRAVELERS  BUILDING  » HARTFORD,  CONN. 
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Exclusive  Hartford  Distributors  for 

OFFICIAL  ARMY  AND 
NAVY  UNIFORMS 

Our  Officers’  Corner  is  keyed  to  the  desire 
of  men  in  the  service  at  prices  established 
by  the  Army  and  Navy. 

Exclusive  distributors  for  Navy  uniforms — 
permit  No.  121.  Army  uniforms  No.  151. 


Rest  and  “Recreation” 

Rest  and  recreation  . . . you  need  that  prescription 
as  much  as  your  patients.  Plan  a vacation  now.  You  will 
find  good  train  connections  on  the  New  York,  New 
Haven  & Hartford  and  when  you  reach  Hanover  you  can 
relax  in  peace  and  quiet. 

If  you  feel  energetic  you  can  go  skiing  and  skating.  The 
movies  are  close  by,  or  you  can  cheer  at  a basketball 
game.  Good  concerts  and  lectures  are  also  part  of  the 
community  life  and  you  would  be  very  welcome.  Fin- 
ally, if  you  insist  on  a “busman’s  holiday”  the  Mary 
Hitchcock  Memorial  Hospital  would  probably  interest 
you  as  well  as  the  Dartmouth  Eye  Institute. 

Above  all  you  can  sleep  uninterruptedly  in  a truly  com- 
fortable bed  and  enjoy  good  food  in  a pleasant  atmosphere. 

Write  to  us  for  a folder  and  rate  card;  we  would  be  very  glad 

to  answer  any  questions  you  may  have.  Peggy  Sayre,  Acting 

Manager,  Hanover,  N.  H.,  or  our  New  York  Office,  247  Park  Ave. 

The  HANOVER  INN 


account  of  Joseph  B.  Hollinshead,  Asst.  Surg. 
USPHS  Reserve,  in  the  capacity  of  ship  surgeon 
assigned  to  a Coast  Guard  vessel. 

Clifford  C.  Baker,  formerly  radiologist  at  White 
Plains  Hospital,  White  Plains,  N.  Y.,  is  now  an 
associate  of  Drs.  Roberts  and  Ogden  at  179  Allyn 
Street. 

Charles  W.  Goff  has  been  made  a diplomate  of  the 
American  Board  of  Orthopedic  Surgery. 

Nine  orthopedic  surgeons  from  Hartford  at- 
tended the  meeting  of  the  American  Academy  of 
Orthopedic  Surgeons  in  Chicago  in  January.  At  this 
meeting  Maurice  Pike,  Major,  MC— AUS,  and  Burr 
H.  Curtis,  USPHS,  attached  to  the  U.  S.  Maritime 
Service,  both  attended  this  meeting  from  opposite 
coasts  of  the  United  States.  Considerable  war  sur- 
gery was  discussed  to  the  profit  of  those  present. 

Litchfield 

Lt.  Andrew  Orlowski,  a former  physician  in  Tor- 
rington  and  now  a member  of  the  United  States 
Navy,  has  been  given  a temporary  assignment  at  the 
Hartford  Blood  Donor  Center  while  he  is  recover- 
ing from  an  injury. 

Middlesex 

The  annual  meeting  of  the  Central  Medical 
Society  was  a dinner  meeting  held  at  the  Rose  Gar- 
den Restaurant  in  Middletown  February  9.  James 
R.  Miller  of  Hartford  addressed  the  Society  on  the 
Murray- Wagner-Dingell  Bill.  Lloyd  Minor,  retiring 
president,  presented  the  society  with  a mahogany 
gavel  which  he  turned  out  in  his  own  work  shop. 
Officers  elected  were  William  E.  Wrang,  president; 
Joseph  Magnano,  vice-president;  Christie  McLeod, 
secretary;  Richard  Grant,  treasurer. 

Harry  S.  Frank  has  resumed  practice  after  a 
month’s  vacation  at  Palm  Beach,  Florida. 

Charles  Russman,  assistant  superintendent  at  the 
Connecticut  State  Hospital,  has  been  undergoing 
medical  treatment  at  the  Baptist  Hospital  in  Boston. 

Stephen  Sweet,  third  son  of  Dr.  and  Mrs.  A.  N. 
Sweet  of  Middletown,  left  for  the  U.  S.  Naval  Train- 
ing Station  at  Sampson,  N.  Y.,  during  the  past 
month.  Lieutenant  A.  N.  Sweet,  U.  S.  Army,  and 
Private  Richard  Sweet,  U.  S.  Afarine  Corps,  other 
sons,  are  both  serving  overseas. 

Donald  MacGillivray  of  Dorchester,  Mass.,  who 
practiced  for  several  years  in  Portland  and  Middle- 
town,  has  been  commissioned  a lieutenant  com- 
mander in  the  U.  S.  Naval  Reserves  and  is  stationed 
in  Washington,  D.  C. 
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New  Haven 

Ralph  H.  Jenkins  of  New  Haven  is  co-author  with 
Frank  J.  Lepreau,  Jr.  of  a paper  on  “Instrumental 
Removal  of  a Two-and-a-half-pound  Bladder  Cal- 
culus, with  Recovery,”  presented  before  the  New 
England  Section  of  the  American  Urological  Asso- 
ciation in  Boston  and  published  in  the  New  England 
Journal  of  Medicine,  December  16,  1943. 

Joseph  F.  Burke  of  Waterbury  has  been  com- 
missioned lieutenant  commander  in  the  Navy. 

William  J.  Lenkowski  has  been  discharged  from 
the  Army  Medical  Corps. 

First  Lieutenant  J.  Raymond  Bergen  is  now  at 
Camp  Berkeley,  Texas. 

New  London 

Dorothea  Scoville,  formerly  resident  physician, 
Connecticut  College  for  Women,  has  entered  pub- 
lic health  work  on  the  Pacific  coast. 

Hugh  B.  Campbell,  superintendent  of  Uncas-on- 
Thames,  has  tendered  his  resignation  to  take  effect 
May  16,  thus  terminating  a most  successful  associa- 
tion with  the  sanatorium.  It  is  a far  cry  from  the 
Norwich  Tuberculosis  Sanatorium  of  February  13, 
1913  to  the  present  modern,  superbly  equipped  and 
efficiently  maintained  Uncas-on-Thames  of  Febru- 
ary 13,  1944.  This  is  due  in  a large  measure  to  the 
vision,  personality  and  ability  to  get  things  well 
done  of  the  retiring  superintendent.  We  are  pleased 
to  anounce  that  Dr.  Campbell  intends  to  remain  in 
Norwich. 

The  annual  meeting  and  dinner  of  the  New  Lon- 
don (City)  Medical  Society  was  held  recently  at 
the  Mohican  Hotel.  The  following  officers  were 
elected  for  the  ensuing  year:  John  F.  Brosnan,  presi- 
dent; Robert  T.  Henkle,  vice-president;  Lewis  De 
Angelis,  secretary-treasurer;  Hill  F.  Warren,  librar- 
ian-curator; Thomas  J.  Murray,  George  P.  Cheney, 
and  Robert  T.  Henkle,  executive  committee.  A dis- 
cussion of  Professor  Winslow’s  report  on  the  health 
survey  recently  conducted  in  this  city  took  place. 
Most  of  the  criticism  was  adverse.  A resolution  ex- 
pressing confidence  in  Dr.  B.  N.  Pennell,  the  present 
New  London  health  officer,  was  unanimously 
adopted.  A committee  was  appointed  to  study  the 
local  health  situation  to  obtain  information  and  to 
determine  the  best  type  of  health  administration  for 
both  the  laity  and  the  medical  profession. 


NEW  BOOKS  IN  REVIEW 

ESSENTIALS  OF  DERMATOLOGY.  (Second  Edition.) 
By  Norman  Tobias , m.d..  Senior  Instructor  in  Dermatol- 
ogy, St.  Louis  University;  Assistant  Dermatologist,  Firmin 
Desloge  and  St.  Mary’s  Hospitals;  Visiting  Dermatologist, 
St.  Louis  City  Sanitarium  and  Isolation  Hospital;  Fellow 
American  Academy  of  Dermatology  and  Svpliilology; 
Diplomate,  American  Board  of  Dermatology  and  Syphilol- 
ogy.  Philadelphia:  /.  B.  Lippincott  Company.  1944.  497 
pp.  143  illustrations.  $4.75. 

Reviewed  by  Maurice  J.  Strauss 

As  would  be  expected,  the  second  edition  of  this  book  is 
even  better  than  the  first. 

The  author,  a teacher  of  undergraduate  medical  students, 
has  kept  continually  in  mind  that  his  purpose  is  to  present 
to  his  readers  the  important  facts  of  dermatology  rather 
than  to  confuse  them  witli  rare  and  unusual  diseases  and 
with  many  different  possible  forms  of  therapy.  The  result 
is  a text  in  which  the  essential  facts  about  the  commoner 
diseases  of  the  skin  are  high-lighted  but  nothing  is  omitted. 
The  rare  and  unimportant  dermatoses  are  mentioned  briefly 
but  only  in  proportion  to  their  importance.  In  discussing 
therapy  Dr.  Tobias  has  not  attempted  to  enumerate  all 
forms  of  treatment  which  have  ever  been  suggested  but  has 
limited  himself  to  those  few  which  have  been  found  to 
promise  the  greatest  measure  of  success. 

Because  of  this  strict  adherence  to  his  purpose  the  author 
lias  produced  not  only  an  excellent  text  book  for  the 
medical  student  but  also  an  excellent  reference  book  for  the 
busy  practitioner  who  does  not  want  one  of  the  larger  ref- 
erence books  on  dermatology.  Here  he  can  readily  find  the 
most  recent  facts  about  the  diagnosis  and  treatment  of  skin 
diseases  clearly,  briefly  and  succinctly  stated. 

The  illustrations  are  sufficient  and  well  chosen  to  bring 
out  the  important  features  mentioned  in  the  text  and  they 
are  clearly  reproduced.  There  has  been  added  a terse  but 
complete  table  concerning  the  use  of  the  sulfonamides  in 
dermatology  and  a handy  reference  table  of  normal  physio- 
logical chemical  values. 


UNUSUAL  OPPORTUNITY 
FOR  SANITARIUM 

For  sale — lease  or  terms.  This  spacious  beauti- 
ful Greek-Revival  house.  Furnished  or  unfur- 
nished. 13  rooms — 3 baths,  2 lavatories.  Library 
pine  panelled  40'  x 28',  Eight  fireplaces.  Electric 
equipment  oil  hot  water  heat.  Abundance  of  water. 
Ideally  situated  in  200  acre  plot  overlooking  Long- 
Island  Sound.  View  of  five  lighthouses  and  Con- 
necticut River.  114  miles  from  New  York — 125 
miles  from  Boston.  2 cottages  also  available.  Sea 
air — lovely  surroundings — secluded  yet  accessible 
by  well  kept  roads.  This  is  an  opportunity  rarely 
offered — under  special  circumstances  to  physician 
or  group  of  physicians  who  want  a health  resort. 
Write  Box  Q Connecticut  State  Medical  Journal 
for  details  or  appointment. 
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THE  1943  YEAR  BOOK  OF  RADIOLOGY.  DIAG- 
NOSIS, Edited  by  Charles  A.  Waters,  m.d.,  Associate  in 
Roentgenology,  Johns  Hopkins  University;  Assistant  Visit- 
ing Roentgenolgist,  Johns  Hopkins  Hospital.  Associate 
Editor,  Whitmer  B.  Fir  or,  m.d.,  Assistant  in  Roentgenol 
ogy,  Johns  Hopkins  University;  Assistant  in  Roentgenol- 
ogy, Johns  Hopkins  Hospital  (On  leave  with  the  Armed 
Forces).  THERAPEUTICS,  Edited  by  Ira  I.  Kaplan, 
b.sc.,  m.d.,  Director,  Radiation  Therapy  Department,  Bel- 
levue Hospital,  New  York  City;  Associate  Radiologist, 
Lenox  Hill  Hospital,  New  York  City;  Clinical  Professor 
of  Surgery,  New  York  University  Medical  College. 
Chicago:  The  Year  Book  Publishers,  Inc.  1943.  456  pp. 
$5.00. 

Reviewed  by  Walter  G.  Lutz 

Waters  and  Kaplan  have  again  presented  a carefully 
selected  and  representative  group  of  papers  on  subjects 
directly  related  to  Radiology  in  the  present  Year  Book.  If 
last  year’s  selection  is  perhaps  less  stimulating  than  those  of 
prewar  years,  the  reason  has  to  be  sought  in  the  fact  that 
due  to  the  war  much  of  the  investigative  energy  of  radiolo- 
gists had  to  be  diverted  into  different  channels.  Furthermore, 
journals  from  continental  Europe,  which  previously  supplied 
a good  share  of  the  published  papers,  are  no  longer  available, 
or  perhaps,  no  longer  existing. 

The  book  is  again  fairly  evenly  divided  between  diagnostic 
and  therapeutic  radiology.  An  encouraging  fact  is  the  in- 
creasing number  of  papers  by  physicians  in  the  Armed 
Forces.  The  section  on  the  cardiovascular  system  reflects  the 


You  Will  Never  Grow 
Another  Pair  of  Eyes  ! 

It  is  because  of  this  very  obvious  fact  that  EYE- 
PHYSICIANS  everywhere  are  performing  a very  great 
service  for  humanity  . . . when  they  lend  their  talents, 
training  and  experience  to  the  critical  eye-examinations 
which  result  in  “Prescriptions  In  Glass!”  It  is  our  privi- 
lege to  transcribe  these  prescriptions  into  modern  eyewear 
. . . which  brings  better  vision  to  thousands  at  a time 
when  personal  efficiency  is  of  inestimable  significance! 
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great  interest  in  the  comparatively  new  methods  of  cardio- 
angiography  and  venography.  Surprising  is  the  sparsity  of 
material  on  skull,  sinuses  and  mastoids. 

The  therapeutic  section  is  again  introduced  by  a thorough 
and  interesting  discussion  by  Dr.  Kaplan  of  the  developments 
of  cancer  research  and  therapy  during  the  past  year.  The 
merits  of  the  use  of  higher  voltages  and  the  possibility  of 
using  the  cyclotron  for  therapeutic  radiation  are  discussed, 
as  are  the  results  of  studies  on  the  effect  of  hormones  and 
vitamines  on  the  production  and  control  of  animal  and 
human  cancer.  A large  part  of  the  section  on  radio-thera- 
peutics is  again  devoted  to  the  treament  of  inflamatory 
diseases. 

The  1943  Year  Book  of  Radiology  will  again  be  valuable 
both  to  the  radiologists  who  want  to  review  quickly  the 
contributions  made  in  their  field  during  the  past  year  and 
to  those  physicians  who  want  to  orient  themselves  on  the 
activities  of  the  radiological  front. 

PAIN  MECHANISMS.  A PHYSIOLOGIC  INTERPRE- 
TATION OF  CAUSALGIA  AND  ITS  RELATED 
STATES.  By  W.  K.  Livingston.  New  York:  The  Mac- 
millan Co.  1943.  25l  PP-  $3 .75 - 

Reviewed  by  Paul  P.  Swett 
This  monograph  is  peculiarly  attractive  to  the  clinician 
because  it  is  written  in  the  warm  human  style  which  avoids 
the  scientific  language  of  the  research  worker.  The  result  is 
a person  to  person  exposition  which  is  both  effective  and 
charming. 
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The  book  is  divided  into  three  sections.  The  first  deals 
with  preclinical  data  concerning  the  anatomy  of  pain  path- 
ways, the  cutaneous  receptors  and  the  concept  of  specificity, 
the  physiology  of  pain  and  the  psychology  of  pain.  The 
second  section  is  devoted  to  certain  clinical  syndromes  of 
great  interest  and  chief  amongst  these  is  causalgia  and  reflex 
paralysis.  Minor  causalgia  is  carefully  described  as  are  the 
post-traumatic  syndromes  all  of  which  are  so  important  to 
the  clinician  who  is  constantly  called  upon  to  deal  with 
problems  in  the  shadowy  field  of  Psychosomatic  Medicine. 

The  chapter  on  low  back  pain  goes  extensively  into  the 
matter  of  those  intriguing  sensitive  spots  called  trigger 
points.  The  effects  of  novocaine  injection  into  these  areas 
are  given  considerable  attention  because  the  “method  serves 
to  call  attention  to  the  central  thesis  of  this  monograph:  i.e., 
that  a peripherally  situated  trigger  point  is  capable  of  initi- 
ating a pathologic  state  characterized  by  spreading  reflexes 
and  probably  dependent  upon  a disturbed  physiologic  status 
of  the  spinal  centers.” 

This  is  a splendid  monograph  which  will  both  interest  and 
stimulate  any  clinician.  It  is  worth  reading  for  the  reminder 
that  S.  Weir  Mitchell,  over  seventy  years  ago,  produced  his 
epoch  making  book,  “Injuries  of  Nerves  and  Their  Conse- 
quences”; a book  which,  in  Livingston’s  opinion,  still  merits 
study. 

THE  MODERN  MANAGEMENT  OF  COLITIS.  By  J. 
Arnold  Bargen,  m.d.,  m.s.,  f.a.c.p.,  Chief  of  the  Section  on 
Intestinal  Diseases,  Division  of  Medicine,  Mayo  Clinic; 
Associate  Professor  of  Medicine,  Mayo  Foundation, 
Rochester,  Minnesota;  Secretary,  American  Gastroentero- 
logical Association;  Vice  Chairman,  Section  on  Gastro- 
enterology and  Proctology,  American  Medical  Association. 
Springfield , Illinois:  Charles  C.  Thomas.  1943.  322  pp. 

148  fig.  $7.00. 

Reviewed  by  William  T.  Salter 

This  timely  volume  by  the  Chief  of  the  Section  on  In- 
testinal Diseases,  Division  of  Medicine,  Mayo  Clinic,  will 
appeal  to  the  practicing  physician  and  clinician.  The  pres- 
ent worldwide  turmoil  will  undoubtedly  play  havoc  with 
the  intestinal  function  of  many  a soldier  and  civilian.  Infec- 
tions, neuroses  and  faulty  diets  will  all  contribute  to  colonic 
disorders  with  increased  frequency.  This  monograph  of 
322  pages  brings  up  to  date  the  information  available  on  this 
subject  and  tempers  it  with  long  experience  in  the  field. 

Laymen  generally  have  been  cognizant  of  the  neurogenic 
origin  of  colonic  disturbances  since  the  appearance  of  Axel 
Munthe’s  book  on  San  Michele.  In  these  trying  days,  Dr. 
Bargen’s  discussion  of  the  “irritable  colon”  and  the  garrulous 
“coloncentric”  individual  sounds  a characteristic  note.  Treat- 
ment is  described  in  detail,  even  to  basket  weaving  and 
hydrotherapy. 

Most  of  the  monograph,  however,  is  devoted  to  ulcerative 
colitis  of  various  types.  These  include  the  following  varie- 
ties: thrombo-ulcerative,  regional  or  segmental,  “chronic”, 
tuberculous,  amebic,  late  bacillary,  allergic,  and  that  due  to 
the  virus  of  venereal  lymphogranuloma.  Each  variety  is 
lucidly  described  from  A to  Izzard.  The  etiology,  diagnosis, 
and  clinical  course  are  given  in  detail.  The  pathology  is 
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illustrated  in  gross  and  microscopic  form.  Particularly  valu- 
able are  the  detailed  accounts  of  management.  Indeed,  there 
is  a separate  chapter  on  the  relation  of  colitis  to  food  and 
vitamin  deficiency,  with  special  reference  to  planned  diets. 
Another  chapter  describes  the  investigative  approach  in  the 
differential  diagnosis  of  colitis:  e.g.,  from  such  states  as 
polyposis. 

This  monograph  is  scholarly  but  eminently  practical. 
It  is  beautifully  and  profusely  illustrated  and  well  arranged 
typographically.  Many  illustrative  case  histories,  succinctly 
presented,  focus  on  reality  the  gist  of  the  more  theoretical 
discussion.  The  volume  will  be  of  great  interest  to  many 
physicians,  clinicians  and  medical  students.  It  should  be  in 
every  gastroenterologist’s  library. 

BACKACHE  AND  SCIATIC  NEURITIS.  By  Philip 

Lewin,  m.d.,  f.a.c.s.  Philadelphia:  Lea  and  Febiger.  1943. 

684  pp.  $10.00. 

Reviewed  by  Paul  P.  Swett 

This  is  not,  as  its  title  suggests,  simply  a monograph  on 
the  ubiquitous  problem  of  low  back  pain  and  sciatica.  It  is 
something  much  greater  and  much  broader.  It  is,  in  fact, 
a comprehensive  textbook  which  is  of  such  scope  as  to 
cover  all  the  syndromes  and  clinical  entities  throughout  the 
entire  back. 

Doctor  Lewin  has  gone  into  these  subjects  thoroughly  and 
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masterfully.  There  are  splendid  chapters  on  the  growth  and 
development  of  the  vertebrae,  on  the  anatomy  of  the  back 
and  on  its  physiology  and  biomechanics.  From  the  cervical 
spine  to  the  coccyx  the  subjects  are  competently  and  suc- 
cinctly covered.  There  are  chapters  on  injuries,  tumors,  de- 
formities, inflammatory  lesions  and  on  traumatic  and  indus- 
trial backache.  The  subjects  of  the  various  neuroses  are 
clearly  presented  and  the  chapter  on  the  intervertebral  disk 
syndrome  is  particularly  timely.  Out  of  his  generosity  the 
author  even  includes  a discussion  of  affections  of  the  clavi- 
cles, sternum,  ribs  and  scapulae. 

I he  paper  is  of  good  quality,  the  type  is  clear  and  the 
illustrations  are  well  chosen.  The  subject  matter  is  both  well 
arranged  and  well  indexed.  There  is  a splendid  list  of  refer- 
ences and  a complete  index  of  authors.  This  book  should  at 
once  take  its  place  as  the  authoritative  source  of  information 
in  all  aspects  of  spinal  disabilities  and  their  related  clinical 
manifestations. 

This  reviewer  has  one  minor  complaint  and  this  is  in  con- 
nection with  the  presentation  of  the  role  played  by  the  mus- 
cles in  backache  and  referred  pain.  It  is  to  be  hoped  that 
the  author  will,  in  a later  edition,  assign  to  this  phase  of  the 
subject  a larger  part  both  in  a separate  chapter  and  in  its 
necessary  correlations  in  the  other  chapters.  This  complaint 
is,  of  course,  based  upon  my  own  minority  opinion  that  the 
further  the  knowledge  of  the  back  is  extended  the  larger 
will  loom  the  part  played  by  the  muscles. 
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John  Smith  is  one  of  the  many  highly-respected 
pharmacists  of  the  Central  West.  His  profes- 
sional service,  not  only  to  physicians  but  to 
their  patients  as  well,  is  unexcelled.  His  stocks 
are  complete  in  every  detail  and,  whether  he 
makes  it  in  his  own  laboratory  or  buys  it  from 
an  outside  source,  the  medicament  prescribed  is 
always  promptly  available. 

As  a matter  of  fact,  Mr.  Smith  does  make 
many  preparations  himself.  But  there  are  others 
which  it  is  much  more  practicable  to  buy.  For 
example,  shortly  after  Mr.  Smith  opened  his 
store  in  the  early  twenties,  the  medical  press 
began  to  carry  stories  concerning  a group  of 


scientists  in  the  East,  who  had  found  that  the 
feeding  of  liver  would  produce  new  red  blood 
cells.  In  a little  while,  Lilly  medical  service  rep- 
resentatives were  discussing  liver  extract  with 
the  medical  profession. 

The  production  and  standardization  of  liver 
extract  is  but  one  of  the  many  contributions  Eli 
Lilly  and  Company  has  been  privileged  to  make 
to  medical  practice  and  to  the  professional  serv- 
ice of  the  Pharmacists  Smith  of  the  Nation. 

ELI  LILLY  AND  COMPANY 
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MENTAL  HEALTH  vs.  MONEY  IN  REHABILITATION 

C.  C.  Burlingame,  m.d.,  Hartford 


The  Author.  Psychiatrist-in-chief,  Institute  of  Liv- 
ing, Hartford,  Connecticut 


The  controversial  note  contained  in  the  title  of 
this  address— Mental  Health  vs.  Money  in  Re- 
habilitation—was  deliberate  on  my  part.  1'here  do 
exist  conflicting  points  of  view  regarding  the  whole 
subject  of  rehabilitation,  and  I propose  tonight  to 
attempt  an  analysis  of  these  points,  and  to  suggest 
a course  of  action  which  I believe  would  extend  be- 
yond the  mere  expenditure  of  money  toward  a goal 
I of  mental  health. 

What  I have  to  offer  you  may  disappoint  you  in 
its  meagerness;  but  it  has  been  motivated  by  my  own 
deep  interest  in  the  problem,  and  mitigated  only  by 
human  frailty  and  lack  of  omnipotence!  If  the  dis- 
cussion in  any  way  stimulates  your  own  thinking, 
and  even  indirectly  points  a way  toward  a united 
effort,  1 shall  feel  that  the  honor  you  have  done  me 
in  inviting  me  to  address  you  has  not  been  wholly 
wasted. 

It  is  well  for  us  to  realize  in  the  beginning  that 
' nothing  we  can  do  for  these  men  returning  home 
will  adequately  fulfill  our  obligations  to  them. 
Money,  kindness,  pity,  sympathy— all  will  be  un- 
availing for  the  payment  of  our  just  debt.  But  we 
can  come  nearer  paying  that  debt  if  what  we  do 
enables  them  to  get  back  quickly  into  the  stream  of 
civilian  life  and  to  take  up  again  the  normal  threads 
of  their  existence.  Any  other  kind  of  effort  would 
harm— not  help  them,  and  that  is  why  our  plan  of 
rehabilitation  must  be  based  firmly  on  precepts 
fundamental  to  the  laws  of  human  nature  in  the 
interests  of  national  mental  health. 

Recently  there  have  been  publicized  proposals 
which  give  hope.  These  proposals  would  seem  to 
look  beyond  mere  governmental  largess,  beyond  the 
short  sighted  idea  that  if  the  government  opens  its 

l Address  delivered  at  Houston,  Texas,  on  March  5,  1944 


purse  strings,  rehabilitation  will  take  care  of  itself. 
Even  if  we  considered  rehabilitation  solely  a matter 
of  economic  resuscitation,  such  a plan  would  fail. 
A place  to  sleep,  enough  food  for  the  belly,  and 
enough  clothing  to  keep  out  the  cold  has  never  yet 
been  enough  to  save  a man’s  soul. 

When  we  plan  a future  for  those  who  have  spilled 
their  blood  and  maimed  their  minds  and  bodies  for 
our  preservation,  we  surely  cannot  think  our  obli- 
gation is  paid  through  a “dole”  or  some  negligible 
form  of  physical  relief. 

To  make  a man  fit  to  earn  his  living  again  is  the 
main  part  of  any  rehabilitation  plan;  but  if  we 
would  restore  him  to  the  capacity  he  formerely  had, 
or  go  farther  and  extend  the  outlets  for  his  capa- 
bilities, we  must  go  beyond  the  economic  factor 
itself. 

In  fact,  government  largess  alone  may  create 
among  these,  men  the  very  situation  we  are  trying 
to  avoid;  the  indiscriminate  use  of  money,  uncon- 
trolled by  the  principles  of  mental  hygiene,  might 
well  double  the  toll  of  psychiatric  casualties.  Money 
alone  is  an  impotent  agency  for  acquiring  those 
psychological  factors  that  metamorphose  things  in- 
to equations  of  human  needs;  it  must  be  used  as  a 
means  to  an  end,  not  an  end  in  itself. 

There  are  today  any  number  of  agencies  attempt- 
ing to  handle  the  program  of  rehabilitation.  The 
governmental  agencies  include: 

1.  The  War  Manpower  Commission 

2.  Selective  Service 

3.  I he  Veterans’  Administration 

4.  The  Federal  Bureau  of  Education  of  the 
Department  of  the  Interior 

5.  The  Veterans’  Organizations  of  the  last  war 
including  the  American  Legion 

6.  The  LT.  S.  Employment  Agencies 

7.  The  LT.  S.  Bureau  Committee  on  Children  in 
War  Time 
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8.  The  U.  S.  Public  Health  Service 

Among  the  public  agencies  are: 

1.  The  American  Psychiatric  Association 

2.  The  National  Committee  of  Mental  Hygiene 

3.  The  National  Congress  of  Parents  and  Teachers 

4.  The  New  York  Committee  of  Mental  Hygiene 

5.  The  Federal  Council  of  Churches  of  Christ  in 
America 

6.  The  numerous  Catholic,  Protestant,  and  Jewish 
agencies 

7.  The  American  Orthopsychiatric  Association 

8.  The  National  Child  Labor  Committee 

9.  And  innumerable  State  and  sectional  agencies. 

All  of  these  various  groups  are  making  a contribu- 
tion to  the  study  of  the  problem,  but  as  far  as  unified 
action  is  concerned,  most  of  them  are  going  around 
in  circles,  duplicating  the  time  and  efforts  of  the 
other  groups.  So  far  we  have  not  evolved  an  overall 
policy  for  handling  the  problem;  and  that  is  the 
source  of  our  weakness. 

It  is  still  too  early  to  say,  but  if  the  recent  pro- 
posals of  which  I spoke  a moment  ago  do  nothing 
more  than  coordinate  all  of  these  well  meaning 
agencies,  prevent  overlapping,  and  dispell  confusion, 
the  recommendations  and  the  report  will  have  been 
worthwhile.  If  they  do  nothing  more  than  pave  the 
way  for  some  of  the  suggestions  which  are  to 
follow,  they  would  give  new  hope. 

There  are  some  people,  perhaps,  who  would  be 
willing  for  the  government  to  take  the  program  over 
in  toto;  I suspect  such  people  of  being  weak-kneed, 
lazy,  and  too  politically  disillusioned  to  shoulder 
even  a semblance  of  their  democratic  responsibilities. 
Rehabilitation  is  the  people's  problem , working  in 
cooperation  with  but  not  blindly  following  their 
government;  and  it  is  better  that  we  face  the  fact 
now,  while  there  is  still  time,  than  to  face  it  later— 
perhaps  too  late— after  it  has  undergone  a long 
hibernation  in  the  cloak-rooms  in  Washington. 

But  if  the  people  are  to  solve  their  own  problem 
successfully,  there  must  be  some  preliminary  form 
of  public  education.  We  cannot  merely  sit  back  con- 
tent that  a wise  man  in  Washington  with  great 
accomplishments  to  his  credit  has  made  a compre- 
hensive report  and  recommendations  so  that  we 
may  crawl  up  to  our  firesides  and  purr  ourselves  to 
sleep. 

Today  we  are  a united  people  on  one  great  front; 
we  want  without  exception  to  beat  Hitler  and  Tojo, 
and  we  are  placing  tremendous  resources  behind  the 
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effort.  Furthermore  we  are  realizing  our  purpose— 
we  know  that  victory  will  be  ours.  But  as  indi- 
viduals, as  small  groups,  as  small  and  large  com- 
munities, we  must  understand  the  problem  of  our 
future— reports  or  no  reports— because  in  the  final 
analysis  it  can  be  solved  only  by  our  smaller  groups 
which  added  together  make  up  not  only  our  national  if 
economy  but  our  national  objectives  and  strength |! 
as  well. 

But  beyond  our  war  objectives,  our  national  unity 
is  not  so  clear.  As  a people  we  received  a shock  after 
the  years  of  1917-1918;  I,  for  one,  came  back  on  the 
good  ship  George  Washington  with  our  then  Presi- 
dent Woodrow  Wilson  who  had  the  peace  treaty 
in  his  possession.  As  I stepped  off  the  boat  I was 
sure  that  1 had  been  an  indispensable  part  in  making 
this  world  of  ours— to  say  nothing  of  our  own  fair 
land— safe  for  democracy.  We  have  lived  to  see  in- 
stead a world  that  has  come  perilously  near  being 
safe  for  tyrants  and  dictators.  We  have  not  yet  fully 
recovered  from  that  trauma,  and  the  seeds  of  dis- 
trust and  disillusionment  still  disturb  our  thinking. 
The  evasion,  the  appeasement,  and  the  refusal  to 
face  realistically  the  rising  tide  of  oppression  on  the 
part  of  certain  world  governments  have  left  their 
scar;  and  today  cynicism  has  colored  even  our  hopes 
for  better  things  to  come  after  the  second  phase  of 
the  First  World  War  is  over.  That  cynicism  is  such 
that  we  are  even  skeptical  about  regarding  it  as  a 
concluding  phase  and  we  have  our  fingers  crossed 
as  we  wonder  whether  the  next  armistice  will  be  of 
twenty  or  forty  years’  duration. 

It  is  possible  that  the  cynicism  which  arose  after 
the  last  war  explains  some  of  the  educational  experi-, 
ments  of  the  past  decade.  We  prated  about  children; 
“expressing  themselves”  because  we  doubted  our 
own  judgment  in  guiding  their  expression.  We  did 
not  say  forthrightly  to  our  children  “That  is  right; 
and  this  is  wrong”  because  we  had  begun  to  lose 
faith  in  our  concept  of  right  and  wrong.  Pragma- 
tism was  our  “way  out”— and  the  old  concepts  of 
stern  reality  were  pushed  behind  the  scenes.  We 
went  through  a mental  debauch  when  as  a nation1 
we  took  at  least  a mild  flight  from  reality  and  toyed 
with  the  idea  that  “love  and  light”  throughout  the 
world  had  come  to  stay;  and  that  all  mankind,  with 
ourselves  setting  the  pace,  would  express  them- 
selves—fully  express  themselves— and  almost  nev'w 
do  anything  that  they  did  not  want  to  do.  This  was 
but  a part  of  the  lush  period  when  personal  and 
social  experimentation  was  having  an  unbounded 
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opportunity,  because  spiritual  values  had  lost  their 
realistic  attachment  to  everyday  life.  You  and  I 
were  all  part  and  parcel  of  this  restless  period  when 
our  individual  and  national  long-distance  objectives 
were  dimmed,  blurred,  or  possibly  lacking. 

Knowing  this,  some  of  us  trembled  at  the  thought 
of  our  youth  facing  the  restrictions  of  military  life. 
We  feared  that  they  were  “soft”;  we  wondered  if 
they  would  be  able  to  “take  it.”  Well,  it  is  to  the 
everlasting  glory  of  American  youth,  and  to  the 
good  heritage  in  the  blood  of  our  forefathers,  that 
they  not  only  “took  it,”  but  are  proving  themselves 
true  warriors  in  the  noblest  tradition. 

How  was  this  alchemy  accomplished?  How  were 
we  enabled  to  turn  a careless,  carefree  boy  into  a 
seasoned,  responsible,  and  deadly  serious  soldier  in 
so  short  a time?  Certainly  it  was  not  merely  a matter 
of  putting  a khaki  suit  on  him,  and  handing  him  a 
rifle.  It  was  a matter  of  intensified  orientation  for 
war— orientation  in  becoming  the  world's  best  kill- 
ers. Not  only  have  we  made  the  boys  at  the  fighting 
fronts  the  world's  best  killers;  but  we  have  also 
made  workers  in  the  war  factories  indispensable  to 
the  world's  best  killers;  and  all  of  us,  through  eating- 
less,  and  buying  less,  and  purchasing  more  bonds, 
have  made  ourselves  indispensable  to  the  world's  best 
killers. 

That  is  the  way  we  have  mobilized  for  war;  and 
we  will  be  blind  indeed  if  we  do  not  realize  the  fact 
that  just  as  we  train  for  war,  so  must  we  train  for 
peace.  We  will  be  confirmed  in  our  blindness  if  we 
consider  rehabilitation  in  terms  of  returning  service 
men  alone;  our  whole  people  must  learn  again  the 
ways  of  peace. 

These  considerations  are  basic;  yet  it  is  easy  to 
ignore  them  because  they  are  basic.  1 he  great  mis- 
takes of  history  have  been  made  by  ignoring  funda- 
mental movements  so  big  that  they  seemed  to  evade 
detection.  The  individual  and  collective  mind  seems 
so  constituted  that  it  can  see  only  so  far  and  to  a 
certain  breadth— beyond  that  point  our  eyes  and 
minds  cease  to  function.  The  whole  nation,  indeed 
the  whole  world,  seems  to  have  been  completely 
disorientated  from  our  concept  of  civilized  life, 
w?ith  a thoroughness  never  before  approached  in 
peace  or  in  war.  We  have  been  pushing  our  strength 
in  a diametrically  opposite  direction  from  that  of 
civilization. 

To  be  sure  war,  with  such  accompaniments,  has 
happened  before,  but  never  with  the  thoroughness 
or  completeness  of  todav.  Up  until  the  time  of  the 
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current  debacle,  the  balance  of  peacetime  values  has 
always  been  sufficiently  preserved,  even  in  war  time, 
so  that  the  scales  have  remained  tipped  to  a peace 
time  civilization— but  this  time  we  have  come  nearer 
to  emptying  the  side  of  the  scale  containing  our 
heritage  of  civilized  practices  and  usages.  It  will 
require  unified  conscious  effort  and  an  enlightened 
appreciation  of  fundamentals  if  we  are  to  come  back 
without  too  great  disaster. 

You  will  notice  I do  not  say  total  disaster;  for  I 
still  have  an  innate  confidence  in  the  ultimate  direc- 
tion of  the  scheme  of  things,  and  I know  that  that 
faith,  shared  by  the  majority  of  my  fellow  Ameri- 
cans, is  the  leaven  that  will  transform  us  for  peace 
and  away  from  the  ways  of  war. 

But  it  is  essential  to  all  our  thinking  that  our  plan 
for  rehabilitation  be  wide  enough  in  scope  and  sound 
enough  in  principle  to  encompass  all  the  people. 
We  have  been  taught  that  peace  is  worth  fighting 
for  and  worth  dying  for;  now  we  must  be  taught 
that  it  is  worth  working  for.  Then  we  will  muster 
the  strength  to  shape  it  to  our  own  ends. 

Any  form  of  public  education  in  rehabilitation 
needs  must  begin  with  a consideration  of  our  atti- 
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tudes  towards  those  10,000,000  men  and  women 
who  are  returning  from  the  armed  services.  There 
will  be  millions  with  physical  and  mental  handicaps, 
and  an  even  larger  number  of  borderline  cases  that 
may  slip  into  real  casualty  groups  unless  intelligent 
help  is  forthcoming.  There  are  also  those  men  we 
now  have  with  us  who  could  not  make  the  adjust- 
ment to  the  initial  military  training  and  who  have 
been  rejected  or  discharged  for  neuropsychiatric 
reasons.  The  number  in  this  last  group  is  very  large 
indeed,  and  it  is  imperative  that  our  people  are 
educated  to  the  fact  that  these  men  are  not  to  be 
termed  weaklings,  or  malingerers.  For  they  repre- 
sent a legion  of  their  fellows,  who  in  a free  society 
found  the  level  of  their  capabilities  and  often  made 
a success  without  evidence  of  maladjustments;  but 
who,  in  the  unrelenting  discipline  of  the  armed 
services,  met  restrictions  they  could  not  accept.  In 
civilian  life  such  a man’s  domestic  relationships  were 
verv  largely  subject  to  his  own  wishes,  whims  or 
peculiarities  and  he  made  a successful  compromise. 
The  day  he  entered  the  army  his  domestic  relation- 
ships were  rigid  and  inflexible.  To  at  least  a large 
extent  in  the  business  world  his  adjustment  was 
subject  to  his  own  wishes,  whims,  peculiarities  and 
capacities  but  the  minute  he  left  and  entered  the 
armed  services  these,  to  a very  large  degree,  became 
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a frozen  pattern  which  he  must  accept.  In  civilian 
life  his  social  relationships  and  adaptations  were 
very  largely  subject  to  his  wishes,  whims,  and 
peculiarities  but  the  minute  that  he  entered  the 
armed  services  his  social  life  was  very  largely  a 
matter  predetermined  for  him  with  fixed  and  frozen 
patterns.  Is  it  any  wonder,  therefore,  that  many  men 
made  a success  in  the  flexibility  of  civilian  life  but 
with  the  rigidity  of  the  combat  services  “cracked 
up”?  Incidentally,  therein  lies  a key  to  therapy  for 
the  man  who  has  “cracked  up”  in  military  service. 
A speedy  and  thorough  reassimilation  into  civilian 
life  is  indispensable  and  sometimes  the  only  thing 
necessary. 

We  should  be  very  careful  before  we  attach  a 
stigma  to  these  men.  How  many  of  us  know  the 
threshold  of  our  own  endurance?  We  are  hardly  in 
a position  to  cast  the  first  stone.  And  it  is  well  to 
remember  that  the  problems  of  the  man  who  has 
been  rejected  at  the  induction  lines  or  before  actual 
combat,  are  often  greater  even  than  those  of  men 
who  actually  did  fight  on  the  front  lines,  because 
these  men  may  within  themselves  carry  a stronger 
conviction  of  failure,  with  all  too  often  the  com- 
munity or  even  the  employer  adding  thereto. 

But  both  the  pre-  and  post-front  casualties  have 
suffered  loss  in  the  waging  of  war.  Some  have  had 
their  hands  blown  off;  their  eyes  blinded;  their 
spleens  blown  up  with  malaria.  Some  have  had  their 
minds  deranged;  their  hope  destroyed;  their  cour- 
age weakened.  A program  of  public  education  must 
be  comprehensive  enough  to  give  help  to  all  these 
different  types  of  casualties.  The  editors  of  Fortune 
magazine,  in  the  December  issue,  stated  the  point 
succinctly: 

“The  solution  of  the  problem  rests  on  the  ability 
of  a democracy  to  vindicate  itself  by  democratic 
methods.” 

What  are  the  democratic  methods  which  we  are 
called  upon  to  use  in  vindication  of  ourselves?  First 
and  foremost  we  must  educate  the  people— the  great 
masses  of  the  people— to  the  problem  so  that  the 
action  which  follows  will  be  the  action  of  the 
people.  If  any  machinery  of  rehabilitation  is  merely 
fostered  upon  us  from  above,  that  is  bureaucracy 
and  not  democracy.  So  again  I state  that  democratic 
methods  will  employ  first  an  education  of  the  pub- 
lic in  the  character  and  extent  of  the  program  of 
rehabilitation  which  will  indicate  specifically  the 
first  steps  to  take  in  accepting  this  democratic 
responsibility. 


Without  the  slightest  claim  to  originality,  and 
with  full  acknowledgement  of  plagiarisms,  I would 
suggest  that  the  same  machinery  which  was  set  in 
operation  to  educate  and  indoctrinate  all  men  and 
women  and  children  to  a war  state  of  mind  be  put 
in  reverse  and  be  used  for  a thoroughgoing  job  of 
indoctrination  and  reeducation  for  peacetime  pur- 
suits and  rehabilitation.  Our  highly  established  means 
of  communication— the  press,  radio,  motion  pictures, 
school,  and  the  multiple  and  highly  diversified  com- 
munity agencies  enabled  us  to  build  war  objectives; 
now,  we  must  use  these  same  agencies  in  educating 
for  peace  rehabilitation  objectives.  And  to  be  suc- 
cessful, such  a program  of  public  education  might 
well  encompass  three  main  points: 

i.  The  development  of  right  atttiudes  of  the  pub- 
lic toward  the  returning  casualty; 


2.  An  indoctrination  and  reeducation  for  peace 
objectives;  and  rehabilitation; 

3.  A vision  of  our  future. 

Regarding  policies  concerning  public  attitudes 
and  emotional  responses  to  the  returning  casualties, 
the  first  cardinal  principle  to  be  taught  is  that  these 
men  must  not  be  made  a “class  apart.”  For  their 
future  mental  health,  we  must  help  them  to  get  back 
to  the  normal  channels  of  civilian  life  as  quickly  as 
possible.  Pity  may  do  more  lasting  harm  than  neglect. 

As  an  example,  let  us  say  that  a child  falls  from 
his  bicycle  and  breaks  a leg.  Let  us  say  that  he  spends 
long  months  in  a cast,  virtually  helpless.  The  wise 
mother,  although  she  may  be  heartbroken  at  his 
suffering,  knows  that  for  his  future  good  she  must 
not  “baby”  him  into  invalidism  and  fear,  but  that 
she  must  push  him  ahead  as  quickly  as  possible,  and 
if  necessary  force  him  to  learn  to  walk  again. 

Our  attitudes  toward  the  returning  casualty  must 
be  much  the  same.  We  must  have  sympathy,  we 
must  have  understanding;  but  we  must  have  that 
sympathy  and  that  understanding  sufficiently  sturdy 
so  that  we  do  not  stoop  to  the  level  of  being  maud- 
lin. We  must  convey  an  affirmative  point  of  view 
wherein  our  real  affection  and  regard  will  show  it- 
self in  the  effort  to  save  that  man  from  the  barren 
life  of  invalidism.  Yes,  let  there  be  pity;  let  there 
be  tears;  but  let  there  be  also  a strong  human  effort 
which  promises  to  make  an  end  to  the  need  for  pity 
and  the  need  for  tears. 


Let  our  every  attitude  show  that  we  have  con- 
fidence in  the  man’s  ability  to  win  the  peacetime 
battle  as  well  as  he  won  the  other;  and  let  us  build 
him  up  morally  to  do  just  that  so  that  he  may  have 
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the  pride  of  being  one  of  those  who  are  indispen- 
sable to  the  peace,  not  merely  a “passenger  through 
life,”  no  matter  how  well  provided  for.  We  in  the 
field  of  psychological  medicine  know  only  too  well 
how  deleterious  is  the  effect  of  a negative  or  dis- 
couraging suggestion  to  the  patient  who  is  trying  to 
“stage  a comeback.”  If  there  is  anything  at  all  in  the 
power  of  suggestion— if  there  is  anything  at  all  in 
psychotherapy— it  calls  for  an  affirmative  psycho- 
logical suggestion  at  the  very  time  when  the  sick 
man  is  in  doubt  as  to  his  own  abilities.  A lack  of 
appreciation  of  these  facts  in  the  home,  in  the  com- 
munity, or  in  the  multiple  and  various  government 
agencies  may  direct  the  man  toward  a sterile  life  of 
semicapacity  for  which  there  is  never  an  adequate 
compensation  no  matter  how  resplendent. 

And  may  I touch  upon  another  consideration  of 
that  part  of  the  democratic  process  which  1 have 
dubbed  Public  Education.  The  first  step  on  the  road 
to  mental  health  for  any  living  human  being  is  a will- 
to-do.  The  indoctrination  for  war  was  nothing  more 
or  less  than  the  creation  of  man’s  will-to-do.  1 he 
will-to-do,  stated  in  another  way,  is  what  we  in 
psychiatry  term  the  emotional  drive.  Any  public 
education  program  for  rehabilitation  and  for  a 
healthy  national  future  must  take  into  consideration 
the  creation  of  this  will-to-do  on  the  part  of  the 
individual  and  on  the  part  of  our  collective  popula- 
tion. 

Fear  and  confusion  sometimes  cause  a man  to 
want  to  hide  from  the  responsibilities  of  life.  We 
must  realize  that  there  is  nothing  about  service  in 
the  armed  forces  that  renders  our  returning  heroes 
free  from  fundamental  human  traits.  It  is  quite  as 
much  our  responsibility  to  help  them  nurture  their 
will-to-do  and  their  will  to  get  back  into  the  chan- 
nels of  active  civilian  life  as  it  is  to  repair  their 
bodies,  or  to  give  them  jobs.  Without  their  will-to- 
do  and  the  force  of  their  emotional  drive,  any  job 
will  become  meaningless  to  them  and  their  efforts 
seem  sterile. 

Because  of  considerations  such  as  these,  I believe 
that  if  we  make  cash  compensation  our  chief  de- 
mobilizing policy,  we  may  create  the  very  situation 
we  are  trying  to  avoid  by  producing  rather  than 
curing  psychiatric  disorders.  Compensation,  even 
government  largess,  yes,  but  let  it  be  subordinated 
to  giving  back  to  our  men  the  very  emotional  and 
social  drives  that  made  him  a man— a social  animal 
aspiring  to  a better  social  order  with  himself  a part 
!of  that  social  order.  Let  our  compensation  and  our 


2 I I 

largess  always  be  viewed  from  the  standpoint  of 
giving  back  to  the  man,  or  of  preserving  for  him, 
these  intangible  values.  Let  our  assistance  be  admin- 
istered in  such  a way  that  it  will  foster  all  the  social 
drives  of  that  man,  of  which  our  society  in  the 
future  will  be  so  much  in  need. 

If  we  owe  our  men  something  in  the  materialistic 
sense— which  we  do— let  it  be  so  administered  that 
the  man  does  not  engage  in  a life  long  debate  proving 
that  he  is  useless,  that  he  is  incapacitated,  that  he  is 
no  good,  or  only  partly  good,  in  order  to  obtain 
that  compensation  which  is  due  him.  Surely  there  is 
sufficient  imagination,  surely  there  is  sufficient  ad- 
ministrative ability  in  this  nation  of  ours,  to  accom- 
plish both  objectives:  the  preserving  of  a man’s 
social  integrity  to  the  end  of  developing  the  best 
that  is  in  him,  and  the  giving  to  him  of  his  right  and 
proper  compensation. 

May  I interpolate  that  no  amount  of  monetary 
reward  will  ever  compensate  any  man  who  has  really 
served  his  country  in  the  trials  of  war.  I do  not 
advocate  denying  the  returned  service  man  one 
single  thing;  I only  plead  that  he  shall  not  be  re- 
garded as  a “relief  serf”  with  our  obligation  to  him 
liquidated  through  doles  and  charity.  We  must 
somehow,  somewhere,  and  sometime  reestablish  at 
least  the  same  will-to-do  as  an  active  member  of 
society  which  constituted  his  most  valued  possession 
when  he  left  society  to  enter  the  service. 

It  is  well  to  remember  that  the  will-to-do  has 
driven  human  beings  to  overcome  tremendous  handi- 
caps. Helen  Keller  and  her  company  of  the  great 
stand  as  a tribute  to  the  faith  that  men  can  go  for- 
ward and  shoulder  those  responsibilities  that  are  a 
man’s  true  heritage.  Our  men  can  do  as  much  or 
more— and  they  will,  with  our  intelligent  help. 

Start  early  to  preserve  his  will-to-do  and  his 
civilian  social  integrity.  At  the  very  time  that  a man 
knows  he  is  to  receive  his  discharge  from  the  armed 
service,  and  even  while  he  is  still  in  the  service  and 
taking  the  first  step  toward  civilian  life— I say  that 
at  that  very  moment  reorientation  and  indoctrina- 
tion for  civil  responsibility  and  community  useful- 
ness should  begin.  It  is  while  the  man  is  still  in  the 
service  that  mental  hygiene  must  begin  its  role  in 
building  a will-to-do  in  civilian  life  that  will  call 
forth  the  maximum  of  that  man’s  civilian  urges  and 
abilities.  In  so  far  as  it  is  practical,  the  economic,  the 
social,  and  psychological  drives  of  civilian  life 
should  be  reintroduced  into  his  thinking.  All  of  the 
men  returning  will  need  this  positive  reorientation 
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to  civilian  life  so  this  process  should  start  as  soon  as 
this  return  is  imminent. 

Previously  in  this  address  I listed  for  you  some 
25  or  so  agencies  all  of  which  are  working  on  the 
plans  for  rehabilitation,  and  I indicated  the  fact  of 
wasteful  overlapping  in  time  and  effort.  Too  many 
bureaus  have  retarded  the  formation  of  uniform 
policy,  and  have  served  to  confuse  the  dischargee 
and  the  public  alike.  The  need  for  centralization  of 
these  agencies  has  been  pointed  out  in  the  recent 
government  proposal  previously  referred  to  which 
suggests  steps  toward  the  formulation  of  a national 
policy  and  which  also  brings  out  into  the  open  the 
fact  that  government  agencies  dealing  with  the  prob- 
lems of  hospitalization  and  the  subsequent  problems 
of  adjudication  for  disability  pensions  are  so  in- 
volved in  red-tape  as  to  hinder  even  their  present 
efforts.  In  the  midst  of  this  red-tape  we  have  had  on 
one  hand  a group  demanding  government  largess; 
on  the  other,  a group  rising  to  defend  the  govern- 
ment pocketbook.  Caught  in  the  middle  have  been 
the  casualties  themselves,  their  problems  constantly 
increasing  while  we  bandied  about  all  this  political 
talk  and  other  things. 

To  me  the  government  proposal  I have  been 
speaking  about,  serves  to  emphasize  the  fact  that  if 
most  of  the  red-tape  is  not  eliminated  at  once,  many 
men  will  be  confirmed  in  their  invalidism  and  nerv- 
ous disorders  before  the  industrial  and  social  re- 
habilitation can  get  a shot  at  them.  Public  pressure 
should  become  so  strong  on  this  point  that  organi- 
zations handling  these  problems  will  take  immediate 
steps  toward  simplifying  the  multiple  forms— the 
“triplicates-triplicates”— and  all  the  other  record 
taking,  in  order  to  “clear  the  tracks”  for  an  imme- 
diate program  of  real  action  while  the  dischargee  is 
still  impressionable.  If  this  is  not  done,  any  further 
program  in  rehabilitation  will  be  vitiated,  made 
less  effective,  if  indeed,  it  may  not  be  defeated  by 
delays  and  negative  suggestions. 

Similarly,  there  must  be  a simplification  in  the 
subsequent  steps  of  job  placement.  When  the  return- 
ing service  man  completes  his  medical  recondition- 
ing and  adjudication  (sans  triplicate-triplicate!)  it 
is  a natural  assumption  that  in  many  if  not  most 
instances  he  will  want  to  return  to  his  own  com- 
munity. It  seems  sensible  to  back  the  proposal  that 
the  agencies  which  took  that  very  man  out  of 
civilian  life  should  be  responsible  for  putting  him 
back  again  into  civilian  life;  in  other  words,  the 
process  of  putting  Selective  Service  in  reverse  at  a 


community  level.  And  the  procedure  should  be  so 
streamlined  that  it  returns  a man  to  society  as 
promptly  and  efficiently  as  it  took  that  same  man 
out  of  society. 

The  communities  themselves  should  have  the  real 
job  of  fitting  a man  back  into  his  local  community 
and  local  industries.  Why  pyramid  agency  on  top 
of  agency,  when  we  have  local  boards  already  set 
up,  boards  which  are  part  of  the  community  and 
which  think  of  the  man  as  part  of  the  community. 
Mental  hygiene  principles  may  be  centralized  but 
the  application  of  them  is  a highly  personalized  and 
individualized  matter,  so  that  the  man  who  wants  to 
return  to  his  own  community  can  do  so  with  maxi-; 
mum  efficiency  and  minimum  loss. 

When  we  succeed  in  bringing  about  an  elimina-  I 
tion  of  red-tape  in  matters  of  adjudication,  and  in 
the  allocation  of  the  problems  of  job  placement  to 
local  Boards,  then  a practical  program  of  social  and 
industrial  rehabilitation  can  be  initiated.  And  this 
phase  of  the  program  is  rightly  a job  for  the  people, 
and  not  for  bureaucracy. 

If  rehabilitation  is  controlled  wholly  by  the  gov- 
ernment, we  will  reorientate  men  into  a government 
controlled  society,  and  not  into  the  way  of  life 
which  they  have  been  fighting  to  preserve.  Any 
sound  proposal  will  enlist  the  efforts  of  a group  of 
American  citizens,  representative  of  our  national 
interests,  in  the  formulation  of  the  broad  policy  ok 
Social  and  Industrial  Rehabilitation.  To  such  a repre- 
sentative  group,  industry  would  certainly  send  its 
top  flight  men,  for  in  a large  part,  the  success  of  such 
a program  will  rest  on  industry.  Likewise,  union  and 
labor  representatives  would  presumably  be  those  in 
authority  to  negotiate  with  industry  such  perplexing 
rehabilitation  problems  as  seniority  ratings,  union 
membership  clauses,  and  the  like.  And  all  members 
of  the  group,  working  with  leaders  in  the  field  of 
mental  hygiene,  might  at  least  have  the  opportunity 
to  cooperate  in  designing  a reorientation  program- 
call  it  propaganda  if  you  will— to  include  such 
fundamentals  as  we  have  been  discussing. 

Such  a reorientation  program  should  include  the 
third  factor  T have  mentioned  as  public  education.  1 
T have  termed  it  the  vision  of  the  future.  For  with-  * 
out  a vision,  there  can  be  no  hope.  And  without  11 
hope,  there  can  be  no  rehabilitation.  f 

Tt  is  a realistic  approach  to  remind  ourselves  that  1 
before  Hitler  placed  a sword  at  the  backs  of  his| 
people,  he  first  united  them  with  hope  for  thej  ^ 
future.  He  made  them  believe  not  only  in  the  sue-  l! 
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cess  of  war,  but  that  the  results  of  war  would  bring 
them  the  fruits  of  peace.  We  cannot  over  estimate 
the  power  of  this  appeal.  War,  he  promised,  was  a 
means— a necessary  interim  worth  any  sacrifice- 
leading  to  the  fulfillment  of  their  basic  drives:  in- 
creasing production,  security  of  employment,  and 
a chance  to  be  a positive  force  in  social  relation- 
ships. That  his  premise  was  false— his  promises  a 
lie— does  not  deflect  from  their  inherent  power. 
Hope  can  lead  men  to  the  brink  of  fulfillment— or 
despair. 

Americans  are  fighting  today  for  the  clear  purpose 
of  winning  the  war,  united  intellectually  in  the 
belief  that  for  survival  the  war  must  be  won.  But 
emotionally,  we  are  confused,  disillusioned,  and 
divided.  Winning  the  peace  is  an  issue  that  frightens 
us.  We  admit  that  we  have  no  real  insight  into  the 
problems  of  the  future,  yet  we  are  obsessed  with 
fears  of  unemployment,  depression,  and  insecurity. 
The  psychiatrist  would  diagnose  our  condition  as 
potentially  schizoid.  If  we  are  to  prevent  the  disease, 
we  must  clear  the  cobwebs  from  our  thinking  and 
get  our  sights  on  the  single  vision  of  a better  future 
that  can  lie  before  us  if  we  make  a united  effort. 

We  must  see  the  war,  on  its  positive  side,  as  an 
opportunity  and  an  effort  already  begun  to  utilize 
fully  the  country’s  industrial  and  man  power  for  a 
rebuilding  of  peacetime  pursuits.  We  must  recog- 
nize the  fact  that  opportunity  lies  ahead  in  which 
to  develop  the  highest  abilities  of  our  people. 

We  must  view  the  postwar  world  as  a hopeful 
era  that  will  free  the  dynamic  forces  bottled  up 
Within  us.  Let  us  take  those  great  contributions 
which  America  has  made  to  the  progress  of  the 
world  and  build  on  them  for  a better  future.  Our 
principles  of  free  enterprise,  and  even  the  profit 
motive  itself,  can  be  made  a cohesive  factor  in  our 
effort.  Industry— commerce— trade  to  which  Amer- 
ica has  brought  so  much,  can  now  be  made  instru- 
ments for  even  greater  contribution. 

America  was  founded  and  developed  by  a people 
who  were  moved  by  the  greatest  dream  in  history. 
Those  men  were  part  of  an  immutable  movement 
which  began  a thousand  years  ago  with  the  Magna 
Carta  and  which  reached  its  fulfillment  here  on  our 
own  shores.  Our  hopes  in  the  past— our  former 
visions  of  the  future— led  to  man’s  freedom  in 
democracy. 

But  what  of  our  present  vision  of  the  future? 
We  have  heard  much  of  the  four  freedoms;  as  a 
matter  of  fact  the  four  freedoms  are  essentially  the 


food  stuff  of  our  national  political  philosophy  and 
have  been  such  since  we  became  a nation.  The  full 
and  complete  realization  of  the  freedom  of  the  press 
has  been  obtained.  A full  religious  freedom  has  been 
obtained.  The  attainment  of  freedom  from  fear  is 
and  always  will  be  a relative  attainment,  and  the 
freedom  from  want  is  equally  relative  and  never 
fully  attainable.  Generally  speaking,  the  four  free- 
doms have  always  been  among  our  national  goals. 
But  the  full  attainment  of  these  four  freedoms  can- 
not in  themselves  be  the  sole  vision  of  the  future. 

It  would  take  a wiser  and  a braver  man  than  I to 
stand  before  you  and  attempt  specificity  as  to  our 
American  vision  of  the  future.  I feel,  however, 
that  the  vision  of  the  future  must  attain  a spiritual 
quality  not  encompassed  in  our  common  understand- 
ing in  the  now  Famous  Four  Freedoms. 

We  do  not  know  what  the  ultimate  destiny  of 
man  is;  that  has  been  the  subject  of  a never  ending- 
debate  among  philosophers,  theologians,  scientists 
and  scholars  of  all  ages.  Yet  we  still  do  not  know 
what  the  ultimate  goal  of  man  really  is  nor  where 
in  the  ultimate  man  is  going.  The  lack  of  this  specific 
knowledge  leaves  us  somewhat  bewildered  when  we 
try  to  draw  a “vision  of  the  future”  which  is  not 
subject  to  the  slings  and  arrows  of  outrageous 
national  fortune. 

But  certain  things  about  man  we  do  know,  we 
know  that  he  is  differentiated  from  other  members 
of  the  animal  kingdom  primarily  by  the  extent  and 
character  of  his  urge  to  create.  He  does  not  feel 
satisfied  or  at  peace  within  himself  unless  that  urge 
to  create  is  given  an  opportunity  for  expression. 
He  is  at  his  best  when  he  feels  that  through  his  own 
urge  to  create  and  through  his  own  drives  and  native 
genius  he  has  controlled  his  own  individual  destiny 
and  improved  his  own  individual  status.  He  is  at 
his  best  when  he  feels  that  his  creative  gifts  are 
contributing  not  only  to  his  own  personal  welfare 
but  also  to  those  persons  he  loves. 

It  is  from  the  individual  man  that  the  National 
Vision  of  the  Future  will  be  built.  There  is  some- 
thing within  him  that  demands  an  opportunity  to 
control  his  destiny  and  through  his  own  creative 
urges  to  better  his  own  position  in  the  scheme  of 
things  and  to  contribute  to  the  betterment  of  those 
about  him.  We  need  not  search  for  a slogan  or  a 
National  Vision  to  foster  upon  the  nation.  Given 
the  opportunity  really  to  be  a creating,  growing 
individual  there  will  come  national  goals,  national 
objectives  and  a national  Vision  of  the  Future. 
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RECENT  TRENDS  IN  THE  THERAPY  OF  PULMONARY  TUBERCULOSIS 

Kirby  S.  Howlett,  Jr.,  m.d.,  Shelton 


The  Author.  Asst.  Superintendent  Laurel  Heights 
State  Tuberculosis  Sanatorium 


Pulmonary  tuberculosis  is  a disease  character- 
ized by  marked  chronicity  and  by  a marked 
tendency  to  relapse.  This  means  that  even  the  most 
promising  of  therapeutic  methods  defy  sound  evalu- 
ation until  many  years  of  trial  have  passed.  Even 
then,  because  of  great  variations  in  the  natural 
evolution  of  tuberculosis  in  different  individuals, 
evaluation  is  difficult;  but  at  least  one  then  has  a 
better  idea.  For  these  reasons  it  has  seemed  to  me 
that  the  term  “recent  trends”  is  a fortunate  one,  since 
it  allows  a discussion  of  the  recent  points  of  view 
regarding  older  therapeutic  procedures,  as  well  as  a 
brief  consideration  of  those  newer  methods  which 
have  elicited  greatest  interest. 

The  great  success  of  chemotherapeutic  agents  in 
many  other  infections  has  stimulated  anew  the  hope 
that  an  agent  similarly  effective  against  tuberculosis 
might  be  found.  The  common  sulfonamide  drugs 
have  been  uniformly  disappointing  against  tuber- 
culosis, and  major  interest  in  this  field  has  centered 
upon  Promin.  This  is  a complex  sulfone  derivative 
upon  which  Hinshaw,  Feldman  and  others1,2,3  at 
the  Mayo  Clinic  have  reported  both  experimental 
and  clinical  observations.  They  demonstrated  a 
markedly  inhibitory  effect  upon  tuberculosis  infec- 
tion in  guinea  pigs,  and  have  reported  early  improve- 
ment in  all  of  a small  series  of  adequately  treated 
patients  with  fresh  exudative  lesions.  Results  were, 
however,  notably  poor  for  old  chronic  fibrocaseous 
lesions,  and  the  authors  admit  that  a much  larger 
series  will  be  necessary  before  Promin  can  get  full 
credit  even  in  the  fresh  exudative  cases.  The  drug 
is,  moreover,  rather  highly  toxic  for  humans.  In  the 
light  of  present  evidence  it  seems  fair  to  say  that, 
while  further  trial  of  Promin  and  of  allied  substances 
is  justifiable,  and  while  this  general  line  of  attack 
has  by  no  means  been  discredited,  the  ideal  chemo- 

From  the  Laurel  Heights  State  Tuberculosis  Sanatorium 
Presented  at  the  19th  Clinical  Congress,  September  28,  1949 


therapeutic  agent  against  tuberculosis  has  not  yet 
been  found. 

Before  proceeding  further,  I would  like  to  empha- 
size the  fact  that  recent  years  have  brought  no 
change  in  the  basic  prescription  for  all  patients  with 
pulmonary  tuberculosis,  namely  rest.  As  Lynch  and 
the  author  pointed  out  in  the  Connecticut  State 
Medical  Journal  for  April,  1942, 4 rest  must  be 
understood  and  prescribed  in  detail.  Vague  instruc- 
tions to  the  patient  to  get  plenty  of  rest  or  to  take 
it  easy  are  not  enough.  For  our  ideas  concerning 
what  constitutes  adequate  detail,  reference  is  made 
to  the  article  mentioned.  The  ability  to  prescribe 
rest  skillfully  and  in  amounts  adequate  for  the  indi- 
vidual patient  at  hand  will  often  influence  the  end 
result  more  than  anything  else;  and  this  influence 
can  make  itself  felt  both  before  the  patient  has 
entered  the  sanatorium  and  long  after  he  has  left  it. 
This  seems  therefore  quite  properly  the  therapeutic 
item  of  greatest  interest  to  the  physician  in  practice. 

Collapse  therapy  of  pulmonary  tuberculosis  is  by 
no  means  new,  and  has  stood  the  test  of  time. 
Pneumothorax,  phrenic  paralysis,  and  extrapleural 
thoracoplasty  have  remained  for  many  years  the 
most  used  methods  of  producing  pulmonary  col- 
lapse. These  measures  are  too  well  known  to  require 
detailed  discussion  today.  Therapeutic  pneumo- 
thorax has,  however,  been  subjected  to  such  severe 
criticism  in  the  past  few  years  that  brief  comment 
is  in  order.  Morriss5  of  the  Gaylord  Farm  Sana- 
torium has  well  stated  the  case  by  saying  that 
pneumothorax  therapy,  like  most  other  methods  of 
treatment,  has  run  a clinical  course  characterized 
by  slow  onset,  a florid  middle  period  of  great 
enthusiasm,  and  a later  period  of  partial  disappoint- 
ment and  destructive  criticism.  There  is  good  basis 
for  many  of  the  criticisms  but  it  should  be  pointed 
out  that  the  late  results,  so  often  deplored  at  present, 
are  results  among  patients  treated  during  the  period 
of  excessive  enthusiasm,  when  indications  were  often 
pushed  too  far,  when  unsatisfactory  “pneumos” 
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were  maintained  too  long,  and  when  the  potential 
seriousness  of  certain  complications  were  not  prop- 
erly appreciated.  As  Morriss  has  recently  shown, 
even  long  term  results  are  very  good  indeed  in  prop- 
erly managed  cases  with  adequate  pneumothorax 
collapse.  Improvement  in  pneumothorax  results 
rests  upon  better  selection  and  management,  and  no 
element  of  management  is  more  important  than  a 
readiness  to  abandon  pneumothorax  immediately 
when  it  becomes  apparent  that  it  is  not  entirely  and 
fairly  promptly  effective  in  closing  cavities  and  con- 
verting the  sputum  to  negative.  A good  result  can 
certainly  not  be  expected  from  a poor  pneumo- 
thorax, and  it  must  be  realized  that  pleural  adhesions 
which  already  exist  will  prevent  the  development  of 
a good  and  effective  pneumothorax  in  from  roughly 
one  third  to  one  half  the  cases  commonly  chosen 
for  this  form  of  treatment. 

Two  additional  collapse  measures,  extrapleural 
pneumothorax  and  pneumoperitoneum,  deserve 
mention.  I shall  not  dwell  on  the  former,  partly 
.because  I have  had  practically  no  personal  expe- 
rience with  it,  and  partly  because,  following  a 
period  of  considerable  popularity  around  1938  and 
1939,  the  procedure  has  been  distinctly  losing  favor 
since.  Geary,6  in  a critique  of  the  method  published 
last  year,  concluded  that  the  majority  of  patients 
who  can  stand  this  operation  can  stand  a carefully 
graded  and  staged  thoracoplasty,  and  certainly  re- 
ported results  from  thoracoplasty  are  far  superior 
to  those  reported  for  extrapleural  pneumothorax. 
He  believes,  however,  that  the  method  still  has  a 
limited  place,  especially  among  children. 

Banyai7  and  others  have  reported  that  injection 
of  air  into  the  peritoneal  space,  and  maintenance  by 
air  refills  of  the  pneumoperitoneum  thus  created  is 
often  advantageous  as  a measure  supplementary  to 
phrenic  paralysis.  This  is  based  on  the  fact  that 
pneumoperitoneum  often  (though  not  always) 
causes  significant  additional  rise  of  the  paralyzed 
hemidiaphragm,  and,  therefore,  additional  collapse 
of  the  diseased  overlying  lung.  The  procedure  has 
had  a limited  use  at  Laurel  Heights  for  several  years, 
and  results  have  been  tabulated  by  Rilance  and 
Warring8  of  our  institution.  They  found  a signifi- 
cant additional  elevation  of  2 cm.  or  more,  over  and 
above  that  obtained  by  phrenic  paralysis  alone,  in 
approximately  ^ of  a series  of  101  cases.  In  the 
other  yj,  pneumoperitoneum  was  promptly  aban- 
doned as  of  insignificant  effect.  In  the  group  with 
significant  additional  elevation  of  the  paralyzed 


hemidiaphragm,  38%  of  the  positive  sputum  cases 
became  consistently  negative,  and  49%  of  the  cases 
with  cavity  obtained  cavity  closure  over  an  observa- 
tion period  of  from  several  months  to  five  years.  A 
significant  additional  number,  with  disease  too  active 
for  immediate  thoracoplasty,  were  brought  to  a 
state  of  quiescence  sufficient  to  permit  thoraco- 
plasty later.  Significant  complications  have  been 
infrequent. 

It  is  important  to  discuss  certain  recent  develop- 
ments which,  though  not  therapeutic  methods  in 
themselves,  have  a bearing  upon  tuberculosis  ther- 
apy. First  of  these  is  the  development  of  more  satis- 
factory methods  for  testing  pulmonary  function, 
notably  differential  bronchospirometry.  By  means 
of  a divided  rubber  catheter,  such  as  that  of 
Gebauer9  or  of  Zavod,10  the  respiratory  gasses  pass- 
ing to  and  from  each  lung  can  be  separated.  Differ- 
ential studies  of  various  kinds  are  thus  made  possible, 
but  the  experience  of  many  men  in  the  field,  in- 
cluding Warring  and  Reid  at  Laurel  Heights  and 
Urquhart  and  staff  at  Norwich,  indicates  that  cer- 
tain very  simple  determinations  are  adequate  for 
practical  purposes.  By  connecting  the  branches  of 
the  catheter  from  the  two  lunos  to  what  is  essen- 
tially  a pair  of  basal  metabolism  machines,  tidal  air 
(as  an  index  to  ventilatory  function)  and  oxygen 
absorption  (as  an  index  to  respiratory  gas  exchange) 
can  be  readily  measured  simultaneously  for  each 
lung.  By  this  method  the  proportion  or  percentage 
of  total  function  contributed  by  each  lung  can  be 
accurately  determined.  Total  pulmonary  function 
must  be  determined  by  other  tests.  The  great  value 
of  being  able  accurately  to  estimate  in  advance  the 
function  which  can  be  expected  from  the  so  called 
“good  lung”  after  collapse  of  the  more  extensively 
diseased  lung  is  apparent,  especially  when  perma- 
nent collapse,  as  by  thoracoplasty,  is  contemplated. 

Tuberculous  lesions  of  the  bronchi  were  re- 
ported in  autopsy  material  almost  100  years  ago, 
and  have  long  been  recognized  by  the  pathologist. 
The  recognition  of  their  great  clinical  significance 
is,  however,  a surprisingly  recent  phenomenon, 
which  has  followed  the  free  use  of  the  bronchoscope 
in  examining  tuberculous  patients.  The  chief  types 
of  tuberculous  bronchial  and  tracheal  lesions  now 
recognized  are  mucosal  ulcerations,  submucus  tuber- 
culous nodules,  tuberculous  granulation  tissue,  in- 
flammatory narrowing  of  the  bronchial  lumen,  and 
fibrous  bronchial  stenosis,  partial  or  complete,  as 
the  result  of  healing.  Involvement  may  be  principally 
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in  the  major  bronchi,  in  the  smaller  bronchi,  or  in 
both.  The  clinical  course  of  a patient  may  be  mark- 
edly influenced  by  such  lesions  in  various  ways. 
The  ulcerative  lesions  may  remain  as  a persistent 
source  of  a positive  sputum  even  after  the  parenchy- 
mal pulmonary  disease  is  under  control  and  cavities 
closed,  and  may  constitute,  therefore,  a persistent 
source  for  bronchogenic  dissemination  of  disease. 
Especially  when  the  major  bronchi  or  trachea  are 
involved,  the  state  of  affairs  just  described  may  per- 
sist in  spite  of  otherwise  successful  collapse  therapy. 
Moreover,  the  bronchial  narrowing  so  often  associ- 
ated with  or  resulting  from  endobronchial  disease 
may  be  responsible  for  such  effects  as  obstructive 
emphysema,  atelectasis  of  a lobe  or  of  a lung,  second- 
ary bronchiectasis,  or  secondary  infection  and 
pulmonary  suppuration.  Since  collapse  of  a lung  is 
accompanied  by  some  narrowing  of  the  lumina  of 
bronchi  participating  in  the  collapse,  one  of  the 
problems  just  mentioned  may  be  precipitated. 
Atelectasis,  for  example,  may  promptly  develop  fol- 
lowing induction  of  pneumothorax,  and  the  in- 
volved lobe  or  lung  may,  very  soon,  resist  all  efforts 
to  aerate  and  reexpand  it. 

The  various  problems  created  by  the  endobron- 
chial lesion  are  far  from  final  solution  at  the  present 
time.  It  is  uncertain,  for  example,  whether  or  not 
the  course  of  active  ulcerative  lesions  is  favorably 
influenced  by  application  of  silver  nitrate  solutions. 
It  is  certain  that  many  of  these  lesions  do  heal  as 
the  associated  parenchymal  disease  improves,  even 
without  local  treatment;  though  I believe  that  local 
treatment  is  worth  a try  in  resistant  cases. 

The  mechanical  and  secondary  effects  of  bron- 
chial narrowing  or  occlusion  vary  greatly  in  differ- 
ent patients.  The  atelectasis  of  a lobe  containing 
active  parenchymal  tuberculosis  may,  in  certain 
instances,  be  beneficial,  where  no  pyogenic  or 
anaerobic  infection  exists  behind  a fibrous  stenosis; 
for  cavity  closure  and  arrest  of  disease  may  follow 
such  an  episode.  In  other  instances,  however,  such 
a bronchial  occlusion  may  require  attempts  to 
gradually  dilate  it  in  order  to  establish  drainage  of 
a secondarily  infected  lobe,  or  in  an  effort  to  restore 
function  which  is  lost  when  atelectasis  occurs. 
When  atelectasis  occurs  in  the  presence  of  pneumo- 
thorax, one  may  also  be  confronted  with  the  prob- 
lem of  a persistent  pleural  dead  space,  subject  to 
infection.  To  avoid  this  problem,  many  men  regard 
thoracoplasty  as  vastly  preferable  to  pneumothorax 
when  major  bronchial  lesions  are  present. 


Since  the  small  bronchus  draining  a cavity  is 
especiallv  liable  to  involvement,  the  mechanical 
effects  of  bronchial  narrowing  may  be  reflected 
chiefly  or  entirely  in  the  behavior  of  the  cavity.  It 
is  possible  that  complete  occlusion  of  the  draining- 
bronchus  is  an  important  mechanism  in  cavity 
closure.  Not  infrequently,  however,  stenosis  of  the 
draining  bronchus  is  not  quite  complete  so  that, 
while  air  is  capable  of  entering  the  cavity,  egress  of 
air  is  obstructed.  This  creates  the  so  called  “blocked” 
or  tension  cavity  (ballooned  cavity),  which  resists 
closure  either  by  collapse  of  the  lung  or  bv  rest 
treatment. 

l’he  problem  of  the  blocked  or  tension  cavity 
which  cannot  be  collapsed  by  pneumothorax  has 
received  much  attention  for  several  years.  An  inter- 
esting approach  to  this  problem  is  the  procedure  of 
direct  cavity  drainage  as  proposed  by  Monaldi.11 
By  this  method,  after  ascertaining  that  no  free 
pleural  space  exists,  a flexible  rubber  catheter  is  in- 
serted, by  means  of  a metal  cannula,  directly 
through  the  chest  wall  into  the  cavity,  and  is  left  in 
place.  Intermittent  suction  at  a set  level  of  negative 
pressure  is  then  applied.  Many  cases  of  actual  cavity 
closure  by  this  method  were  reported,  and  early 
symptomatic  improvement  was  often  remarkable. 
As  experience  with  the  method  increased,  however, 
it  was  found  to  be  not  without  hazard,  and  late 
results  were  disappointing.  It  was  observed  that  the 
cavities  closed  fairly  often,  but  that  they  seldom 
stayed  closed.  The  performance  of  secondary  thor- 
acoplasty, to  further  promote  or  maintain  cavity 
closure,  was  proposed,  and  has  been  used  with  some 
success.  In  this  procedure  one  is,  however,  con- 
fronted with  the  hazard  of  serious  infection  of  the 
extensive  thoracoplasty  wound  from  the  sinus  in  the 
chest  wall,  and  with  the  necessity,  in  an  effort  to 
avoid  this  complication,  of  staying  well  outside  the 
sinus  area  by  removing  much  shorter  sections  of  rib 
than  usual.  Since  the  blocked  status  of  a cavity  does 
not  necessarily  prevent  its  closure  by  thoracoplasty, 
especially  when  it  is  not  too  large,  it  is  felt  by  many 
that  direct  thoracoplasty  remains  the  best  initial 
approach  in  cases  otherwise  suitable  for  the  opera- 
tion. When  the  cavity  remains  patent  following  a 
good  thoracoplasty,  the  performance  of  cavern- 
ostomy  surgically  has  been  reported  successful  in  a 
number  of  cases.  In  others,  secondary  lobectomy 
may  be  feasible. 

It  is  apparent  that  the  actual  resection  of  lobes 
supplied  by  involved  bronchi  would  afford  a theo- 
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retically  ideal  solution  to  many  of  the  problems 
which  have  just  been  discussed.  At  a symposium 
held  at  the  1940  meeting  of  the  Association  for 
Thoracic  Surgery,12  several  operators  did,  in  fact, 
report  a limited  experience  with  resection  in  cases 
where  high  grade  bronchial  stenosis,  pulmonary 
sepsis,  blocked  cavity,  or  unfavorable  location  of 
cavity  prevented  satisfactory  results  from  collapse 
therapy.  Complications  were,  however,  numerous 
(chiefly  contralateral  spreads  of  tuberculosis,  em- 
pyema, bronchial  fistula,  and  serious  wound  infect- 
ion), and  late  results  were  only  moderately  good. 
It  was  the  opinion  of  some,  therefore,  notably  Dolly 
and  Jones,12  and  John  Alexander,13  that,  when 
feasible,  thoracoplasty  should  be  the  first  approach, 
and  that  lobectomy  and  pneumonectomy  should 
largelv  be  reserved  for  those  patients  in  whom 
thoracoplasty,  together  with  bronchial  dilatation 
and  cavity  drainage  when  necessary,  had  been 
proved  inadequate. 

Churchill  and  Klopstock14  have,  on  the  contrary, 
recently  reported  excellent  results  from  lobectomy 
in  six  patients  deliberately  selected  for  the  procedure 
without  preliminary  thoracoplastv.  While  three  of 
their  cases  had  involvement  of  bronchi  which  pre- 
vented their  being  ideal  candidates  for  thoraco- 
plasty, three  were  regarded  as  good  candidates. 
Lobectomy  was  deliberately  chosen  instead  on 
grounds  that  the  involved  lobe  was  irreparably 
damaged  by  disease,  and  that  it  was  reasonable  to 
expect  less  total  functional  impairment  from  lobect- 
omy than  from  the  alternative  7 or  8 rib  thora- 
coplasty. The  theoretical  advantage  of  actually 
excising  major  tuberculous  disease,  when  this  is 
feasible,  was  also  emphasized.  It  is  noteworthy  that 
access  to  the  hilum  was  not  blocked  bv  tuberculous 
lymph  nodes,  and  the  complications  of  bronchial 
fistula  and  empyema  were  not  encountered  in  a 
single  case. 

Whether  or  not  results  comparable  to  these  can 
be  obtained  in  the  various  clinics  and  institutions 
where  tuberculosis  must  be  treated  remains  to  be 
seen.  That  the  operation  is  a feasible  and  reasonably 
safe  one  in  properly  selected  cases  is  further  sug- 


gested by  the  as  yet  unreported  experience  of 
Strieder  of  Boston,  and  of  Riggins  and  Maier  of 
New  York,  through  whose  courtesy  the  author  was 
recently  permitted  to  review  a series  of  similar  cases 
treated  at  the  Triboro  Hospital.  If  the  safety  of  the 
operation  can  be  further  established,  its  potential- 
ities are  apparent,  not  only  as  a solution  to  some  of 
the  unsolved  problems  already  discussed,  but  as  a 
method  of  election  in  some  uncomplicated  cases 
with  disease  confined  chiefly  to  one  lobe.  We  must 
watch  for  future  developments. 
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Tn  the  time  allotted  to  us  for  this  presentation,  I 
can  stress  only  a few  selected  points  pertinent 
to  the  topic,  the  size  and  supposed  importance  of 
which  is  indicated  by  the  number  and  nature  of  the 
reports  published  in  the  scientific  literature  of  the 
world,  particularly  during  the  past  three  years.  In 
terms  of  broad  generalization  the  present  situation 
can  be  stated  as  follows:  (a)  the  shock  therapies  are 
still  under  clinical  trial  and  evaluation  in  public  and 
private  hospitals;  (b)  the  extremes  of  enthusiasm  and 
skepticism  over  the  effects  of  these  therapies  have 
somewhat  abated,  so  it  is  now  time  for  a sober 
scientific  attitude  to  step  in  and  attempt  to  determine 
what  it  is  all  about;  (c)  a longer  experience  and  a 
more  scientific  reporting  of  results  are  needed  be- 
fore any  sound  prediction  can  be  made  in  either  a 
qualitative  or  quantitative  way. 

In  a recent  article*  on  shock  therapy,  I formu- 
lated a few  questions  which  I assumed  were  on  the 
minds  of  all  who  have  given  the  subject  any  serious 
thought.  I should  like  to  review  these  questions  and 
elaborate  a little  on  what  they  suggest. 

i.  “Will  shock  treatment  finally  go  the  way  of 
many,  if  not  most,  other  cures  which  have  had  their 
period  of  popularity  and  enthusiastic  support  only 
to  be  discarded  as  not  worth  pursuing  further?  The 
history  of  the  treatment  of  schizophrenia  illustrates 
particularly  this  question.” 

The  search  for  efficient  therapeutic  procedures  to 
use  against  the  ravages  of  mental  disorders  is  as  old 
as  the  history  of  medicine.  Mental  disorders  are 
classed  with  cancer,  epilepsy,  and  other  constitu- 
tional disorders  with  respect  to  their  obscure  etiol- 
ogy and  resistance  to  specific  therapeutic  measures, 
and  the  pathway  of  psychiatry  is  strewn  with  dis- 

*Bull. N.  Y.  Acad.  Med.  1943,  19,  227 


carded  remedies  and  procedures  which  once  offered 
some  hope  of  effectiveness.  The  history  of  most  of 
these  methods  has  been  an  initiation  of  the  therapy 
followed  by  a burst  of  enthusiasm,  which  is  suc- 
ceeded by  a period  of  pessimistic  reports  and  dis- 
appointments, and  finally  death  of  all  interests  in  the 
matter.  The  impetus  of  Sakel’s  reports  on  his  insulin 
method  in  1933  started  one  of  these  new  forces  in 
psychiatric  practice  and  research. 

2.  “Is  this  treatment  a specific?  Does  this  radical 
approach  offer  any  lasting  benefit?” 

1 hese  questions  are  bound  to  recur  in  the  minds 
of  those  physicians  and  relatives  who  see  patients  go 
from  one  hospital  or  sanitorium  to  another,  receiv- 
ing different  kinds  and  degrees  of  courses  of  shock 
therapy  without  any  very  tangible  lasting  results. 
Are  these  patients  exceptions,  or  are  relapses  always 
to  be  expected? 

As  fervor  and  hope  increased,  shock  methods 
successful  in  a certain  number  of  schizophrenic  and 
manic-depressive  cases  have  been  applied  to  psycho- 
neuroses, psychopathic  personality  states,  many 
types  of  organic  brain  and  somatic  cases,  and  even 
to  some  selected  morons  treated  in  the  absence  of 
adequate  mental  histories  and  diagnostic  knowledge. 

I shall  not  spend  our  time  on  the  details  of  tech- 
niques as  these  are  either  well  known  to  you  or  can 
be  obtained  easily  from  the  numerous  accounts  in 
the  literature  emphasizing  this  feature.  At  the  present 
time  there  are  three  principal  procedures  for  shock 
therapy,  viz.  the  insulin  hypoglycemic  or  coma 
method  introduced  by  Sake!  in  1928;  the  metrazol 
convulsion  method  advocated  by  Meduna  in  1934; 
and  the  electroshock  convulsion  method  proposed 
b\  Cciletti  and  Bini  in  1938-  Various  combinations  I 
of  these  methods  are  used,  and  also  among  the  other  j 
drugs  that  have  been  tried  out  by  research  groups 
are  nitrous  oxide,  ammonium  chloride,  triazol,  picro- 
toxin  and  sodium  amytal.  The  electroshock  method 
is  rapidly  becoming  the  one  of  choice  because  it  is 
the  least  complicated  to  carry  out,  most  patients  are 
amnesic  for  the  treatment,  and  the  anxiety  expe-  i 
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rienced  in  connection  with  it  is  less  in  evidence. 

What  is  the  common  denominator  in  the  action  of 
these  shock  therapies?  The  only  obvious  clinical  one 
is  the  reduction  of  the  patient  to  an  unconscious 
state.  What  actually  happens  here  in  terms  of  gen- 
eral physiology,  brain  metabolism,  and  psychology 
has  not  been  demonstrated  adequately  although  a 
number  of  theories  have  evolved.  1 he  cerebral 
anoxemia  produced  and  the  effect  of  these  drugs  on 
the  vegetative  nervous  system  have  served  as  the 
basis  of  some  of  the  theories.  On  the  psychological 
side,  some  psychiatrists  believe  that  the  patient  is 
frightened  into  a fight  for  existence,  that  is,  it 
livens  the  fear  of  death  and  the  pat  ent  returns  to 
reality  in  the  process  of  saving  his  life;  others  see  in 
the  reaction  the  destruction  of  certain  pathological 
elements  in  the  ego;  still  others  consider  it  to  be  a 
psychological  death,  intrauterine  regression,  and  a 
rebirth  phenomenon;  and  finally  some  lay  great 
stress  upon  the  release  of  inner  tension  and  the 
transformations  which  occur  in  the  resolving  of  the 
period  of  amnesia. 

3.  “Is  the  treatment  being  applied  improperly,  in- 
adequately, or  dangerously  by  many  hospital  staffs 
and  private  practitioners?” 

Although  it  is  probable  that  the  main  lines  of  the 
standard  or,  rather,  recommended  procedures  are 
followed  almost  everywhere,  the  types  of  patients 
selected,  the  number  of  individual  treatments,  pre- 
j cautions  taken,  and  many  details  considered  im- 
portant to  some  workers  vary  a great  deal.  Owing 
to  the  occasional  appearance  of  untoward  reactions 
requiring  emergency  measures,  many  experienced 
i workers  advise  against  treating  patients  outside  the 
hospital  setting.  1 hose  who  do  so  must  assume  the 
risks. 

It  is  doubtful  if  the  treatment  can  be  carried  out 
thoroughly  by  any  physician  who  has  no  faith  in  it 
i and  who  is  not  really  in  favor  of  its  being  done. 
Faith  and  confidence  in  a therapeutic  measure  cer- 
tainly does  not  insure  its  success,  but  when  they  are 
in  the  negative  form  the  operator  easily  gets  tangled 
up  in  his  own  vegetative  nervous  system,  gives  up 
easily,  and  may  not  follow  through  in  the  right 
I way. 

4.  “Does  it  aid  the  patient  to  understand  his  per- 
sonal problems  and  does  it  help  the  psychiatrist  to 

1 understand  the  patient,  his  disorder,  his  problems,  or 
his  constitutional  equipment?” 

When  the  shock  therapies  are  carried  out  as  a 
more  or  less  isolated  procedure  it  is  evident  that 
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they  can  contribute  little  to  the  basic  understanding 
of  the  patient’s  conflicts  and  constitution.  However, 
if  they  are  used  to  prepare  the  way  for  more  inten- 
sive personality  and  physiological  studies  their  aid 
in  this  respect  may  be  advantageous. 

5.  “Does  it  tend  to  discourage  organized  bene- 
ficial psychotherapy  in  general  and  to  encourage 
neglect  of  the  same  in  individual  patients  in  par- 
ticular?” 

Most  of  the  reports  fail  to  state  whether  any 
therapeutic  adjuncts  were  used  along  with  or  fol- 
lowing the  shock  therapy.  Some  workers  make  no 
special  effort  to  do  so,  others  believe  it  unnecessary 
or  even  unwise,  while  still  others,  and  perhaps  they 
are  now  in  the  majority,  believe  the  chief  service  of 
shock  therapy  is  that  it  renders  the  patient  more 
accessible  to  other  kinds  of  treatment,  particularly 
to  psychotherapy. 

6.  “Which  type  of  shock  therapy  is  the  most 
efficient  and  under  what  circumstances  and  for 
what  disorders  is  a special  therapy  selected?  Is  elec- 
tric shock  the  most  efficient  in  certain  disorders,  or 
is  its  growing  popularity  and  preference  based  on 
its  relative  simplicity  of  application,  its  after-care 
advantages,  and  its  inexpensive  features  as  compared 
to  insulin,  for  example?” 

Because  of  the  discrepancies  in  opinions  and 
statistical  reports,  shock  therapy  is  still  on  trial. 
Some  psychiatrists  take  this  stand  while  others 
maintain  that  its  value  is  already  proven.  These 
represent  different  ways  of  interpreting  evidence 
and  reacting  to  expectations. 

Concerning  discrepancies  in  the  reports  of  results, 
one  would  like  to  know  on  what  basis  a choice  of 
patients  for  treatment  was  made.  Were  they  chosen 
at  random?  In  order  of  their  admission  to  the  hos- 
pital? Because  of  certain  characteristics  of  their 
psychosis?  With  an  eye  to  a favorable  prognosis? 
Because  they  had  been  sick  only  a short  time,  or 
because  they  had  been  sick  a long  time  and  every 
other  form  of  therapy  had  failed?  Moreover,  mis- 
cellaneous terms  used  to  report  the  results  from 
different  hospitals  and  workers  make  it  practically 
impossible  to  compare  the  findings. 

In  evaluating  the  successful  cases,  the  fact  that 
there  is  no  positive  knowledge  of  what  would  have 
happened  by  way  of  improvement  or  recovery  in 
the  event  shock  therapy  had  not  been  tried  fails  to 
be  impressive,  as  the  same  may  be  said  of  all  thera- 
peutic efforts,  other  than  some  emergency  measures, 
in  the  whole  realm  of  internal  medicine  and  surgery. 
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The  use  of  insulin  treatment  lias  declined  under 
war  conditions  with  the  shortages  in  physicians  and 
nurses,  while  die  easier  applied  electroshock  therapy 
has  increased  notably  during  this  period.  Moreover, 
metrazol  has  suffered  a decline  in  medical  popular- 
ity in  favor  of  electroshock.  In  fact,  the  survey  of 
over  300  mental  hospitals  made  bv  Kolb  and  \ ogel1 
showed  that  electroshock  therapy  had  been  adopted 
more  rapidly  than  either  of  the  other  methods. 

As  yet  there  are  too  few  published  reports  of  any 
considerable  number  of  patients  that  have  had  fol- 
low-up studies  covering  several  years  after  the  cessa- 
tion of  active  treatment  for  us  to  gain  any  idea  of 
permanency  possibilities.  However,  a study  by  Bond 
and  Rivers2  is  one  sample  of  what  is  needed.  1 hey 
compared  the  rate  of  recovery  from  schizophrenia 
following  insulin  therapy  with  the  spontaneous  re- 
covery rate  in  the  same  institution  where  uniform 
diagnostic  criteria  obtained  for  both  groups.  T hey 
found  following  insulin  therapy  an  immediate  re- 
covery rate  of  55  per  cent  which  showed  a tendency 
to  decline  gradually  during  the  subsequent  second, 
third,  and  fourth  years  to  a level  of  about  33  per 
cent.  The  immediate  recovery  rate  was  about  five 
times  the  spontaneous  rate,  while  the  long  time  rate 
was  about  twice  that  attained  by  spontaneous  re- 
coveries. These  authors  also  emphasized  that  the 
insulin  results  were  achieved  in  less  time.  This  study 
by  well  known,  reliable,  critical  workers  seems  to 
justify  shock  therapy  in  schizophrenia. 

Kalinowsky  and  Worthing3  reported  the  results 
of  electroshock  treatment  of  200  schizophrenic 
patients.  When  a patient  recovered  or  was  much 
improved  this  state  was  called  a “remission.”  Remis- 
sions of  67.4  per  cent  were  obtained  for  cases  of 
less  than  six  months’  duration;  of  43.1  per  cent 
between  six  months  and  two  years;  and  of  9.2  per 
cent  in  cases  of  longer  duration.  They  stressed  the 
point  that  20  convulsions  are  the  minimum  number 
required  in  dementia  precox.  They  asserted  that  a 
discontinuation  after  10  convulsions  led  to  relapse  in 
most  cases,  and  that  when  a full  remission  was  at- 
tained relapses  were  rare.  In  their  opinion  an  in- 
sufficient number  of  treatments  is  the  principal 
reason  for  the  nuiyierous  reports  of  failure  of  convul- 
sion therapy  in  dementia  precox. 

What  is  described  today  under  the  label  “schizo- 
phrenia” is  a group  so  extensive  that  the  term  has 
no  precise  meaning.  However,  if  one  may  generalize 
impressions  from  all  reports,  it  can  be  said  that  up 
to  one  year’s  duration  is  the  most  favorable  period 


for  treating  schizophrenia.  The  figures  drop  rapidly 
after  the  first  year  even  as  much  as  50  per  cent, 
according  to  von  Brunmuhl’s4  report  on  563  cases 
of  institutional  material  treated  by  combinations  of 
insulin  and  convulsions.  More  than  half  of  all  re- 
lapses also  occur  within  the  first  year  after  treatment. 

Malzberg5  in  his  recent  survey  of  the  results  in  the 
New  York  Civil  State  Hospitals  concluded  that 
electric  shock  is  more  favorable  than  metrazol. 
However,  in  the  treatment  of  schizophrenia  the 
results  were  not  so  favorable  as  with  corresponding 
groups  treated  with  insulin.  Electric  shock  was 
especially  effective  in  manic-depressive  psychoses 
and  involutional  disorders. 

Patients  in  the  depressed  phases  of  manic-depres- 
sive psychoses  can  be  treated  successfully  by  elec- 
troshock in  the  majority  of  cases;  most  reports  state 
a recovery  rate  of  80-90  per  cent.  In  acute  manic 
syndromes  the  results  are  said  to  be  about  as  good, 
however,  the  8-10  treatments  which  are  usually 
sufficient  for  the  depressions  are  not  enough  for  sus- 
tained improvement  in  manics.  Twenty  or  more 
convulsions,  or  more  frequent  convulsions,  are 
necessary.  Reaction  types  of  elation  and  depression 
with  established  cycles  are  the  most  difficult  ones  to 
influence.  In  the  average  case  of  depression  it  is 
possible  to  shorten  the  period  and  thus  save  a lot  of 
suffering  and  also  time  for  those  patients  who  have 
to  make  their  own  living.  In  the  involutionals  the 
results  are  particularly  favorable  unless  there  is  a 
paranoid  trend,  in  which  case  insulin  sometimes 
works  better. 

Any  possible  usefulness  of  electroshock  therapy, 
or  any  other  shock  therapy  for  that  matter,  in 
treating  the  psychoneuroses  remains  to  be  estab- 
lished. As  a research  project,  50  psychoneurotics 
were  treated  at  the  New  York  State  Psychiatric 
Institute  and  Hospital.  Favorable  responses  were 
too  rare  to  justify  a recommendation  for  the  pro- 
cedure except  in  the  psychoneurotic  depressions.  In 
some  instances  of  severe  resistant  obsessive-compul- 
sive neurosis  of  long  standing,  an  attempt  may  be 
justified.  Obsessive  thoughts  and  compulsions  may 
disappear  or  become  less  troublesome  during  the 
confusional  state  following  the  treatments  but  they 
usually  return. 

7.  “Does  the  danger  of  damage  to  the  body  struc- 
tures and  to  the  brain  in  particular  outweigh  any 
benefits  which  might  be  obtained  by  any  of  these 
treatments?” 

Occasionally  death  results  from  the  treatment  and 
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the  question  of  the  nature  of  any  brain  damage  and 
other  bodily  changes  in  survivors  is  still  mooted. 
Kolb  and  Vogel1  in  their  extensive  survey  found  the 
death  rates  reported  up  until  last  year  as  follows: 
insulin,  6 per  1,000;  Metrazol,  i per  1,000;  and  Elec- 
tric shock,  0.5  per  1,000  cases.  According  to  these 
figures  electric  shock  is  the  least  dangerous. 

Regarding  possible  brain  irritation  or  damage, 
positive  evidence  is  rather  meager.  In  1939  Centini 
and  di  Poggio6  in  their  biochemical  study  of  patients 
during  electric  shock  treatment  failed  to  reveal  any 
pathological  changes  in  the  spinal  fluid  and  so  con- 
cluded that  there  could  be  very  little,  if  any,  men- 
ingeal irritation.  The  blood  picture  during  the  con- 
vulsions showed  a slight  increase  in  white  cells  and 
an  increase  in  hemoglobin  with  a slight  decrease  in 
red  corpuscles.  A number  of  biochemical  studies 
have  been  made  during  insulin  treatment  on  the 
action  of  insulin,  carbohydrate  metabolism,  changes 
in  blood  sugar,  nitrogen,  phosphates,  chlorides, 
amino  acids,  lactic  acid,  and  alterations  of  cerebral 
blood  flow;  however,  permanent  pathological  devia- 
tions have  not  been  outstanding. 

Pacella  and  coworkers7  at  the  New  York  State 
Psychiatric  Institute  studied  the  variations  in  the 
electroencephalograms  of  patients  treated  by  elec- 
troshock and  found  that  those  subjected  to  petit 
mal  or  minor  seizures  have  only  very  transitory 
changes  which  were  not  of  the  “spike  and  dome” 
pattern.  Patients  given  generalized  convulsions  ex- 
hibited brain  wave  changes  resembling  those  seen 
after  convulsions  produced  in  other  ways  or  in 
spontaneous  epileptic  fits.  The  greater  the  number 
of  treatments  given  the  longer  the  duration  of  time 
for  which  the  abnormal  waves  persisted.  These 
changes  are  for  the  most  part  reversible. 

Although  several  reports  on  neuropathological 
changes  in  the  nervous  system  of  experimental 
animals  and  of  human  subjects  dying  during  or 
following  the  shock  therapies  have  appeared  in  the 
literature,  any  evidence  of  this  character  gained 
from  postmortem  material  must  be  sharply  scrutin- 
ized in  the  light  of  the  following  facts:  the  brains 
and  other  tissues  from  animals  which  have  been  sub- 
jected to  acute  experiments  (that  is,  where  the 
animal  has  been  heavily  dosed  with  drugs  or  elec- 
trcity)  naturally  exhibit  lesions,  but  when  produced 
under  these  conditions  they  can  have  little  bearing 
on  the  clinical  treatment  situation.  The  brains  from 
animals  treated  with  doses  comparable  to  those  used 
clinically  are  usually  checked  against  brains  from 


similar  but  untreated  laboratory  animals  used  as  con- 
trols. Much  of  this  control  material  is  difficult  to 
evaluate  as  many  animals  classed  as  normal  have 
suffered  from  infections,  particularly  respiratory  and 
virus  in  nature,  which  are  prone  to  leave  residuals 
if  not  active  lesions  in  the  brain  tissue.  Therefore, 
when  the  experimental  lesions  are  not  too  striking, 
there  may  be  no  very  significant  contrasts  between 
the  originals  and  the  controls. 

At  the  New  York  State  Psychiatric  Institute,  a 
neuropathological  study8  of  1 2 macacus  hresiis  mon- 
keys subjected  to  electrically  induced  seizures  under 
typical  treatment  conditions  failed  to  disclose  any 
significant  changes  in  the  central  nervous  system. 

As  for  human  material,  speaking  neuropatho- 
logically  normal  brains  are  rare  and  are  practically 
never  so  when  taken  from  bodies  dead  from  any  of 
the  usual  bodily  diseases.  Therefore  we  may  be  on 
very  uncertain  ground  when  attempting  to  evaluate 
the  effects  of  insulin,  metrazol,  and  electricity,  as 
any  lesions  found  in  the  brain  may  not  be  due  to 
any  direct  effect  of  these  agents  but  to  the  toxic 
effects  of  lethal  processes  initiated  by  them  else- 
where in  the  body,  or  to  disturbed  physiology  prior 
to  death. 

The  complications  of  a physical  nature  which  may 
follow  shock  therapy  are  cardiac  failure,  circulatory 
collapse,  cerebral  vascular  accidents,  pneumonia, 
activation  of  a quiescent  tuberculosis,  lung  abscess, 
various  fractures  and  dislocations,  lame  back,  and 
memory  defects.  Respiratory  arrest  sometimes  hap- 
pens during  convulsive  therapy.  In  the  minds  of 
most  workers  these  do  not  happen  with  sufficient 
frequency  to  warrant  discard  of  the  methods,  par- 
ticularly when  the  contraindications  are  carefully 
observed.  The  contraindications  usually  emphasized 
are  tuberculosis,  malignancy,  advanced  arteriosclero- 
sis, history  of  coronary  disease,  and  severe  organic 
brain  disease.  Naturally  the  physical  condition  of  the 
patient  has  to  be  carefully  considered,  however, 
some  myocardial  damage  and  an  arterial  hyperten- 
sion in  patients  with  agitated  depression  are  not 
always  contraindications  to  convulsive  therapy. 
Some  of  these  patients  emerge  improved  physically, 
and  some  of  them  treated  in  the  senile  period  have 
recovered  from  an  active  depression. 

For  future  work  that  will  have  some  scientific 
significance  and  thus  round  out  our  knowledge  of 
the  shock  therapies,  I would  suggest  that  treated 
patients,  with  the  results  obtained,  be  classified 
according  to  (1)  the  duration  of  the  disorder,  (2) 
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the  hereditary  and  familial  load,  (3)  the  eharactero- 
logic  and  temperament  features,  (4)  the  body  type, 
(5)  the  previous  treatments  received,  (6)  the  accur- 
ately recorded  neurological  and  psychopathological 
reactions  during  the  treatment  itself,  and  (7)  the 
psychological  characteristics  in  evidence  during  the 
remissions  checked  by  a long  period  of  follow-up 
work.  It  is  obvious  that  the  failures  deserve  as  much 
intensive  study  as  the  successes. 

When  all  of  the  present  evidence  as  to  the  action 
and  the  results  of  shock  therapy  is  analyzed  in  an 
unprejudiced  way,  one  is  justified  in  using  it  on  care- 
fully selected  patients,  awaiting  in  the  meantime  the 
much  needed  further  contributions  above  mentioned 
which  will  assign  it  its  final  place  in  mental  medicine. 
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THE  TREATMENT  OF  CERVICITIS 

Don  J.  Knowlton,  m.d.,  Greenwich 


About  1924  the  first  extensive  case  of  cervicitis 
was  brought  to  my  attention  and  treatment 
begun  four  months  postpartum.  She  had  been 
delivered  of  a living  healthy  baby  three  weeks  pre- 
maturely. The  history  pointed  to  a slight  leucor- 
rhoea  previous  to  pregnancy,  more  than  normal 
during,  and  very  heavy  following.  She  had  returned 
many  times  to  her  obstetrician  complaining  of  this, 
together  with  the  characteristic  heaviness,  extreme 
tenderness  in  the  pelvis,  general  ill  feeling,  and 
dyspareunia.  He  had  recommended  douches,  rest 
and  general  measures  to  no  avail.  On  examination  it 
was  evident  we  were  dealing  with  a very  extensive 


subacute  and  chronic  cervicitis,  and  that  all  pelvic- 
organs  were  involved.  No  gonococci  were  found  on 
smear,  so  after  two  preliminary  tampon  applications 
she  was  given  the  usual  cautery  treatment  success- 
fully. Two  years  later  tubal  insufflation  was  negative 
and  an  exploratory  operation  revealed  hopelessly 
damaged  tubes.  This  was  a lesson  I have  never  for- 
gotten and  one  that  all  obstetricians  should  take 
especially  to  heart.  Here  was  a young  woman  whose 
cervicitis  could  have  been  cured  before  pregnancy,  1 
saving  her  from  all  this  suffering  and  tragedy  had  1 
she  had  a premarital  examination.  Also,  if  treated 
promptly  after  pregnancy,  in  all  probability,  steril-  1 
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ity  could  have  been  avoided.  Curtis  states,  and  I 
quote,  “We  now  believe  that  sterility  is  a fairly 
frequent  aftermath  of  these  lesions.” 

PATHOLOGY  AND  TYPES  OF  CERVICITIS  ENCOUNTERED 

The  cervical  canal  is  about  3 c.m.  long  but  varies 
tremendously,  both  in  length  and  patency.  The 
glands  of  the  endocervix  are  compound  racemose 
and  have  a high  columnar  epithelium.  After  infection 
has  started  a chronic  hyperplastic  state  supervenes 
which  is  persistent,  due  to  poor  drainage.  According 
to  Curtis,  infected  cervical  Nabothian  glands  with 
poor  drainage  and  passive  congestion  sets  up  an 
endless  cycle  of  continued  infection.  The  eroded 
area  really  is  ulceration  even  though  many  gyne- 
cologists do  not  describe  it  as  such.  Erosions  are 
“granular  tissue  infiltrated  with  polynuclear  leuco- 
cytes and  extensively  invaded  by  bacteria.”  The 
cause  is  the  irritating  effect  of  discharges  from 
the  os. 

It  has  been  possible  to  divide  cervicitis  into  five 
types.  There  are  the  simple  erosions  which  are  more 
common  than  any  of  the  other  forms.  Curtis  divides 
the  different  erosions  into  papillary  erosion  where 
the  surface  is  rough  and  made  of  columnar  epithe- 
lium; healing  erosion  where  it  is  partly  covered  by 
squamous  epithelium,  and  follicular  erosion  where 
the  erosion  is  superficial  and  deeper  tissues  have 
cyst  formation.  There  are  marked  signs  of  infection 
in  the  erosions  with  the  presence  of  leucocytes, 
plasma  cells,  and  bacteria.  The  columnar  epithelium 
forms  because  this  type  of  epithelium  is  more  resist- 
ant to  the  irritating  discharge  from  the  os.  When 
the  deeper  diseased  condition  subsides,  the  healthy 
squamous  epithelium  replaces  it.  There  are  the  deep 
types  of  cervicitis  where  the  cervix  is  much  en- 
larged, moderately  enlarged,  or  merely  slightly  en- 
larged. In  these  there  is  a dusky  hue  and  possibly 
one  or  two  small  areas  of  erosion,  beside  cysts  deep 
in  the  cervical  canal,  extending  up  to  or  even  above 
the  internal  os.  These  hidden  cysts  are  occasionally 
accompanied  by  polypi.  1'here  is  also  the  cystic  type 
of  cervicitis  in  which  one  finds  varying  degrees  of 
enlargement  but  also  from  one  or  two  to  numerous 
cysts  superficially  and  deeply  placed  throughout 
the  cervix.  The  presence  of  Nabothian  cysts  speaks 
more  in  favor  of  a benign  cervicitis  and  against 
I cancer.  There  is  also  the  cervicitis  which  seems  to 
follow  lacerations  of  childbirth,  abortions,  rough 
curettage,  or  trauma  of  other  types.  These  are 
mostly  erosions  but  can,  of  course,  be  of  rhe  other 
two  types.  Then  there  is  the  acute  transition  cervi- 


citis which  seems  to  follow  acute  infections,  more 
frequently  gonorrheal  than  others,  not  omitting 
trichomona  and  monillia. 

CERVICITIS  AND  GENERAL  HEALTH 

There  is  a definite  etiological  factor  in  cervicitis. 
I refer  to  upper  respiratory  infections  and  hormonal 
deficiency.  The  most  important  of  these  is  low  or 
imbalanced  hormones.  It  has  been  possible  to  follow 
cervicitis  from  the  young  teen-age  right  through  to 
complete  menopause.  An  interesting  observation  in 
the  very  young  cases  around  the  age  of  15-16  has 
been  the  association  of  upper  respiratory  infections 
with  cervicitis.  Their  general  health  is  under  par  and 
invariably  there  is  a history  indicating  frequent 
upper  respiratory  infections  and,  if  the  tonsils  are 
present,  chronic  tonsillitis.  If  it  is  possible  to  make 
a vaginal  examination,  which  ultimately  is  going  to 
be  necessary  to  clear  up  the  condition,  an  infantile 
uterus  may  be  found.  The  cervix  will  be  deeply 
inflamed,  with  some  erosion  rimmed  about  the  os, 
and  much  leucorrhoea.  The  smear  will  show  organ- 
isms of  all  kinds.  As  a rule,  the  tonsils  will  be  large, 
and  chronically  inflamed.  The  menstruation  may  be 
irregular  and  scant  or  it  may  be  perfectly  normal. 
When  this  condition  is  found  in  an  adolescent  it 
should  be  treated  as  soon  as  possible  and  followed 
through  to  complete  cure.  It  is  these  neglected  cases 
that  later  lead  to  chronic  gynecological  invalidism, 
sterility  and  unhappiness.  The  treatment  is  not  only 
local,  as  I will  point  out  later. 

PREGNANCY  AND  POSTPARTUM  CARE 

Cervicitis  in  connection  with  pregnancy  and  post- 
partum care  has  played  an  extremely  important  part. 
At  one  of  the  first  office  visits  a complete  gyneco- 
logical examination  is  made.  Probably  fifty  per  cent 
of  the  new  maternity  cases  at  the  first  examination 
will  show  some  degree  of  cervicitis.  At  first  it  was 
a temptation  to  treat  these  cases  of  cervicitis  during 
pregnancy.  I treated  about  twelve  cases.  There  was 
never  a miscarriage  following  any  of  these  attempts 
but  on  two  occasions  the  patient  came  very  close  to 
it  even  after  very  gentle  cautery,  and  on  one  occa- 
sion a very  severe  pyelitis  developed.  Since  these 
three  warnings  the  rule  has  been  not  to  treat  cervi- 
citis complicating  pregnancy  with  cautery  during 
the  pregnancy.  It  now  seems  advisable  to  carry  the 
patient  through  to  term  and  then  treat  the  condition 
postpartum.  It  has  been  possible  in  most  cases  to 
start  treatment  four  weeks  postpartum.  Some  of 
them,  because  of  slow'  involution,  cannot  be  treated 
until  the  second  visit  at  the  office,  which  is  seven 
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to  eight  weeks  postpartum.  A patient  should  not  be 
discharged  following  delivery  until  the  cervix  is 
absolutely  healed.  This  is  probably  the  most  import- 
ant therapeutic  measure  that  an  obstetrician  can 
offer  his  maternity  cases,  and  one  most  often  over- 
looked. 

CERVICITIS  IN  THE  ADOLESCENT  YEARS 

The  cases  of  cervicitis  which  have  had  to  be 
treated  in  teen-age  girls  has  been  spoken  of.  It  is 
not  always  possible  to  persuade  a mother  that  this  is 
an  important  measure,  and  indeed  there  may  be 
cases  of  highly  sensitive  girls  where  it  is  necessary 
to  weigh  in  the  balance  the  physical  harm  coming 
from  a chronic  infection  of  this  kind  and  the  psychic 
trauma  which  a psychologist  may  say  would  result 
from  gynecological  therapy  at  this  age.  1 here  are 
many  mothers  who  absolutely  cannot  see  the  medi- 
cal side  even  after  careful  explanation.  It  has  been 
gratifying  recently  to  have  a few  brides-to-be  report 
for  vaginal  examination,  accompanied  by  their 
mothers.  A number  of  these  had  cervicitis  that  had 
to  be  treated. 

INTER-RELATION  WITH  HORMONES 

There  is  no  doubt  of  the  close  relation  between 
hormonal  imbalance  and  infectious  cervicitis.  The 
use  of  the  estrin  hormones  in  gonococcus  vaginitis 
in  children  is  well  established.  The  same  beneficial 
effect  from  the  use  of  estrin  hormone  in  stubborn 
cases  of  trichomona  and  monillia  can  be  obtained. 
These  findings  have  led  to  the  use  of  various  hor- 
mones,—mainly  thyroid  and  estradiol,  in  the  treat- 
ment of  all  forms  of  cervicitis  where  the  need  of 
them  was  indicated  by  other  findings.  Severe  bleed- 
ing at  the  time  of  the  period  or  coming  between 
periods  seems  to  be  a part  of  the  cervicitis  picture. 
The  bleeding  does  not  come  from  the  inflamed 
cervix.  It  has  to  do  with  hormonal  imbalance  and 
more  likely  the  imbalance  calling  for  estrin  hor- 
mone. Invariablv  in  these  cases  cervicitis  can  be 
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detected,  varying  in  degree  from  very  slight  to  very 
extensive. 

CERVICITIS  AND  CANCER  OF  THE  CERVIX 

There  is  no  doubt  that  chronically  infected 
cervices,  whether  plain  eroded,  cystic,  or  traumatic- 
lacerated, predispose  to  cancer.  All  observers  seem 
to  agree  to  this  assumption.  If  cancer  of  the  cervix 
can  develop  only  where  these  conditions  exist,  all 
that  is  necessary  is  cure  of  the  cervicitis.  At  any 
rate,  cancer  has  never  developed,  to  my  knowledge, 
in  any  of  these  treated  cases.  It  behooves  us  to  bring 


these  points  home  to  the  profession  and  to  urge  our 
women  patients  to  report  for  health  examination  at 
least  yearly.  Also,  there  are  special  incidents  in  a 
woman’s  life  when  careful  gynecological  follow-up 
should  be  insisted  upon,— first,  postpartum;  second, 
climacteric;  third,  unusual  bleeding;  fourth;  leucor- 
rhoea. 

HEMORRHOIDS  AND  VARICOSE  VEINS 

A rather  interesting  observation  has  been  the 
relation  between  two  conditions,  hemorrhoids  and 
varicose  veins,  to  chronic  cervicitis.  In  all  my  cases 
of  hemorrhoids  and  varicose  veins  in  women  there 
has  been  a history  or  there  is  present  at  the  time  a 
definite  cervicitis.  This  I appreciate  carries  very 
little  weight  and  I do  not  contend  that  cervicitis  is 
the  only  cause  of  hemorrhoids  and  varicose  veins  in 
women.  Unquestionably  there  is  a mechanical  fac- 
tor, that  of  gravity  with  its  attendant  stasis  which 
contributes,  possibly  the  only  factor  in  some  cases. 
Nevertheless  the  frequent  association  of  hem- 
orrhoids and  varicose  veins  with  chronic  cervicitis 
and  the  marked  exacerbation  of  chronic  cervicitis 
during  pregnancy  in  those  patients  who  develop 
varicose  veins  for  the  first  time,  or  whose  varicose 
veins  having  already  developed,  become  more 
marked  and  acutely  inflamed,  suggests  that  cervi- 
citis plays  at  least  a part  in  this  condition  in  women. 
You  may  ask  what  causes  hemorrhoids  and  varicose 
veins  in  men.  It  is  offered  for  your  consideration 
that  the  infected  prostate  may  play  the  same  part  for 
men  that  the  infected  cervix  does  for  women  in  the 
etiology  of  these  two  conditions.  There  are  fewer 
cases  of  varicose  veins  in  men  and  fewer  cases  of 
hemorrhoids  in  women. 

TREATMENT 

Treatment  of  cervicitis  in  all  stages  has  been  suc- 
cessful. I here  have  been  a few'  patients  who  needed 
extensive  surgery  and  amputation  of  the  cervix. 
Two  of  these  cases  reported  later  with  a leucorrhoea 
caused  by  the  persisting  endocervicitis,  which  was 
successfully  treated  at  the  office.  No  anesthesia  is 
necessary  as  pain  is  never  severe.  Patients  describe  it 
as  dull  and  cramp-like,  never  sharp  or  unbearable. 
I here  have  been  two  patients  who  have  insisted  on 
hospitalization,  as  they  feared  the  pain  of  treatment 
without  general  anesthesia.  These  later,  for  follow- 
up treatments,  have  accepted  the  office  care  without 
any  hesitation  in  order  to  save  the  additional  expense 
of  the  hospital.  Preparation  of  the  patient  is  not 
necessary  beyond  the  usual  office  draping.  A steril- 
ized bivalve  speculum  and  sponge  forceps  are  the 
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only  instruments  beside  a cutting  nasal  cautery  for 
most  of  the  work.  The  side  wire  loop  cautery  is 
used  only  deep  within  the  os  for  the  deep  cysts  and 
for  polypi.  A strong  narrow  beam  light  is  essential. 
The  local  treatment  is  the  same  for  all.  I have  found 
after  trying  different  methods  of  cauterization  and 
coagulation  that  there  is  one  which  is  the  most  satis- 
factory. This  is  the  linear  cauterization  method. 
Holden  applies  powdered  caroid  at  the  endocervix 
on  a dry  cotton  applicator  to  digest  the  mucus,  fol- 
lowed by  full  strength  negatan  before  proceeding 
with  the  cauterization.  Radiating  lines  are  drawn 
with  a slender  nasal  cautery.  There  may  be  only  one 
line,  choosing  the  most  involved  area.  There  may  be 
as  many  as  eight  lines,  all  radiating  outward  from 
one-eighth  inch  into  the  os  as  far  as  tissue  is  in- 
volved. Dickinson  has  found  that  cysts  form  high  in 
the  cervical  canal,  even  above  the  internal  os.  If 
necessary  he  dilates  the  external  os  and  with  the 
platinum  loop  cautery  cuts  one  or  two  or  even  three 
grooves  well  up  into  this  nest  of  cysts.  He  allows 
this  to  heal  and  may  repeat  this  once  or  even  twice 
at  three  to  four  week  intervals.  Curtis  advises  only 
two  treatments.  Dickinson  has  never  had  stenosis 
follow  this  method  as  he  leaves  adequate  strips  of 
undamaged  epithelium.  On  rare  occasions  have  I 
felt  my  cases  needed  such  deep  treatment  but  have 
found  this  platinum  loop  very  useful  in  removing 
endocervical  polypi,  and  later  burning  their  bases. 
Patients  report  back  once  a month  until  all  signs  of 
cervicitis  have  been  eradicated.  One  treatment  a 
month  has  seemed  most  satisfactory.  Some  report 
that  they  have  patients  report  every  two  to  three 
weeks  but  the  entire  process  of  repair  is  not  com- 
plete at  two  weeks  and  if  heavy  cauterization  is 
used,  is  not  complete  at  three  weeks.  Also,  if  treating 
a patient  before  her  menopause  it  can  be  spaced  be- 
tween the  menses  more  conveniently. 

It  will  be  noted  that  when  the  patient  reports  for 
her  first  treatment  she  will  complain  of  a varying 
degree  of  vaginitis,  all  tissues  being  inflamed.  This 
will  be  attended  bv  the  usual  leucorrhoea,  heaviness 
in  the  pelvis,  some  general  malaise,  and  easy  fatiga- 
bility. The  last  two  symptoms,  of  course,  may  not 
be  entirely  due  to  this  condition  and  may  be  partlv 
due  to  the  general  poor  health,  which  is  part  of  the 
entire  picture.  Very  early  in  the  treatment  the 
vaginitis  will  disappear.  The  leucorrhoea  usually  in 
the  most  severe  cases  has  been  so  much  relieved  that 
the  patient  no  longer  notices  it.  There  may  be  any- 
where from  one  to  twelve  treatments  but  during  the 
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last  half  of  the  treatments  the  patient  is  having  no 
symptoms,  the  only  reason  for  continuing  being  to 
ascertain  that  all  cervicitis  has  been  eradicated  before 
discharging  from  one’s  care. 

One  hears  much  about  conization  of  the  cervix. 
This  is  drastic  treatment,  sacrificing  tissue  unneces- 
sarily, risking  the  danger  of  stenosis  and  subjecting 
the  patient  to  an  unnecessarily  severe  procedure,  en- 
tailing close  following  and  passage  of  dilators. 
Cauterization  provides  drainage  and  stimulates  heal- 
ing by  destroying  diseased  tissue.  The  erosion  is 
purely  secondary  to  the  cervicitis,  hence  curing  the 
cervicitis  cures  the  erosion.  The  everted,  reddened 
surface  found  after  lacerations  looks  like  an  erosion 
and  may  be  accompanied  by  Nabothian  cysts  and 
deeper  infection.  This  should  be  treated  the  same  as 
erosions.  Long  anterior  lips  which  follow  deep 
lacerations  of  a long  cervix  need  not  be  removed  by 
the  wedge  excision.  Deep  cauterization  soon  shrinks 
them  down  satisfactorily. 

In  connection  with  high  amputation  of  the  cervix 
it  should  always  be  noted  this  cannot  be  done  with- 
out danger  of  abortion  should  pregnancy  occur. 
Gradual  cauterization  at  intervals  of  one  month  is 
a better  procedure.  Curtis  lists  amputation  of  the 
cervix  as  one  of  the  causes  of  cervicitis. 

Beside  local  treatment  patients  need  general  meas- 
ures. Listed  previously  under  this  heading  are  the 
prescribing  of  hormones,  usually  the  estrin  hormone 
in  adequate  form;  thyroid  is  often  needed,  especially 
where  the  basal  metabolism  rate  is  low;  and  vitamins. 
Correcting  general  habits  of  life,  such  as  overeating, 
lack  of  a proper  health  regime  of  outdoors  and 
exercise,  and  especially  in  the  teen-age  group,  re- 
moval of  tonsils,  dental  measures  to  remove  all  foci 
of  infection,  and  any  other  foci. 

A warning  is  necessary  in  connection  with  bleed- 
ing following  this  method  of  treatment.  I remember 
one  patient  who  had  the  second  worst  cervicitis  I 
have  ever  treated.  She  bled  each  time  she  was  cauter- 
ized. On  the  second  occasion  she  was  at  the  movies 
when  the  bleeding  began.  She  thought  very  little  of 
it  and  did  not  leave  until  the  picture  was  over. 
When  she  was  in  the  lobby  there  was  a very  heavy 
gush  and  she  fainted  and  was  brought  to  my  office 
at  11:00  p.  m.  The  treatment  of  these  cases  is  very 
simple  but  I did  not  realize  it  at  that  time.  Where 
the  tendency  is  to  bleed  with  each  treatment  the 
patient  needs  Vitamin  K.  If  you  fear  bleeding  imme- 
diately after  treatment,  the  insertion  of  a wool  tam- 
pon is  all  that  is  necessary.  The  patient  should  re- 


2 2 6 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


move  it  after  twenty-four  hours.  Vitamin  K can  be 
given,  preferably  intravenously.  It  may  be  necessary 
to  give  prolonged  oral  Vitamin  K therapy.  Instruct 
the  patient  to  report  at  the  slightest  sign  of  bleeding 
and  a tampon  can  be  inserted,  which  she  should 
remove  in  twenty-four  hours.  Following  each  treat- 
ment there  is  extensive  discharge  which  continues 
about  ten  days.  The  danger  of  bleeding  is  over  at 
the  end  of  the  tenth  day  following  treatment.  It  has 
been  interesting  to  note  the  improvement  of  hem- 
orrhoids and  varicose  veins.  Of  course  the  mechani- 
cal condition  which  has  resulted  from  the  develop- 
ment of  these  two  conditions  cannot  be  expected  to 
clear  up.  The  pain  and  tenderness  and  other  signs 


of  inflammation  disappear  entirely  from  varicose 
veins  unless  too  far  advanced,  and  almost  entirely 
from  hemorrhoids.  It  would  appear  that  the  source 
of  inflammation  which  comes  from  the  cervicitis  has 
been  short  circuited. 

PROGNOSIS 

Office  treatment  of  chronic  cervicitis  by  the 
cautery  method  has  proved  efficient  in  eight  hun- 
dred private  cases.  Where  proper  follow-up  has 
been  possible  75  per  cent  have  remained  cured.  The 
remaining  25  per  cent  have  yielded  promptly  to 
further  treatment  but  an  occasional  case  has  a tend- 
ency to  recur. 


SCIENTIFIC  PROOF 

Hubert  W.  Smith,  ll.b.,  m.d.,  Cambridge , Mass. 


The  Author,  ll.b.  Harvard  Law  School  1930 ; m.d. 
Harvard  Medical  School  1941;  Associate  in  Medical 
Legal  Research , Harvard  Law  School  and  Depart- 
ment of  Legal  Medicine,  Harvard  Medical  School 
Lieutenant  (MC)  USNR 


/T,o  those  who  have  contact  with  the  judicial 
■*-  process,  medical  science  is  symbolic  of  the  whole 
law-science  diathesis.  Inept  words  tend  to  obscure 
the  breadth  of  law-medicine  relationships.  “Medical 
jurisprudence”  is  one  such  term.  It  has  been  used  to 
describe  a variety  of  things:  sometimes  the  applica- 
tion of  legal  doctrine  to  medical  practice,  sometimes 
the  special  applications  of  medical  knowledge  to 
evidentiary  problems  which  come  before  tribunals 
of  the  law.  The  terms  “forensic  medicine”  has  a nice 
ring,  and  it  is  used  abroad  to  signify  the  specialized 
applications  of  medical  science  in  all  varieties  of 
legal  proceedings.  The  American  synonym,  “legal 
medicine,”  makes  the  label  sharper  but  raises  an  un- 
warranted inference  that  ordinary  medicine  may 
not  be  so  legitimate.  None  of  these  terms  conveys 
the  true  spirit  or  full  content  of  law-medicine  rela- 
tionships, which  in  their  totality  represent  social 
synthesis  and  correlation  of  a major  variety.  There 
is  no  universal  authority  on  “legal  medicine.”  In 


law-medicine,  as  in  law-science  relationships,  we 
look  upon  a giant  mosaic  built  by  many  hands. 

All  rules  of  substantive  law  assume  the  existence 
of  basic  facts  on  which  to  operate.  Let  these  facts  be 
distorted  in  their  ascertainment,  and  the  result  may 
be  as  harsh  as  if  defective  legal  principles  were  ap- 
plied to  agreed  facts.  For  that  reason,  one  signal  aid 
which  science  may  extend  to  law  lies  in  the  range 
of  what  we  may  call  scientific  proof.  By  scientific 
proof  I mean  the  use  of  those  scientific  means  and 
methods  calculated  to  enable  the  accurate  ascertain- 
ment of  ultimate  facts,  either  as  a basis  for  settling 
private  litigation  (evidentiary),  or  as  a means  of 
forming  or  orientating  legal  or  social  policy  (juris- 
prudential). Scientific  proof,  so  conceived,  goes  to 
the  basis  of  action;  it  glorifies  fact  finding  functions 
and  mechanisms,  and  it  sets  itself  against  all  species 
of  distortion  in  ascertaining  and  reporting  facts.  Its 
connected  findings  may  well  form  a chain  of  criti- 
cism leading  from  fact  to  opinion,  so  tight  and  so 
strong  that  no  speculative  opinion  can  be  inserted. 

In  the  evidentiary  field,  scientific  proof  will  be 
found  to  revolve  around  problems  of  identification, 
problems  of  causation,  and  problems  of  effect.  The 
specific  content  of  each  main  series  of  problems 
differs  according  to  the  field  of  substantive  law 
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which  gives  rise  to  the  litigation.  Substantive  law 
doctrines  operate  to  specify  the  essential  facts  to  be 
proven  and  so  to  determine  the  relevancy  of  particu- 
lar evidence.  Despite  considerable  overlapping  in 
type  problems  and  in  methods,  scientific  proof  can 
be  broken  down  into  categories  of  clinical  forensic 
medicine,  forensic  pathology,  and  modes  and 
mechanisms  of  scientific  proof. 

Clinical  Forensic  Medicine 

Clinical  forensic  medicine  embraces  all  varieties  of 
medical  practice  which  may  yield  evidence  relevant 
to  litigated  issues  by  use  of  those  tests  and  methods 
currently  employed  in  diagnosing  and  treating- 
patients.  The  expert  witness  is  a practicing  physician 
or  surgeon,  or  a follower  of  one  of  the  several 
specialties,  who  usually  gains  his  evidentiary  infor- 
mation from  having  examined  or  treated  the  party 
litigant  for  a non-fatal  injury  or  disease.  As  long  ago 
as  1909,  60  per  cent  of  the  cases  tried  in  Superior 
Court  in  Suffolk  County,  Massachusetts,  involved 
expert  testimony,  and  probably  the  percentage  tends 
constantly  to  rise.  Personal  injury  litigation  accounts 
for  a large  fraction  of  these  cases,  but  not  for  all  of 
them.  Practicing  physicians  have  long  been  going 
to  court  as  witnesses  in  actions  brought  to  set  aside 
wills  or  deeds  for  alleged  mental  incapacity  at  the 
time  of  execution,  or  to  testify  in  criminal  proceed- 
ings on  the  subject  of  the  defendant’s  mental  respon- 
sibility. 

THE  PROBLEM  OF  EXPERT  TESTIMONY 

Difficulties  arising  from  the  impact  of  law  and 
science  are  caused  in  part  by  stupid  or  antiquated 
rules  of  evidence.  In  many  states,  as  a result  of  ill- 
conceived  “privileged  communication”  statutes,  an 
unscrupulous  patient  can  obstruct  justice  by  closing 
the  mouth  of  his  doctor  on  the  witness  stand.  In 
most  states,  the  hearsay  rule  has  been  carried  too  far. 
In  others  the  cause  of  scientific  proof  has  been  ob- 
structed by  holding  that  taking  involuntary  body 
fluid  or  blood  specimens  violates  the  constitutional 
guarantee  against  self-incrimination  or  against  un- 
lawful search  and  seizure.  These  major  vices  in 
technical  rules  of  evidence  may  soon  go  down  be- 
fore the  frontal  attacks  of  progressive  legal  scholars. 

Part  of  the  difficulty  in  utilizing  expert  testimony 
springs  from  inadequate  legal  and  trial  mechanisms. 
The  lay  jury  is  not  qualified  to  determine  scientific 
issues  and  much  of  the  continuing  friction  springs 
from  this  maladjustment  of  the  trier  of  fact  to  the 
questions  he  decides.  At  the  present  moment,  the 


doctor  who  goes  to  court  as  a witness  is  made  a 
participant  in  a fast-moving  adversary  proceeding 
where  a premium  is  put  on  quick  thinking  and  cate- 
gorical responses,  and  the  devil  usually  gets  the  hind- 
most. If  he  shows  a respectable  doubt,  his  testimony 
is  “conjectural”;  if  he  is  naive,  he  may  be  trapped; 
if  he  has  not  the  precious  power  of  simplification 
and  the  benefit  of  jury  neutrality  or  sympathy,  he 
may  be  misunderstood  or  misbelieved.  If  he  is  an 
expert  on  internal  medicine,  he  may  have  to  stand 
collateral  cross-examination  on  the  configurations  of 
the  tibia  or  some  other  bone  which  has  no  relation 
to  his  proper  testimony.  He  may  have  to  conform 
what  should  be  a conditional  answer  to  a “yes”  or 
“no”  because  of  the  pernicious  hypothetical  question 
system.  The  medical  man  is  primarily  interested  in 
treating  and  healing  and  is  accustomed  to  having  his 
opinions  received  with  deference  and  respect.  If,  as 
it  is  said,  five  per  cent  of  doctors  now  do  most  of 
the  testifying  in  court,  it  is  no  matter  for  surprise. 

Free  selection  of  medical  experts  by  parties  liti- 
gant has  tendeded  to  encourage  “shopping  around” 
for  favorable  experts,  and  this  partisan  bias  is  often- 
times more  subtle  than  outspoken.  Courts  have 
plodded  along,  quite  willing  to  recognize  any  holder 
of  an  m.d.  degree  as  a universal  expert  on  science. 
This  naivete  is  surprising,  for  the  same  judge  who 
rules  a general  practitioner  competent  on  his  quali- 
fying or  voir  dire  examination,  will  take  the  train 
for  Adayo  Clinic  if  he  stands  in  personal  need  of 
specialized  surgery. 

The  truth  is  that  legal  or  forensic  medicine  calls 
for  a type  of  knowledge  and  opinion  that  is  often 
peripheral  and  new  to  the  doctor’s  way  of  thinking. 
He  has  observed  conditions  and  studied  medicine 
principally  in  terms  of  therapeutics.  He  may  have  no 
justifiable  opinion  as  to  whether  injury  can  produce 
a certain  disease  or  as  to  the  terminal  effects  in  point 
of  disability.  If  he  has  gone  to  court  to  accommo- 
date an  old  patient,  and  is  qualified  on  voir  dire 
examination  as  a thorough-going  expert,  he  may  find 
it  hard  to  confess  the  limits  of  his  knowledge. 

SUGGESTED  REMEDIES 

( i ) The  Need  for  Expert  Referees. 

The  relation  of  injury  to  disease  (proximate 
causation),  and  the  assessment  of  terminal  disability 
(fixing  damages),  pose  scientific  problems  which 
should  be  settled  by  expert  referees— medical  special- 
ists drawn  from  select  panels.  No  lawyer  need  fear 
his  immolation  with  advent  of  this  change,  for  he 
would  still  participate  in  the  informal  hearings  of  the 


228 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


referees  and  have  opportunity  for  his  witnesses  to 
be  heard.  The  adversary  system  would  be  preserved, 
but  with  heavier  accent  on  discovery  of  the  true 
facts.  Litigants  could  be  hospitalized  by  the  referee, 
examined  by  him  or  any  of  his  nominees  and  studied 
with  scientific  precision.  The  referee  could  be  both 
a doctor  and  a lawyer  acting  to  see  that  evidence 
was  fully  developed  while  protecting  fair  hearing 
to  the  parties  and  the  substance  of  major  rules  of 
evidence.  All  observations  and  findings  would  be 
reported  in  a “record,”  with  conclusions  listed  in  a 
separate  section  so  as  to  permit  review  of  the  medical 
evidence.  This  review  should  be  made  by  an  appro- 
priate medical  expert  serving  as  adviser  to  the  trial 
judge  when  the  latter  has  the  medical  record  pre- 
sented to  him  for  “confirmation.”  Once  confirmed, 
the  medical  findings  should  be  final  and  not  subject 
to  disturbance  by  an  appeal  court.  Confirmations 
could  be  resisted  or  set  aside  on  grounds  of  fraud, 
accident,  or  mistake,  but  here  the  trial  judge  would 
lean  on  his  medical  adviser.  It  is  eminently  desirable 
to  restrict  review  of  medical  findings  to  the  trial 
court  where  proper  access  can  be  had  to  the  litigant 
for  re-examination. 

This  device  should  be  the  ultimate  goal  of  Ameri- 
can jurisprudence.  It  would  soon  break  the  hold 
of  mere  advocacy  and  of  shabby  or  ill-informed 
testimony.  It  would  leave  doctors  to  judge  the  testi- 
mony of  doctors,  eliminate  futile  efforts  of  the  ex- 
pert to  descend  to  the  lay  juror’s  comprehension, 
and  whet  the  interest  of  all  socially  minded  doctors 
in  the  judicial  process.  Although  the  prospect  of 
speedy  reform  is  diminished  by  possible  resistance 
of  plaintiffs’  lawyers,  this  fear  should  give  way  once 
the  trial  lawyer  realizes  that  substantial  verdicts  will 
still  be  obtainable  for  genuine  injury  and  that  claims 
based  on  fraud  and  malingering  will  be  sifted  out. 
The  chief  and  perhaps  insurmountable  barriers  to 
its  realization,  however,  are  constitutional  guar- 
antees of  jury  trial. 

(2)  Transitional  or  mid-way  reforms  not  in- 
volving constitutional  amendment. 

A.  Impartial  experts  appointed  by  court.  A transi- 
tional reform  would  be  some  variety  of  statute 
authorizing  a trial  judge  to  appoint  an  impartial  and 
qualified  man  or  commission  to  investigate  the  physi- 
cal condition  or  mental  status  of  a party  litigant. 
Such  appointee  would  act  as  an  officer  of  the  court, 
and  not  as  a privately  employed  expert.  The  device 
would  help  escape  partisan  pressure,  give  the  trial 
judge  a chance  to  bring  in  authoritative  consultants, 


and  protect  the  purity  of  proof  in  several  directions. 
But  it  would  have  the  defect  of  keeping  lay  jurors 
as  final  arbiters  of  scientific  issues.  It  is  shocking  for 
the  layman  to  hear  that*  in  many  of  our  states,  as  in 
Texas,  a trial  court  cannot  appoint  an  impartial  ex- 
pert in  a personal  injury  case  to  examine  an  unwill- 
ing plaintiff.  Such  a claimant  can  carry  his  case 
through  court,  to  what  may  be  a large  verdict,  with 
the  defendant  unable  to  secure  independent  con- 
firmation of  the  reality  and  extent  of  injury.  Fortu- 
nately the  majority  view  is  contrary,  whether 
reached  by  common  law,  by  statute,  or  under  re- 
formed rules  of  civil  procedure,  such  as  the  Federal 
Rules  of  Civil  Procedure.  Massachusetts,  one  of  the 
first  states  to  provide  for  pre-trial  examinations  of 
psychiatric  cases  by  impartial  experts,  has  found 
that  this  method  goes  far  to  cure  old  evils. 

B.  Certification  of  expert  witnesses  by  medical 
profession  as  aid  to  voir  dire  examination. 

The  medical  profession  itself  can  add  some  straws 
to  this  broom.  One  who  proposes  to  use  a witness  as 
an  expert  must  establish  his  qualifications  by  prelim- 
inary questions.  Opposing  counsel  may  cross-exam- 
ine the  alleged  expert  to  test  his  claims  to  special 
knowledge.  At  the  conclusion  of  this  voir  dire  exam- 
ination, the  trial  judge  must  say  whether  the  witness 
is  a properly  qualified  expert,  and  his  ruling  will  not 
be  set  aside  except  for  substantial  abuse  of  discretion. 
The  medical  profession  itself  could  issue  certificates 
of  competency  to  its  several  members  in  respect  to 
testimonial  qualifications.  If  a general  practitioner 
appeared  in  court  as  an  authority  on  neurosurgery, 
a little  probing  would  soon  show  that  his  own  pro- 
fession did  not  regard  him  as  a proper  expert  witness 
on  that  subject.  The  intelligent  trial  judge,  on  con- 
clusion of  the  voir  dire  examination,  could  rule  the 
proffered  witness  incompetent  with  little  fear  of 
reversal  by  an  appeal  court.  Even  if  the  witness  were 
allowed  to  testify,  the  lack  of  a certificate  would 
be  a proper  subject  for  comment  in  arguing  upon 
the  weight  which  the  jury  should  accord  his  testi- 
mony. No  statute  would  seem  to  be  necessary  to 
enable  this  salutary  innovation,  although  legislation 
empowering  state  licensing  boards  to  issue  such 
certificates  after  due  hearing  would  be  preferable. 
In  no  case  should  the  doctor  who  personally  treated 
a patient  be  debarred  from  testifying.  The  prime 
purposes  of  the  certificate  method  would  be  to  grade 
competency  and  to  exclude  unqualified  persons 
from  giving  opinion  evidence. 

C.  Surveillance  of  expert  testimony  by  profes- 
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sional  “auditing”  committee.  At  present  some  medi- 
cal witnesses  are  venturing  opinions  in  court  which 
they  would  not  assert  before  medical  societies.  This 
double  standard,  when  it  exists,  deprives  courts  of 
the  scientific  light  they  should  have.  When  a doc- 
tor testifies  that  the  moon  is  made  of  green  cheese, 
as  occasionally  happens,  he  is  either  dishonest  or 
ignorant,  and  should  be  disciplined  by  his  profes- 
sional brethren.  In  the  past  there  has  been  no  proper 
surveillance.  Civil  trials  are  attended  by  little  or  no 
publicity,  and  the  improper  medical  witness  has  not 
had  to  face  the  just  light  of  competent  criticism. 
In  the  science  of  medicine  there  is  much  room  for 
honest  difference  of  opinion  and  for  varying  clini- 
cal judgments  on  open  subjects.  But  ultimately  we 
come  to  outer  limits  of  these  justifiable  differences, 
and  no  man  is  entitled  to  palm  off  as  certainty  what 
medical  science  itself  knows  to  be  purely  conjec- 
tural and  as  yet  without  adequate  proof,  experimen- 
tal or  clinical.  The  test  of  improper  testimony  should 
be  this:  Would  medical  men  competent  to  speak  on 
the  subject  in  question  consider  the  evidence  given 
by  Dr.  X an  acceptable  view,  scientifically,  or  would 
they  consider  it  a prostitution  of  professional 
standards? 

Each  state  medical  society  could  appoint  an  audit- 
ing committee,  including  one  member  of  the  bar, 
to  sample  transcripts  of  medical  testimony  at 
periodic  intervals  in  the  medico-legal  cases  which 
reach  the  appeal  courts.  Witnesses  found  to  have 
departed  from  professional  standards  would  be  sub- 
ject to  disciplinary  action  for  cause,  after  due  hear- 
ing, or  to  revocation  or  curtailment  of  their 
certificates  as  competent  expert  witnesses.  The  mere 
presence  of  this  real  censorship  mechanism  would  be 
as  valuable  as  its  actual  use. 

PROBLEMS  OF  MENTAL  RESPONSIBILITY:  RULES  IN 

MC  naghten’s  case 

In  1843,  the  House  of  Lords  of  the  English  Parli- 
ament called  upon  the  learned  judges  to  deliver  an 
advisory  opinion  laying  down  proper  tests  for 
determining  mental  responsibility  whenever  a de- 
fendant prosecuted  for  homicide  should  raise  the 
plea  of  insanity.  In  the  previous  year,  McNaghten 
had  been  tried  for  killing  Edward  Drummond, 
whom  he  shot  in  the  back,  mistakenly  believing  he 
was  firing  upon  Sir  Robert  Peel.  Drummond  was 
Peel’s  private  secretary,  and  McNaghten  was  led  to 
this  violence  by  clearly  substantiated  delusions  of 
persecution.  Lie  was  tried  before  Chief  Justice 
Tindal,  filed  a plea  of  lunacy,  and  was  acquitted  by 


the  jury,  which  returned  a verdict  of  “not  guilty, 
on  the  ground  of  insanity.”  The  case  provoked  so 
much  discussion  in  high  quarters  that  the  judges 
were  called  upon  to  declare,  for  guidance  of  courts 
in  future  cases,  what  a defendant  must  prove  in  a 
homicide  prosecution  to  establish  mental  irrespon- 
sibility for  his  act.  With  frank  temerity,  the  judges 
laid  down  certain  principles  regarding  proof  of  men- 
tal irresponsibility  sufficient  to  constitute  a defense 
to  a charge  of  murder  (or  other  crime). 

First,  the  jurors  should  be  instructed  that  every 
man  is  presumed  to  be  sane  until  the  contrary  is 
proved.  Secondly,  it  must  be  clearly  proved  that 
the  person  attempting  to  establish  insanity  as  a de- 
fense was  “labouring  under  such  a defect  of  reason, 
from  disease  of  the  mind,  as  not  to  know  the  nature 
and  quality  of  the  act  he  was  doing;  or,  if  he  did 
know  it,  that  he  did  not  know  he  was  doing  what 
was  wrong.  . . .”  And  lastly,  if  the  person 

accused  was  laboring  under  a partial  delusion  only, 
but  knew  that  he  was  committing  a crime,  insanity 
should  not  be  a valid  defense.  It  will  be  noted  that 
the  justices  did  not  recognize  “irresistible  impulse,” 
or  inability  to  refrain  from  the  criminal  action  in- 
dulged, as  any  defense,  so  long  as  the  actor  still 
retained  the  ability  to  distinguish  right  from  wrong. 
Moreover,  the  concept  of  attenuated  responsibility 
was  not  recognized  and  the  psychopathic  personal- 
ity was  entirely  ignored. 

These  rules,  pronounced  with  misgivings,  did  a 
great  deal  to  undermine  law-medicine  relationships. 
A host  of  psychiatrists,  such  as  Emil  Kraepelin,  ad- 
vanced the  description  of  clinical  entities  in  the  field 
of  psychiatric  disorders,  but  the  rules  in  McNaght- 
en’s  case  remained  static.  They  were  assaulted  by 
such  psychiatrists  as  Maudsley  and  criticized  by 
such  criminal  law  writers  as  Stephens.  They  were 
studied  by  Select  Reform  Committees  in  England 
and  impugned  in  America  by  Sheldon  Glueck  and 
other  criminologists.  Yet  English  courts  steadfastly 
continue  to  pay  lip  service  to  McNaghten's  rules. 
Most  American  courts  have  done  likewise,  except 
for  those  jurisdictions  which  have  broadened  the 
original  categories  to  include  the  further  exculpa- 
tory ground  of  irresistible  impulse  of  one  kind  or 
another.  English  judges  were  undoubtedly  keenly 
aware  of  the  subtle  gradations  in  mental  responsibil- 
ity, and  we  cannot  believe  that  they  had  no  inkling 
of  the  disparity  between  the  legal  and  medical  ap- 
proach to  mental  disease.  The  truth  is  that  Mc- 
Naghten's rules  are  not  philosophical  concepts,  but 
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mere  products  of  the  mode  of  trial  under  our  ad- 
versary system.  Lay  jurors  have  long  had  the  respon- 
sibility of  passing  upon  the  weight  and  credibility 
of  expert  testimony.  Before  a lay  judge  can  frame 
an  intelligible  charge  for  the  guidance  of  lay  jurors, 
he  must  be  able  to  carve  out  some  rule-of-thumb 
classifications  or  categories  which  these  jurors  can 
apply  to  the  evidence  to  be  valued.  Immediately  we 
import  a forced  certainty  of  statement  into  a realm 
which  is  essentially  uncertain  and  variable. 

This  practical  problem  of  proof  has  much  to  do 
with  the  unwillingness  of  English  courts  to  embrace 
the  doctrine  of  irresistible  impulse.  I here  is  no 
doubt  that  violent  disappointments  in  love  and  other 
psychological  pressures  can  drive  a person  to  in- 
human conduct  as  irresistibly  as  disease.  But  English 
courts  have  been  afraid  to  get  out  on  these  un- 
charted seas,  where  all  criteria  are  dim,  and  degrees 
of  responsibility  are  not  provable  by  objective  evi- 
dence. They  have  not  paid  so  much  regard  to  the 
aralysis  of  volition,  as  to  the  suspected  tinge  of 
culpability  in  allowing  oneself  to  take  the  first  step. 
Thus,  one  who  voluntarily  partakes  of  alcohol  and 
kills  in  a drunken  rage  may,  if  he  lacked  the  required 
malice  aforethought  or  specific  criminal  intent,  have 
his  offense  mitigated  from  first  to  second  degree 
murder  or  to  manslaughter;  but  in  most  jurisdic- 
tions he  cannot  set  up  his  drunken  state  as  a com- 
plete defense  and  thereby  gain  acquittal.  If  his 
voluntary  intoxication  leads  to  the  independent 
disease  of  delirium  tremens,  and  as  a result  of  an 
automatic  state  induced  thereby,  he  kills  another,  he 
has  a complete  defense.  The  culpable  first  step  has 
merged  into  a disease  state  which  human  agency 
cannot  control,  and  furthermore  there  is  a guarantee 
of  authenticity  when  the  aberrant  mental  state  is  a 
familiar  symptom  of  a standard  disease. 

One  cannot  fairly  say  that  currently  the  English 
courts  reject  “irresistible  impulse”  in  toto;  possibly 
that  defense  has  full  vitality  in  England  in  all  cases 
where  transient  mania,  or  irresistible  impulse,  is  the 
explosive  symtom  of  an  ascertainable,  pre-existing- 
disease  such  as  delirium  tremens,  epilepsy,  or  one  of 
the  psychoses.  It  is  at  the  brink  of  mere  psychologic 
motivation  that  the  English  courts  draw  back,  and 
there  is  much  to  be  said  for  their  hesitancy  if  we 
orientate  rules  by  practical  considerations  of  sound 
proof-making. 

The  conflict  we  have  here  between  current  law 
and  good  psychiatry  does  not  arise  from  obtuseness 
of  the  legal  mind,  nor  from  any  desire  of  law  to 


poach  upon  medical  preserves,  but  from  understand- 
able consequences  of  trial  by  jury.  Assume  lay 
jurors  are  to  continue  trying  scientific  issues,  and 
you  will  find  a natural  and  understandable  hesi- 
tancy about  giving  up  the  pat,  albeit  illusory  cer- 
tainty of  McN  tighten1  s rules.  Arrange  for  lunacy  ;! 
problems  to  be  delegated  to  psychiatrists  acting  as 
expert  referees,  and  this  delegation  will  draw  after 
it  a conceded  right  to  erect  new  criteria  suitable  to 
guide  the  new  trier  of  fact.  In  the  judicial  process,  t 
definitions  have  but  one  function— to  serve  as  sign 
posts  for  the  trier  of  fact.  Those  who  would  destroy 
McN tighten'’ s rules  should  make  a flank  attack  rather 
than  a frontal  assault,  by  seeking  legislation  designed 
to  make  the  accredited  psychiatrist  an  expert  trier 
of  fact  in  lunacy  issues. 

When  we  turn  to  the  law  in  action  in  England, 
we  discover  that  McN tighten' s rules  do  not  work 
oppressively  as  against  a particular  defendant.  One 
would  imagine  that  few  prisoners  could  prove  a 
defense  of  lunacy.  In  practice  the  fact  is  otherwise, 
and  it  would  appear  that  the  jury  uses  its  verdict  I 
of  “guilty,  but  insane”  in  a generous  manner,  some- 
times to  save  from  capital  punishment  prisoners  not 
believed  to  be  free  agents  or  grossly  culpable  in 
committing  the  crime.  A table  issued  by  the  Com- 
mittee on  Insanity  and  Crime  indicates  that  from 
1901  to  1922  approximately  33  per  cent  of  the  per- 
sons on  trial  for  murder  in  England  and  Wales 
were  adjudged  insane,  while  20  per  cent  of  those 
indicted  for  murder  in  Scotland  were  declared 
insane. 

Even  if  a defendant  has  been  convicted  by  a jury 
due  to  literal  application  of  McN  tighten1  s rules,  the 
Criminal  Appeal  Act  of  1907  gives  the  English 
Court  of  Criminal  Appeal  power  to  hear  new  evi- 
dence in  reviewing  the  conviction,  and  the  further 
power  to  override  the  jury’s  verdict.  The  court 
has  exercised  this  jurisdiction  sparingly,  but  it  is  a 
not  uncommon  thing  for  the  court  in  affirming  the 
conviction  within  the  framework  of  AlcNaghten's 
rules  to  invite  intervention  by  the  Home  Secretary. 
Under  the  Criminal  Lunatics  Act,  1884,  the  Home 
Secretary  is  empowered  after  conviction  and  before 
execution  of  sentence  to  intervene,  appoint  a com- 
mittee of  medical  men  to  determine  the  prisoner’s 
present  sanity,  and  to  substitute  commitment  in  an 
asylum  in  lieu  of  the  court  penalty.  In  this  investiga- 
tion, the  medical  men  apply  psychiatric  standards 
as  they  would  in  studying  any  other  case  recom- 
mended for  commitment  under  a lunacy  certificate. 
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We  now  have  the  somewhat  farcical  spectacle  in 
England  of  courts  paying  continued  lip  service  to 
McN tighten' s rules  because  of  respect  for  precedent 
and  practical  problems  of  proof  raised  by  jury  trial, 
yet  inviting  an  auxiliary  administrative  agency  to 
step  in  and  apply  modern  psychiatric  tests  after  the 
court  is  done. 

Unfortunately  in  many  American  states  we  have 
not  been  so  adroit  in  developing  escape  mechanisms 
for  McNaghten’s  rules;  most  often  we  have  pre- 
served the  substance  as  well  as  the  facade.  The  time 
has  come  in  both  countries  for  recognizing  pschi- 
atric  appraisal  of  court  cases  as  a problem  to  be 
farmed  out  to  expert  referees. 

MEDICAL  CRIMINOLOGY  AND  PENOLOGY 

Despite  the  deep  interest  of  lawyers  and  doctors 
in  the  basic  cause  of  crime,  there  has  been  no 
national  law  passed  providing  for  uniform  examina- 
tions, consistent  classification  of  offenders,  or  cen- 
tralized collection  of  statistics  analyzing  criminal 
conduct,  its  antecedents,  pattern  and  sequelae.  Even 
in  the  detailed  judicial  statistics  of  England  one  can- 
not find  such  data.  There  is  a need,  too,  for  the 
medical  penologist,  since  studies  of  prison  popula- 
tions should  go  beyond  etiology  of  crime  to  the 
formation  of  enlightened  decisions  regarding  proper 
segregation  of  prison  inmates  and  their  fitness  for 
parole.  At  the  moment,  no  one  test  or  examination 
seems  adequate  to  provide  the  desired  personality 
blueprint,  and  improvement  of  methods  is  one  of  the 
central  problems  in  this  field. 

In  going  through  medical  literature,  one  observes 
certain  recurrent  flaws  in  many  studies  dealing  with 
relation  of  mental  defects  to  crime.  The  investigator 
often  fails  to  enumerate  associated  mental  defects. 
A recent  patient  in  Boston  City  Elospital,  who  had 
been  in  prison  several  times,  was  a chronic  epileptic, 
suffered  from  delirium  tremens  from  long  indul- 
gence in  alcohol,  and  was  a psychopathic  person- 
ality. Each  of  these  defects  has  an  independent 
relation  to  criminal  propensity,  and  it  would  be  mis- 
leading to  list  the  subject  merely  as  an  epileptic.  In 
some  cases  a proper  doubt  may  arise  as  to  the  ade- 
quacy of  the  test  methods.  And  frequently  the 
investigator  does  not  correlate  the  particular  defect 
or  mental  state  with  commission  of  the  crime.  To 
be  considered  significant  in  point  of  etiology,  the 
defect  should  have  been  a substantial  cause  of  the 
dereliction. 

It  is  safe  to  say  that  mental  disease  is  very  rarely 
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a sole  cause  of  criminality.  That  mental  defect  usu- 
ally is  only  one  of  several  multiple  causes  of  crime 
is  suggested  by  a rather  neat  comparison.  Various 
studies  show  that  mental  defect  has  some  relation 
to  the  etiology  of  major  crimes  of  violence  in  a sub- 
stantial percentage  of  cases.  Studies  of  the  inmates 
of  mental  institutions,  on  the  other  hand,  show  a 
markedly  lower  incidence  of  such  behavior.  Part  of 
this  difference  is  due  to  repression,  segregation, 
careful  guarding  by  hospital  personnel,  but  much 
of  it  seems  fairly  attributable  to  the  fact  that  the 
inmate  is  now  unable  to  become  involved  in  those 
social  transactions  which  give  rise  to  the  multiple 
stimuli  that  propel  toward  criminal  behavior.  Pro- 
tect the  lower  fraction  of  the  social  structure  from 
the  fierce  pressure  of  a competitive  system,  alleviate 
the  distorting  and  disturbing  tensions  which  the  less 
than  average  person  feels,  treat  criminality  by  cur- 
ing widespread  maladjustments,  and  it  is  reasonable 
to  believe  that  there  will  be  a sharp  fall  in  crime 
and  in  admissions  to  mental  institutions.  Deteriora- 
tion of  the  inadequate  personality  is  partially  a 
symptom  of  a social  organization  not  fully  adapted 
to  protecting  its  weaker  members. 

On  the  horizons  of  medical  criminology,  we  can 
see  an  approaching  emphasis  on  functional  studies. 
In  1929,  Berger  published  his  first  paper  describing 
the  action  currents  or  “brain  waves”  given  off  con- 
tinuously by  the  cerebral  tissue.  The  electro-en- 
cephalogram is  a graphic  tracing  of  these  waves 
which  can  be  made  by  a competent  laboratory  tech- 
nician, without  risk  of  injury  to  the  patient.  Dr. 
William  Lennox  and  Dr.  F.  A.  Gibbs  and  his  wife, 
among  other  leading  workers,  have  been  amassing 
great  numbers  of  normal  and  abnormal  tracings  for 
some  years  to  the  end  of  developing  criteria  of  in- 
terpretation. Abnormal  waves  emanating  from  a 
particular  region  of  the  brain  help  localize  a sus- 
pected brain  tumor.  The  workers  mentioned  pos- 
tulate that  epilepsy,  one  of  the  most  enigmatic 
diseases,  must  be  considered  to  be  a cerebral  dys- 
rhythmia with  characteristic  “brain  wave”  patterns. 

The  implications  for  scientific  proof,  present  and 
future,  of  this  line  of  research  should  be  clear.  For 
instance,  we  have  long  known  medically  that  some 
persons  afflicted  with  epilepsy  may  commit  violent 
crimes  during  phases  of  the  disease  which  momen- 
tarily destroy  their  mental  responsibility.  The  epi- 
leptic may  commit  such  a crime  during  a disoriented 
state  of  “epileptic  furore”  or  frenzy;  he  may  com- 
mit it  during  the  post-seizure  “clouded”  state  when 
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his  sensorium  is  radically  deranged  but  he  is  never- 
theless able  to  walk  and  perform  actions  as  in  a 
dream.  Again,  in  lieu  of  his  usual  convulsion  or  lapse 
of  consciousness,  the  epileptic  may  have  a substi- 
tuted attack  called  a “psychic  equivalent,”  during 
which  he  is  temporarily  disoriented  but  may  appear 
outwardly  normal  except  for  a glassy  stare,  a certain 
incoherence  of  speech  and  slightly  incongruous 
conduct.  While  in  the  grip  of  one  of  these  states, 
the  epileptic  is  subject  to  so-called  automatism,  and 
may  perform  involved  acts  and  fairly  complex 
crimes  without  insight  or  power  to  abstain.  We  do 
not  understand  all  the  mental  phenomena  involved 
here,  but  we  can  say,  if  the  case  is  genuine,  that 
the  unfortunate  perpetrator  of  the  homicide  at  the 
time  of  his  conduct  was  both  unable  to  appreciate 
the  nature  and  quality  of  his  act  (the  more  basic 
test  under  McNaghteii’s  rules)  and  to  distinguish 
right  from  wrong. 

When  the  defense  of  epilepsy  is  injected,  two 
important  problems  of  scientific  proof  arise:  (i)  is 
the  defendant  a true  epileptic  or  is  the  history  of 
past  “fits”  fabricated,  and  (2)  assuming  the  defend- 
ant is  a true  epileptic,  was  his  epilepsy  so  operative 
at  the  time  of  the  alleged  criminal  act  as  to  destroy 
mental  responsibility?  Since  there  are  thought  to  be 
600,000  epileptics  in  the  United  States  alone,  it  is 
easy  to  see  that  an  epileptic  may  commit  a deliberate 
murder  during  a lucid  interval  between  seizures  and 
try  to  escape  criminal  penalties  by  falling  back  on 
a false  plea  that  the  conduct  occurred  during  a 
period  of  “automatism.”  The  first  problem  can  usu- 
ally be  solved  by  application  of  the  electro-enceph- 
alogram. The  prisoner  might  have  no  spontaneous 
seizures  during  his  surveillance  in  prison.  But  in  the 
laboratory  he  can  be  asked  to  hyperventilate  (pro- 
long rapid  breathing)  or  innocuous  materials  can 
be  given  without  risk  of  bodily  injury  for  the  pur- 
pose of  making  the  latent  epilepsy  patent,  so  that 
diagnostic  tracings  of  the  peculiar  brain  waves  may 
be  recorded  by  the  electro-encephalogram.  The 
second  question  cannot  be  answered  conclusively 
in  this  way,  even  though  the  presence  of  true  epi- 
lepsy is  so  established.  This  is  because  epileptics  are 
orientated  and  mentally  responsible  in  the  interim 
periods  and  seizures  may  be  separated  by  long- 
intervals. 

It  is  characteristic  of  genuine  “epileptic”  crimes 
during  states  of  automatism  that  the  actor  has  an 
amnesia,  or  loss  of  memory,  for  most  or  all  of  the 
transaction.  One  must  investigate  every  circum- 


stance of  the  crime  and  weigh  every  shred  of  evi- 
dence. Usually  such  crimes  are  violent  or  brutal, 
sometimes  they  are  spontaneous,  but  craftiness  may 
be  used.  Often  the  act  is  committed  without  plau- 
sible motive,  often  against  a loved  one  rather  than  an 
enemy,  and  there  is  lack  of  caution  as  to  the  time, 
place  or  means  taken  to  avoid  detection.  Some  of 
these  indicia  of  a genuine  epileptic  crime  may  be 
missing.  If  one  can  show  that  the  amnesia  is  simu- 
lated, not  genuine,  this  is  persuasive  evidence  that 
the  defendant’s  whole  version  of  “automatic  con- 
duct” is  sheer  fabrication. 

Recently  the  electro-encephalogram  has  been  used 
in  England  in  two  murder  trials  involving  the 
defense  of  epilepsy.  The  prisoner  had  not  experi- 
enced convulsive  seizures  in  prison  while  under 
surveillance.  The  electro-encephalogram,  however, 
proved  conclusively  that  he  had  the  disease,  and  this 
corroborative  evidence,  coupled  with  other  proof, 
caused  the  jury  to  return  a verdict  of  “guilty,  but 
insane.”  We  may  expect  to  see  the  electro-encephal- 
ogram used  increasingly  in  murder  trials  in  an 
effort  to  buttress  a pleas  of  insanity  by  showing  the 
prisoner  has  grossly  abnormal  brain  waves.  Courts 
must  be  careful,  however,  not  to  permit  extravagant 
claims  founded  upon  uncritical  interpretation,  for 
cerebral  dysrhythmia  is  a symptom,  and  medical 
science  is  not  yet  ready  to  say  what  every  given 
tracing  implies. 

There  are  other  developments  in  prospect  in  the 
field  of  medical  criminology.  The  American  Prison 
Association  is  working  toward  adoption  of  uniform 
classifications  in  studying  mental  defects  and  diseases 
of  prisoners.  More  adequate  methodology  should 
be  devised,  and  with  the  eventual  advent  of  cen- 
tralized statistics,  comparative  data  on  the  relation- 
ship of  disease  to  crime  will  be  available.  More 
voluminous  court  statistics  and  special  studies  by 
competent  medical  men  or  social  workers  should 
narrow  the  gap  of  inference  by  providing  trust- 
worthy reconstructions  of  the  causes  of  the  par- 
ticular crime,  after  the  fashion  of  East’s  able  exam- 
ple. The  surge  may  move  forward  to  the  realization 
of  a profession  of  medical  penology  with  the  op- 
portunities and  compensation  desirable  to  attract 
the  ablest  men.  Finally,  more  careful  thought 
should  be  given  to  segregation  of  prisoners  accord- 
ing to  behavior  patterns,  and  their  likely  interac- 
tions, the  device  of  parole  should  be  used  more 
effectually,  and  far  more  attention  should  be  given 
to  early  discovery  of  pre-delinquency  and  of  poten- 
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tially  dangerous  psychopathic  personalities  so  that 
proper  mechanisms  for  preventing  crime  can  be 
put  into  operation. 

Forensic  Pathology 

This  aspect  of  scientific  proof  makes  use  of  the 
fact  that  most  diseases,  injuries,  and  irritants  pro- 
duce characteristic  changes  in  the  tissues  of  the 
organs  or  structures  affected.  These  diagnostic 
changes  may  be  discovered  by  gross  inspection  at 
times,  or  they  may.  call  for  preparation  of  tissue 
sections,  embedded  in  paraffin  blocks,  cut  into  thin 
slices,  mounted  on  slides  and  so  stained  as  to  bring 
out  architectural  patterns  for  study  under  the 
microscope.  Pathology,  or  the  morphology  of 
body  tissues  changed  by  disease,  injury,  or  irrita- 
tion, has  long  been  a foundation  subject  of  the 
medical  curriculum.  The  forensic  pathologist, 
ideally,  is  a medical  man  who  has  specialized  in 
pathology  in  hospital  practice  until  he  is  able  to 
diagnose  apparent  cause  of  death  due  to  disease. 
He  then  has  acquired  knowledge  of  those  many 
special  techniques  which  enable  a proper  expert  to 
establish  the  identification  of  persons,  to  estimate 
the  time  of  death,  to  infer  the  type  of  weapon 
used,  to  distinguish  suicide  from  homicide,  in  short, 
to  aid  the  administration  of  criminal  justice  by  an 
expert  opinion  regarding  “how,  when  and  by  what 
means  the  decedent  came  to  his  death  or  injury.” 

Most  of  these  studies  presuppose  a post-mortem 
examination  of  a dead  body,  but  actually  the  con- 
tribution of  forensic  pathology  includes  a wide 
range  of  clinical  and  laboratory  tests  which  might 
be  applied  in  other  cases.  Properly  drawn  laws 
would  call  this  science  into  broader  play  in  non- 
fatal  injuries  or  accidents.  Who,  for  instance,  is 
apt  to  have  a more  reliable  grasp  of  the  relationship 
of  trauma  to  disease  than  the  pathologist?  In  many 
medico-legal  cases  where  the  nature  of  a disease  is 
in  doubt,  we  turn  to  the  pathologist  to  find  the 
answer  by  studying  a lymph  node  or  other  bit  of 
tissue  invaded  by  the  disease.  This  diagnostic  speci- 
men is  obtained  by  the  virtually  riskless  expedient 
of  removing  a sample  of  test  material  from  the 
patient  by  the  minor  procedure  known  as  “biopsy.” 
The  probative  value  of  such  evidence  is  so  high 
that  in  all  those  usual  cases  where  the  surgical  risk 
is  trivial,  persons  who  claim  to  suffer  from  cancer 
as  a result  of  injury  probably  should  be  required 
to  submit  to  diagnostic  biopsy  as  a reasonable  re- 
quirement of  proving  the  disease. 


At  the  moment,  forensic  pathology  is  highly 
developed  in  some  quarters  as  a scientific  pursuit, 
but  its  proper  application  is  crippled  by  the  fact 
that  its  legal  utilization  is  through  the  antiquated 
coroner’s  office.  In  seven  of  our  American  jurisdic- 
tions, modern  medical  examiner  systems  have  been 
established  by  law.  These  are  not  identical,  but 
under  the  ideal  mechanism,  approached  in  New 
York  City,  the  forensic  pathologist  gains  paramount 
right  of  investigation  in  a broad  category  of  cases 
where  death  has  resulted  from  accident,  casualty, 
or  under  unusual  or  suspicious  circumstances.  He 
is  able  to  move  forward  with  alacrity,  to  take 
charge  of  the  body  and  the  perishable  evidence  in 
the  environment,  and  to  give  numberless  scientific 
aids  to  investigating  police  officers. 

In  forty-one  American  states  and  in  England,  the 
coroner’s  office  is  still  used  to  investigate  such  cases. 
In  England  since  1926,  only  medical  men  or  lawyers 
are  eligible  to  serve  as  coroners,  but  in  the  United 
States,  this  official  is  usually  a layman,  not  infre- 
quently simultaneously  holding  the  office  of  justice 
of  the  peace.  The  lay  coroner  cannot  personally 
perform  those  scientific  duties  of  investigation 
which  his  office  requires,  and  decisive  scientific 
evidence  is  often  lost  through  delay  or  oversight. 
The  status  of  the  coroner,  as  a quasi-judicial  officer, 
has  been  anomalous  and  abortive  since  the  office 
was  first  conceived.  The  coroner  functions  by  hold- 
ing an  inquest,  and  usually  must  impanel  a jury, 
but  the  verdict  of  the  coroner  or  of  his  jury  is  of 
no  real  legal  consequence,  for  it  cannot  be  offered 
in  evidence  in  a subsequent  prosecution  for  homi- 
cide or  in  an  independent  civil  action  brought  on 
an  isurance  policy  where  “suicide  or  natural  death” 
might  be  a controlling  issue. 

It  is  surprising  that  we  have  not  brought  the 
important  science  of  forensic  pathology  into  more 
extensive  use,  for  many  vital  civil  and  criminal 
law  questions  turn  upon  the  fact  and  circumstances 
of  death,  and  historically  investigation  of  death  was 
one  of  the  first  law-medicine  cooperations  to  be 
accented.  Without  much  more  ignominious  delay, 
doctors  and  lawyers  must  push  forward  to  an 
ideal  “medical  examiner  act”  in  each  state.  Today 
the  coroner’s  jurisdiction  is  narrow  and  perilous, 
for  if  he  orders  a post-mortem  examination  in  any 
case  except  where  he  has  reasonable  grounds  to  sus- 
pect death  by  criminal  violence,  he  is  liable  in 
damages  to  the  next  of  kin  for  wrongful  autopsy. 
In  the  future,  the  medical  examiner  should  be  given 
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a broad  discretion  as  to  those  fatal  or  non-fatal  cases 
which  he  might  investigate  in  aid  of  criminal  or 
civil  litigation.  Already  many  workmen’s  compen- 
sation acts  empower  commissioners  to  order  autop- 
sies where  the  cause  of  death  is  obscure  and  further 
light  is  needed  to  determine  compensability  of  an 
alleged  injury.  An  efficiently  operated  medical  ex- 
aminer system  need  not  cost  substantially  more 
than  the  coroner’s  office.  Probably  the  desirable 
goal  is  a compact  organization  of  forensic  patholo- 
gists, financed  as  a state  agency,  with  stations  in 
a fewT  metropolitan  centers,  so  that  the  staff  could 
serve  as  consultants  in  obscure  cases.  Ordinary 
cases  of  sudden  death  could  be  passed  upon  by 
local  physicians.  Such  a medical  examiner’s  office 
could  maintain  a functional  cooperation  with  a 
state  scientific  crime  detection  laboratory,  as  both 
agencies  are  auxiliary  aids  to  police  and  law  en- 
forcement efforts. 

Scientific  Modes  and  Mechanisms  of  Proof 

There  is  real  danger  in  the  fetching  term  “scientific 
proof,”  for  it  may  lead  us  to  overconcentrate  on 
the  high  probative  value  of  this  species  of  evidence, 
while  glossing  over  serious  dangers  which  lurk  in 
its  use.  “Scientific  proof”  covers  a vast  range  of 
expert  testimony,  varying  widely  in  probative 
value.  Certain  methods  of  identification,  such  as 
fingerprinting,  contain  only  a minute  chance  of 
error,  either  as  regards  premises  employed  or 
actual  execution  of  tests.  Next  we  drop  down  to 
such  activities  as  forensic  chemistry  and  blood  group 
work,  where  premises  are  scientific,  but  errors  in 
procedure  are  more  likely.  Here  there  is  real  risk 
of  mistake  if  the  witness  does  not  have  very  special 
qualifications.  Handwriting  falls  a little  lower  down 
the  scale.  Forensic  pathology  holds  its  own,  in  pro- 
bative value,  with  other  trustworthy  identification 
methods.  Clinical  forensic  medicine  is  a blending 
of  science  and  art,  naturally  more  amenable  to 
method  in  diagnosis  than  in  prognosis,  where  facts 
must  be  aided  by  experience  and  good  opinion. 

In  times  past  I have  suggested  the  formation  of 
a National  Scientific  Commission  to  serve  as  a mas- 
ter censor  for  the  courts.  Such  a body,  made  up 
of  qualified  legal  and  scientific  persons,  could  probe 
into  the  merits  of  each  species  of  scientific  proof 
and  lay  down  appropriate  criteria,  safeguards  and 
cross-checks  needed  to  make  the  evidence  trust- 
worthy. The  several  states  could  pass  statutes  pro- 
viding that  scientific  evidence  which  conforms  to 


requirements  of  the  National  Scientific  Commis- 
sion is  to  be  admitted  as  prima  facie  evidence  in 
any  legal  proceeding  where  it  is  relevant.  Such  a 
body  could  also  develop  a comprehensive  system  for 
certifying  the  proficiency  of  expert  witnesses. 

In  respect  to  every  species  of  expert  testimony, 
there  is  a need  for  criteria,  defining  what  is  possible, 
what  is  impossible,  and  what  is  acceptable  practice, 
but  their  development  has  been  restricted  chiefly 
to  problems  of  identification.  It  is  not  uncommon 
to  see  “experts”  making  blood  group  determinations 
by  such  impossible  methods  as  microscopic  inspec- 
tion of  dried  blood  smears.  It  is  not  a rare  thing  to 
see  general  practictioners  postulating  injury  as  the 
probable  cause  of  some  disease,  when  current  med- 
ical science  would  not  accept  the  evidence  relied 
upon  as  satisfactory. 

Each  species  of  evidence  calls  for  safeguards, 
cross-checks  and  its  own  particular  criteria  of  proof 
if  we  are  to  avoid  losing  the  contribution  of 
science  in  a welter  of  opinion.  In  all  those  cases 
where  the  proposed  expert  needs  special  indoctrina- 
tion and  training,  a certificate  of  proficiency  should 
be  required  before  he  is  allowed  to  testify.  If  evi- 
dence is  to  be  founded  upon  test  materials,  provi- 
sion should  be  made  for  preservation  of  this 
material  for  independent  corroboration  studies  to 
settle  doubts  that  might  arise  in  the  mind  of  court 
or  adversary.  Lack  of  any  such  mechanisms  may 
account  for  the  willingness  of  courts  to  say  that 
even  if  scientific  evidence  is  undisputed,  the  jury 
may  rely  on  contrary  lay  evidence  to  enter  a ver- 
dict contrary  to  the  scientific  proof.  Perhaps  the 
particular  expert  does  not  look  too  scientific  to 
the  court;  perhaps,  too,  the  judge  feels  that  no 
satisfactory  cross-examination  of  a complicated 
procedure  is  possible.  It  is  well-known  that  most 
lawyers  are  not  equipped  to  overthrow  this  species 
of  evidence,  and  the  danger  is  enhanced  by  the  fact 
that  a fundamental  error  may  be  merged  beyond 
discovery  in  the  standardized  routine  of  a text-book 
procedure.  If  the  test  material  were  saved,  as 
usually  is  possible,  the  trial  court  could  appoint  an 
impartial  expert  to  repeat  the  procedure  or  study. 
If  results  were  consistent,  and  the  scientific  evidence 
were  conclusive  of  the  issue,  many  trial  courts 
would  refuse  to  permit  the  jury  to  override  such 
findings. 

One  result  of  our  present  adversary  system  of  trial 
is  that  science  may  be  born  anew  in  every  lawsuit 
in  which  two  experts  disagree.  That  a scientific 
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principle  or  finding  can  be  true  in  A's  case  and 
untrue  in  B' s case  is  squarely  opposed  to  the  concept 
of  the  universality  of  scientific  truth.  In  more 
progressive  states,  if  the  case  turns  on  a scientific 
question,  and  expert  X gives  uncontradicted  testi- 
mony that  the  facts  are  ABC,  the  trial  judge  will 
instruct  the  jury  that  they  must  return  a verdict 
finding  the  facts  to  be  ABC.  If,  however,  expert  Y 
disagrees  with  expert  X,  the  lay  jurors  are  to  say' 
which  is  the  preferable  view,  or  to  discard  both  in 
favor  of  lay  testimony.  These  are  the  mechanisms  of 
procedure  and  trial.  Any  person  would  be  properly 
shocked,  however,  if  a diagnosis  were  conducted 
along  similar  lines  in  a modern  hospital. 

It  will  be  noted  that  I press  always  for  the  con- 
viction that  laymen  cannot  successfully  try  scientific 
issues.  The  layman  is  apt  to  import  distorted  notions 
of  scientific  matters  into  the  judging  process,  and 
the  warping  effect  is  as  pernicious  whether  he  gives 
excessive  weight  to  the  evidence  or  too  little.  Three 
cardinal  aspects  of  evidence  are  relevancy,  probative 
value  and  persuasive  value.  For  a perfectly  com- 
petent, expert  trier  of  fact,  probative  value  and 
persuasive  value  should  be  the  same.  The  layman 
naturally  cannot  grade  scientific  evidence  accord- 
ing to  its  true  probative  value,  and  in  consequence 
he  is  more  convinced  by  the  persuasive  or  psycho- 
logical appeal  of  evidence. 


Assuming,  as  we  must,  that  laymen  will  continue 
to  try  scientific  issues  for  a long  while  to  come,  is 
it  possible  to  make  criteria  of  scientific  proof  univer- 
sally available  in  the  “valuing”  process,  even  when 
these  have  not  been  put  in  evidence?  Facts  not 
offered  in  evidence  from  the  witness  stand  cannot 
be  considered  unless  they  are  proper  subjects  for 
judicial  notice,  and  so  notoriously  known  that  the 
court  may  dispense  with  the  formality  of  their 
proof.  The  doctrine  of  judicial  notice  may  enable 
appeal  courts  to  tap  new  and  authoritative  criteria  of 
scientific  proof  pronounced  by  leading  spokesmen 
of  medicine  and  the  sciences.  This  would  give  to 
such  courts  a needed  measuring  rod  to  determine 
whether  the  expert  testimony  put  forward  at  the 
trial  was  sufficient  to  support  the  verdict,  thus 
enabling  a more  delicate  valuation  than  that  afforded 
by  the  crude  “conflict  of  testimony”  test.  The  chief 
difficulty  here  would  lie  in  the  judge  consulting  the 
wrong  bootblack,  but  if  we  are  to  continue  our 
present  system  of  trial,  this  would  seem  to  be  a 
lesser  evil  than  cutting  the  judge  off  from  any 
usable  erudition  in  his  difficult  task  of  appraising 
expert  testimony.  The  higher  the  authority  for  these 
scientific  criteria,  the  less  the  risk  and  the  more 
easily  is  the  doctrine  of  judicial  notice  invoked;  and 
these  facts,  again,  argue  for  some  new  official  com- 
mission or  point  of  reference. 
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PROGRAM  152nd  ANNUAL  MEETING 

CONNECTICUT  STATE  MEDICAL  SOCIETY 
May  2-3-4,  1944  Central  High  School,  Bridgeport 


Tuesday,  May  2 


HOUSE  OF  DELEGATES 


10:00  A.  M. 

LOO  P.  M. 
2:00  P.  M. 
7:00  P.  M. 


AUDITORIUM 

Annual  Meeting  of  the  House  of  Delegates 
George  M.  Smith,  President,  presiding 
Luncheon 

House  of  Delegates  reconvenes  in  Auditorium 

Annual  dinner  to  the  members  of  the  Council,  the  officers  of  the  Society,  the  program 
committee,  the  local  committee  on  arrangements  and  guests— Hotel  Stratfield 


10:00  A.  M. 
IO:  30  A.  M. 
Ii:iO  A.  M. 


11:50  A.  M. 
12:30  P.  M. 


i:iO  P.  M. 


Wednesday,  May  3 

GENERAL  MEETINGS 

AUDITORIUM 

George  M.  Smith,  President,  presiding 

Address  of  Welcome  by  His  Honor,  Jasper  McLevy,  Mayor  of  the  city  of  Bridgeport 
Address  of  Welcome  by  the  President  of  the  Fairfield  County  Medical  Association 
Penicillin 

Francis  G.  Blake,  Dean  of  the  Yale  School  of  Medicine 
Obstetrical  Experiences 

Edward  A.  Schumann,  Philadelphia 
Rheumatic  Fever 

Homer  F.  Swift,  Rockefeller  Institute,  New  York  City 
The  Principles  of  Preventive  Medicine  in  Chemical  Industries 

John  H.  Foulger,  Director  of  the  Haskell  Laboratory  of  Industrial  Toxicology,  Wil- 
mington, Delaware 
Luncheon 

SPECIAL  MEETING 


AUDITORIUM 

Louis  H.  Nahum,  Vice-President,  presiding 
2: 15  p.  m.  A Report  on  the  Progress  and  Activities  of  the  Society 
James  R.  Miller,  Chairman  of  the  Council 

AUDITORIUM 

George  M.  Smith,  President,  presiding 
3:15  p.  m.  Organization  Meeting  of  the  Woman’s  Auxiliary 

Introductory  remarks  by  Ralph  L.  Gilman,  Chairman  of  the  Committee  on  Organizing  the 
Woman’s  Auxiliary 

Discussion  by  James  R.  Miller,  Chairman  of  the  Council 
Election  of  Temporary  Chairman  of  the  Woman’s  Auxiliary 
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The  Purposes  of  the  Woman’s  Auxiliary 

Mrs.  Eben  J.  Carey,  Milwaukee,  President  of  the  Woman's  Auxiliary  of  the  Ameri- 
can Medical  Association 

SECTION  MEETINGS 

3:15  P.  M. 

Hezekiah  Beardsley  Pediatric  Club  (Room  124) 

President:  Edward  Wakeman  Secretary:  Herman  Yannet 

Erythroblastosis  Fetalis:  What  Is  It? 

Herbert  C.  Miller,  Assistant  Professor  of  Pediatrics,  Yale  School  of  Medicine 

Industrial  Health  (Room  101) 

President:  Eugene  F.  Meschter  Secretary:  C.  F.  Yeager 

Industrial  Hygiene 

John  H.  Foulger,  Director  of  the  Haskell  Laboratory  of  Industrial  Toxicology,  Wilmington,  Dela- 
ware. 

Neurology  and  Psychiatry  (Room  105) 

Chairman:  Clements  C.  Fry  Secretary:  Hany  M.  Tiebout 

National  Planning  for  Psychiatric  Rehabilitation 

Thomas  A.  C.  Rennie,  Associate  Professor  of  Psychiatry , Cornell  University  College  of  Medicine, 
New  York 

Some  Comments  on  Psychiatric  Rehabilitation 

James  Ad.  Cunningham,  Director  of  Bureau  of  Mental  Hygiene,  Connecticut  State  Department  of 
Health,  Hartford 

Obstetrics  and  Gynecology  (Room  120) 

Chairman : Robert  Ad.  Lewis  Secretary:  Harry  F.  Pennington 

An  Address  by  Edward  A.  Schumann 

Physical  Therapy  (Room  12 1) 

Chairman:  H.  E.  Stewart  Secretary:  K.  B.  Bretzfelder 

Program  to  be  announced 

Connecticut  Hospital  Association  (Gymnasium) 

President:  Miss  Anna  Griffin  Secretary:  William  B.  Svceeney 

Program  to  be  announced 


Medical  Social  Workers  (Room  104) 

Chairman:  Adiss  Genevieve  Wright  Secretary:  Adiss  Fay  Copellman 

Some  New  Developments  in  AdEDiciNE 

John  C.  Leonard,  Assistant  Director,  Hartford  Hospital 

Medical  Record  Librarians  (Room  122) 

President:  Adiss  Mabel  Lucey  Secretary:  Miss  C.  Kaldus 

The  Value  of  Uniform  Records 

T.  J.  Duffield,  Chief  of  the  Bureau  of  Vital  Statistics,  New  York  City 
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Women’s  Medical  Society 

President:  Christie  McLeod  Secretary:  Martha  Clifford 

The  annual  meeting  of  the  Women’s  Medical  Society  will  be  held  on  Wednesday,  May  3,  at  4:30  p.  m., 
at  the  Y.  W.  C.  A.  Maudie  M.  Burns,  m.d.,  of  the  Bureau  of  Mental  Hygiene  of  the  Connecticut  State 
Department  of  Health  will  be  the  speaker.  Guests  are  cordially  invited.  Tea  will  be  served. 

ANNUAL  DINNER 
Hotel  Stratfield 

7:00  P.  At. 

George  M.  Smith,  President , presiding 

Speakers:  His  Excellency,  Raymond  E.  Baldwin,  Governor  of  Connecticut 

The  Rev.  Father  Alphonse  J.  Schwitalla,  Dean , School  of  Medicine  of  St.  Louis  University 


Thursday,  May  4 

GENERAL  MEETINGS 


9:  30  A.  M. 


10:13  A.  M. 
11:00  A.  M. 


11:45  A.  M. 
I :oo  P.  M. 


AUDITORIUM 

George  M.  Smith,  President , presiding 
Plastic  Surgery  Following  Burns 

Varaztad  H.  Kazanjian,  Professor , Plastic  Surgery , Harvard  School  of  Dental  Medi- 
cine, Boston 

A Navy  Doctor  in  the  South  Pacific 

Captain  Howard  B.  Sprague,  A1C— USNR 

The  Council  on  Medical  Service  and  Public  Relations  of  the  American  Medical 
Association 

Louis  H.  Bauer,  Hempstead,  L.  L,  Chairman  of  the  Council 
Meningococcus  Infections 

Kalei  K.  Gregory,  Assistant  Superintendent , Charles  V . Chapin  Hospital , Providence 
Luncheon 


GENERAL  MEETING 

AUDITORIUM 

James  R.  Miller,  Chairman  of  the  Council , presiding 
2:15  P.  M. 

Introduction  of  new  officers  of  the  Society 

Address  of  the  Retiring  President,  George  M.  Smith 

SECTION  MEETINGS 

3:15  P.  M. 

Eye,  Ear,  Nose  and  Throat  (Room  102) 

Chairman:  E.  M.  Blake  Secretary:  William  H.  Turnley 

Chemotherapy  in  the  Treatment  of  Nasal  Sinus  Disease 

Edward  J.  Whalen,  Attending  Surgeon , Otolaryngology , St.  Francis  Hospital , Hartford 
The  Measurement  and  Treatment  of  Strabismus  in  Children 

Maynard  C.  Wheeler,  Assistant  Clinical  Professor  of  ophthalmology , College  of  Physicians  and 
Surgeons , Columbia  University 

Orthopaedic  Surgery 

Secretary:  Frank  S.  Jones  Program  to  be  announced 
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Anesthesia 

President:  Isidore  S.  Geeter  Secretary:  John  D.  Prior 

The  Section  will  not  meet 

Dermatology  and  Syphilology  (Room  118) 

President:  Harry  Bailey  Secretary:  Louis  O’Brasky 

Program  to  be  announced 

Radiology  (Room  101) 

President:  Joseph  L.  Harvey  Secretary:  Max  Chilian 

Disease  of  the  Spine 

Albert  Oppenheimer,  Laconia  Hospital,  Laconia,  New  Hampshire;  Associate  Professor  of  Roent- 
genology, American  University  of  Beirut;  Chairman  Department  of  Roentgenology , American 
University  Hospitals 

Connecticut  Occupational  Therapy  Association  (Room  125) 

President:  Bertha  J.  Piper  Secretary:  Caroline  G.  Thompson 

Occupational  Therapy  in  Army  General  Hospitals 

Mrs.  Winifred  C.  Kahmann,  OTR;  Snpt.  O.  T.  Branch,  Reconditioning  Division,  War  Dept., 
Washington,  D.  C. 

Occupational  Therapy  Program  in  a Naval  Hospital 

Harriet  M.  Jones,  OTR;  Ensign,  U.  S.  Naval  Hospital,  St.  Albans,  L.  I.,  New  York 

Proctology 

Chairman:  J.  Grady  Booe  The  Section  will  not  meet 

Medical  Examiners  (Room  120) 

President:  Marvin  M.  Scarbrough 
Secretary : Samuel  B.  Rentsch 
Postmortem  Recognition  of  Biochemical  Disturbances 

Walter  W.  Jetter,  Department  of  Legal  Medicine,  Harvard  University  Medical  School,  Boston, 
Massachusetts 


152nd  ANNUAL  MEETING  TECHNICAL  EXHIBITS 

Charles  E.  Sanford,  Director 


SPACE 

NAME 

SPACE 

NAME 

I 

D.  G.  Stoughton  Co. 

L3 

E.  L.  Washburn  & Co.,  Inc. 

2 

White  Laboratories,  Inc. 

H 

Mead  Johnson  & Company 

3 

Scientific  Sugars  Co. 

15  & 16 

McKesson  & Robbins,  Inc. 

4 

Smith,  Kline  & French  Laboratories 

l7 

The  Doho  Chemical  Corporation 

5 

Burroughs  Wellcome  and  Co. 

18 

E.  R.  Squibb  & Sons 

6 & 7 

Surgeons’  & Physicians’  Supply  Co. 

r9 

Philip  Morris  & Co.  Ltd.,  Inc. 

8 

The  Borden  Company 

20,  2 1 & 22 

Wyeth,  Incorporated 

9 

Camel  Cigarettes 

23 

Lederle  Laboratories,  Inc. 

10 

C.  B.  Fleet  Company 

24 

Brewer  & Company,  Inc. 

1 1 & 1 2 

The  Professional  Equipment  Co. 

26 

Bilhuber-Knoll  Corp. 
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EDITORIALS 


Business  As  Unusual 

The  exceptional  development  of  what  may  be 
called  the  business  side  of  our  State  Medical  Society 
during  the  past  five  years  is  a real  reflection  of  the 
significant  changes  in  the  social  aspects  of  Medicine 
during  this  relatively  short  period,  changes  influ- 
enced not  only  by  the  demands  of  the  War  but  by 
developments  in  the  social  structure  of  our  civiliza- 
tion. One  of  the  chief  concerns  of  those  who 
administer  the  affairs  of  our  Society  is  that  of 
Public  Relations  and,  lest  there  be  any  misunder- 
standing of  this  term,  we  have  in  mind  a recent 
definition  which  speaks  of  it  as  “a  philosophy  of 
management  of  the  affairs  and  responsibilities  of  the 
association  that  examines  every  action  in  terms  of 
its  ultimate  contribution  to  the  improvement  of  the 
health  of  the  public.  Public  Relations  first  corrects 
deficiencies  within  the  association,  first  works 
toward  the  perfection  of  the  distribution  and  quality 
of  medical  care;  and  second,  informs  the  public 
what  has  been  done  in  order  that  public  understand- 
ing and  cooperation,  in  the  public  interest  may  be 
acquired.” 


In  a social  structure  which  is  obviously  under- 
going relatively  rapid  changes  it  is  hardly  to  be 
wondered  at  if  certain  component  disciplines,  such 
as  Medicine,  often  find  themselves  the  object  of 
scrutiny.  I he  individual  physician,  however,  is 
probably  not  only  disturbed  but  somewhat  mystified 
by  criticism  directed  against  his  profession  on  the 
ground  that  he  and  his  colleagues  are  not  conscious 
of  their  social  responsibilities.  In  his  thinking  he  has 
long  assumed  that  one  of  the  chief  concerns  of 
Medicine  is  its  responsibility  to  Society,  for  wars 
cannot  be  fought  nor  can  the  social  structure  be 
maintained  without  the  control  of  disease  through 
medical  and  hygienic  practices. 

At  the  present  time  pressures  are  being  applied 
to  make  changes  in  medical  practice  through  legis- 
lation which  are  not  only  foreign  to  the  age-old 
philosophy  of  medicine  but  which,  if  put  into  opera- 
tion, would  tend  to  abolish  those  ideals.  Some  of 
these  proposals  would  place  Medicine  not  only 
under  complete  government  control  but  actually 
would  have  Medicine  administered  by  the  govern- 
ment. Fantastic  as  they  may  seem,  no  one  can  look 
upon  such  proposals  lightly,  for  we  do  not  need  to 
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be  reminded  that  Democracy  as  we  know  it  is  itself 
fighting  a life  battle.  A reaction  which  all  American 
physicians  must  share  has  been  finely  expressed  by 
a member  of  the  clergy,  Arnold  Crampton,  who 
states: 

“The  major  proposals  for  socialized  medicine 
hitherto  considered  follow  this  general  pattern: 

Physicians  and  surgeons  are  to  be  organized 
under  governmental  supervision,  to  have  a set 
number  of  patients  allotted  to  them,  and  for 
financial  remuneration  are  to  receive  prescribed 
fees  or  a regular  salary.  The  people  who  are  ill, 
after  fulfilling  various  legal  requirements,  will 
receive  such  care  as  the  law  may  deem  their 
cases  require.  The  bill  is  paid,  in  one  way  or 
another,  through  government  funds  raised 
either  by  taxation  or  policy  premium. 

“If  this  is  socialized  medicine,  then  I am 
against  it— for  it  is  filled  with  as  much  evil 
against  humanity  as  it  is  good.  If  these  United 
States  of  ours  constituted  a genuinely  Com- 
munistic nation  conforming  to  the  teachings  of 
Karl  Adarx,  then  that  kind  of  socialized  medicine 
would  be  acceptable.  If  these  United  States  of 
ours  constituted  a Fascist  nation  conforming  to 
the  teachings  of  Adolf  Hitler,  then  that  kind  of 
socialized  medicine  would  be  acceptable.  How- 
ever, it  so  happens  that  we  are  shaped  into  a 
democratic  nation,  based  upon  the  humanistic 
ideas  of  Greece  and  the  ethical  and  spiritual 
teachings  of  Jesus.  And  brutal  national  mistakes 
to  the  contrary  notwithstanding,  we  have— for 
more  than  a century  and  a half— made  a success 
of  our  democracy.  We  need  a socialized  medi- 
cine—there  is  no  doubt  of  that— but  on  the 
democratic  plan,  retaining  the  full  ethical  prin- 
ciples of  the  free  spirit.” 

In  order  for  Medicine  to  play  its  part  effectively 
in  protecting  those  things  which  it  knows  through 
an  experience  of  centuries  to  be  essentially  good,  it 
must  act  cohesively.  Those  who  think  alike  must 
think  and  act  together  for  effectual  results.  The 
duty  of  the  physician  to  his  medical  society  becomes 
clear,  as  does  the  responsibility  of  that  organization 
to  him.  In  our  own  State  we  have  every  reason  to 
be  confident  that  the  officials  of  our  Society  and 
those  who  are  associated  with  them  are  making 
every  effort  toward  a better  understanding  and  solu- 
tion of  the  difficult  problems  which  lie  ahead.  The 
unselfish  devotion  in  time  and  thought  which  these 
men  are  giving  is  in  keeping  with  the  best  tradition 


of  Connecticut  Medicine.  The  best  support  that  the 
individual  physician  can  give  to  these  men  and  to 
our  Society  is  to  attend  its  meetings  and  share  in  its 
deliberations.  The  business  of  our  Society  in  these 
times  is  indeed  “unusual”  and  it  promises  to  be  so 
for  a long  time  to  come. 

The  One  Hundred  and  Fifty-Second 
Annual  Meeting 

A review  of  the  program  of  our  1944  Annual 
Meeting  to  be  held  in  Bridgeport  on  May  2,  3,  4 
shows  not  only  a program  of  very  high  merit  but 
one  which  has  some  new  and  interesting-  features. 
One  of  these  is  the  special  meeting  to  be  held  on 
the  afternoon  of  the  first  day  at  which  the  Chairman 
of  the  Council  will  speak  on  the  affairs  of  the 
Society.  This  should  interest  every  member,  for 
Dr.  Aliller’s  talk  promises  to  be  essentially  a talk  to 
“the  stockholders.”  Another  event  of  interest  will 
be  the  organization  meeting  of  the  woman’s  auxil- 
iary. There  are  many  distinguished  persons  to  be 
found  among  our  guests  and  none  more  so  than  the 
speaker  who  will  address  the  Society  at  our  annual 
dinner.  The  Rev.  Father  Schwitalla  has  many  friends 
and  admirers  in  Connecticut.  His  voice,  so  often 
heard  in  deliberations  concerning  American  Medi- 
cine, is  one  which  is  listened  to  with  a deep  regard 
for  his  remarkable  insight  and  wisdom  in  the  prob- 
lems now  facing  our  profession.  Dr.  Louis  H.  Bauer, 
the  Chairman  of  the  Council  of  the  American  Medi- 
cal Association,  we  also  welcome  as  a friend  and 
neighbor.  He  should  be  able  to  tell  us  much  about 
the  problems  concerning  public  relations  policies  of 
our  national  organization.  The  presence  of  our 
Governor  on  our  program  is  another  example  of 
his  graciousness  and  his  well  known  desire  to  co- 
operate in  all  medical  activities  which  have  for  their 
purpose  the  welfare  of  the  citizens  of  our  State. 
The  one  way  to  show  our  appreciation  of  the  efforts 
of  these  and  our  other  distinguished  guests  is  by 
attendance  at  these  meetings.  See  you  in  Bridgeport! 

Scientific  Proof 

At  the  request  of  the  Journal  Mr.  Morris  Tyler 
of  New  Haven , a member  of  the  Connecticut  Bar , 
presents  the  following  comment  on  Dr.  Smith's 
article  appearing  in  this  issue. 

Dr.  Hubert  Smith’s  underlying  premise  is  to  be 
found  expressed  near  the  end  of  his  interesting 
article  when  he  says: 
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“It  will  be  noted  that  I press  always  for  the  con- 
viction that  laymen  cannot  successfully  try  scien- 
tific issues.” 

Within  restricted  limits,  no  practicing  lawyer 
engaged  in  the  trial  of  law  suits  involving  disease  or 
bodily  injury  would  disagree  with  this  generality. 
The  trier  of  facts,  whether  he  be  judge  or  jury, 
cannot  without  expert  testimony  find  that  A suffered 
from  cancer  or  that  B broke  her  tibia.  However, 
judging  from  the  article  as  a whole,  it  would  appear 
to  the  lawyer  that  Dr.  Smith  carries  his  generality 
too  far.  To  this  reviewer,  although  the  author  has 
received  both  an  ll.b.  and  an  m.d.  degree,  he  seems 
to  view  the  relationship  of  medical  knowledge  to 
legal  proof  more  from  the  standpoint  of  the  doctor 
than  the  lawyer.  This  bias  has  led  him  to  advocate 
changes  in  the  mechanics  of  establishing  medical 
facts  in  evidence  which  would  take  the  ultimate 
issue  of  their  existence  or  nonexistence  out  of  the 
hands  of  the  courts  altogether. 

To  the  conscientious  trial  lawyer,  no  consumma- 
tion is  more  devoutly  to  be  wished  than  this.  Never- 
theless, treated  daily,  as  he  is,  to  the  spectacle  of 
division  of  opinion  on  medical  issues  among  most 
learned  doctors  themselves,  there  is  doubt  that  the 
goal  which  Dr.  Smith  seeks  will  ever  be  attained. 
There  is  hardly  a trial  lawyer  of  even  limited  expe- 
rience to  be  found  who  has  not  been  brought  to  the 
verge  of  despair  in  preparing  a case  involving  what 
appears  to  him  to  be  a relatively  simple  medical 
point,  to  wit,  the  existence  or  nonexistence  of  a 
certain  ailment,  to  find  that  doctors  of  the  highest 
standing  take  opposite  views  on  the  question. 

The  truth  of  the  matter  is  that  neither  the  practice 
of  law  nor  the  practice  of  medicine  is  an  empirical 
science.  Both  deal  with  the  welfare  of  man  and 
society.  The  purpose  of  the  judicial  process  is  to 
preserve  societies  from  the  breaking  of  heads.  The 
purpose  of  medicine  is  to  preserve  the  mental  and 
physical  well  being  of  the  individual  and  the  com- 
munity. When  the  two  meet  in  a medical-legal  con- 
troversy, it  is  in  a court  of  law  where  the  immediate 
aim  of  the  judicial  process  alone  is  to  be  served.  That 
is  why  the  law  has  seemed  to  the  physician  so  slow 
in  adapting  to  the  rules  of  evidence  the  advances  in 
medical  knowledge. 

To  the  practicing  lawyer,  medical  facts  are  not 
clear  cut,  black  or  white  scientific  propositions. 
Especially  is  this  true  in  the  field  of  what  might  be 
termed  medical  causation.  To  the  questions:  did 
the  trauma  cause  the  disease  or  did  the  trauma, 


having  admittedly  caused  injury  A,  result  in  ulti- 
mately causing  injury  B,  there  is  no  clear  cut  answer. 
Eminent  doctors  can  be  found  to  champion  the 
affirmative  and  the  negative  and  the  debate  is  on. 

So  long  as  this  condition  exists,  it  is  useless  to 
attempt  to  remove  from  the  litigant  the  right  to 
have  the  word  of  the  doctors  passed  upon  by  his 
peers.  The  word  of  boards,  panels,  and  committees 
of  physicians  will  not  make  medical  facts  more  cer- 
tain than  they  were  before. 

But,  through  the  efforts  of  such  men  as  Dr.  Smith, 
the  law  is  slowly  but  surely  deriving  great  benefits 
from  its  sister  profession.  The  tools  of  medicine 
eventually  become  the  tools  of  the  law  in  the  science 
of  proof.  X-rays  have  long  been  admitted  in  evi- 
dence. Blood  comparisons,  at  least  in  Connecticut, 
have  become  standard  practice.  In  the  experience  of 
this  reviewer,  electrocardiographic  readings  have 
been  used,  albeit  they  were  given  diametrically  con- 
trary interpretations  by  the  doctors  of  the  opposing 
parties.  No  doubt  when  the  occasion  arises,  the 
electroencephalogram  will  also  be  employed  as  an 
aid  to  ascertaining  the  truth. 

It  should  be  pointed  out  that  Connecticut  is  not 
handicapped  by  the  archaic  rules  of  evidence  against 
which  Dr.  Smith  inveighs.  The  doctrine  of  privi- 
leged communications  has  never  been  extended  to 
the  relationship  of  physician  and  patient.  Statements 
of  persons  whose  mouths  are  sealed  by  death  are, 
under  certain  circumstances,  made  exceptions  to  the 
hearsay  rule. 

In  conclusion,  let  it  be  emphasized  that  in  the 
great  majority  of  civil  law  suits,  which  in  a state  like 
Connecticut  furnish  at  least  80%  of  the  court’s 
business,  a medical  controversy  does  not  arise.  The 
issue  on  the  extent  of  the  harm  done  is  usually  clear 
cut.  In  those  cases  where  it  does  arise,  it  is  seldom 
that  a lawyer  does  not  find  eminent  authority  among 
the  members  of  the  medical  profession  to  support 
his  position.  In  the  few  cases  where  one  side  of  such 
a controversy  has,  in  fact,  no  medical  support,  care- 
ful preparation  by  the  lawyer  in  at  least  a fair  pro- 
portion of  such  cases  will  enable  him  to  reveal  the 
weakness  of  the  opposition  on  cross  examination 
sufficiently  clearly  to  allow  laymen  to  exercise  their 
judgment  intelligently. 

But  when  all  is  said  and  done,  it  must  be  confessed 
that  Dr.  Smith’s  article  serves  a very  useful  purpose. 
It  keeps  fresh  before  the  lawyers  the  fact  that  there 
is  much  room  for  improvement  in  the  mechanics  of 
proof  on  subjects  requiring  specialized  knowledge, 


EDITORIALS 


43 


where,  provided  a foundation  is  first  laid  to  show 
that  the  laboratory  techniques  have  been  used  prop- 
erly, there  is  no  longer  room  for  controversy  on  the 
results  adduced.  Had  the  author  placed  a little  more 
emphasis  on  the  fact  that  in  the  held  of  scientific 
knowledge,  especially  in  medicine,  the  held  of  con- 
troversy over  what  may  be  said  to  be  or  not  to  be 
a medical  fact  is  so  broad  that  it  has  constrained  the 
jurist  to  approach  the  subject  of  medical  evidence 
with  great  caution,  he  would  have  better  served  his 
purpose. 

The  Connecticut  Re-employment  Program 
From  the  Veterans’  Point  of  View 

At  the  request  of  the  Journal  the  following  edi- 
torial has  been  prepared  by  Colonel  Raymond  F. 
Gates , Commandant , Veterans'  Home;  Member , 
Connecticut  Re-employment  Commission. 

More  than  one  million  members  of  the  Armed 
Forces  have  been  discharged  to  date  and  discharges 
are  being  issued  to  more  than  one  thousand  members 
daily.  To  meet  the  problem  of  the  returning 
veteran,  system  and  understanding  must  be  applied. 
There  must  be  a plan  into  which  must  be  integrated 
thoughtful  provisions  for  their  every  need.  We  must 
have  a master  plan  for  dealing  with  the  veterans’ 
problem  in  an  intelligent,  sympathetic  and  organized 
manner  so  that  the  mistakes  of  the  last  demobiliza- 
tion will  not  be  repeated.  We  must  be  prepared  to 
care  adequately  for  our  disabled  and  for  the  return- 
ing millions  of  our  fighting  men  and  women  to 
civilian  life  with  the  least  dislocation  of  our 
economy  and  to  make  certain  that  this  time  both  the 
veterans  and  the  taxpayers  get  a square  deal.  Any 
program  for  the  rehabilitation  of  our  returning 
veterans  must  be  based  on  the  recognition  that  they 
have  earned  certain  rights  to  which  they  are  entitled. 
They  have  earned  these  rights;  earned  them  the  hard 
way,  in  training  camps,  on  the  battle  fields  and  in  the 
hospitals. 

First  is  the  right  to  prompt  and  adequate  treat- 
ment for  the  disabled,  who  are  entitled  to  the  best 
the  country  can  give  them  in  hospital  facilities  and 
in  medical  science.  Second  is  the  right  of  govern- 
ment compensation  to  the  disabled,  those  whose 
ability  to  earn  a living  has  been  impaired  by  wound 
or  disease.  Every  veteran  with  a service  connected 
disability  is  entitled  to  this  protection.  Third  is  the 
right  to  a job.  Every  man  and  woman  in  service  has 
been  uprooted  economically.  We  owe  it  to  them  to 


assist  them  into  productive  employment  so  they  can 
participate  in  the  American  heritage  of  sovereign 
citizenship,  of  becoming  independent  men  and 
women  who  can  establish  their  own  homes,  raise 
their  families  and  continue  life  in  the  American 
way.  Fourth  is  the  right  to  an  opportunity  to  com- 
plete interrupted  schooling.  Fifth  is  the  right  to 
vocational  training  so  they  will  be  equipped  to  com- 
pete for  and  hold  jobs.  Sixth  is  the  right  to  unem- 
ployment insurance  on  the  same  basis  as  though 
they  had  remained  in  civil  life  and  contributed  to 
social  security  taxes.  Seventh  is  the  right  to  muster- 
out  pay  to  bridge  the  period  between  discharge  and 
employment,  to  provide  the  funds  for  civilian 
clothing  and  other  necessities. 

The  plan  of  the  Connecticut  Re-employment 
Commission  for  the  absorption  of  our  veterans  into 
civilian  life  recognizes  all  of  these  rights.  It  provides 
in  a systematic  manner  for  the  registration,  special- 
ized adjustment  preparatory  to  training,  rehabilita- 
tion, training  at  all  levels  and  placement  of  the 
veteran  by  the  utilization  of  the  already  established 
agencies,  both  public  and  private,  functioning  in 
their  respective  fields  in  cooperation  with  all  of  the 
other  services. 

This  is  a master  plan  for  the  operation  of  the 
present  and  post  war  employment  program.  It  is 
believed  that  this  problem  can  best  be  solved  by  com- 
bined and  cooperative  action  in  local  communities 
by  the  organization  and  functioning  of  local  co- 
ordinated service  committees  representing  all  agen- 
cies and  groups  within  the  community  that  have  a 
contribution  to  make  in  carrying  out  the  objective. 

Mental  Health  Versus  Money 

Dr.  Burlingame  makes  some  valuable  and  timely 
comments  on  problems  which  are  intimately  asso- 
ciated with  the  rehabilitation  of  those  of  our  citizens 
who  are  returning  or  will  return  to  civil  life  from 
the  armed  forces.  He  points  out  that,  “A  place  to 
sleep,  enough  food  for  the  belly  and  enough  clothing 
to  keep  out  the  cold”  is  not  enough.  We  must  go 
beyond  the  economic  factor  if  these  men  are  to  be 
restored  to  their  former  capacities.  This  is  the 
people’s  problem  working  in  cooperation  with  the 
government  and  the  time  for  definite  planning  is 
right  now.  Government  largess  alone,  uncontrolled 
by  the  principles  of  mental  hygiene,  actually  may 
increase  the  number  of  psychiatric  casualties.  It  must 
be  evident  to  all  who  think  on  these  questions  that 
for  such  plans  to  be  really  successful  they  must  be 
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wide  enough  to  arouse  the  interest  and  support  of 
all  the  people.  As  we  are  all  out  for  war,  so  we 
must  plan  to  be  all  out  in  the  work  for  a peace  which 
will  be  successful  and  enduring.  Dr.  Burlingame’s 
words  carry  a real  message  to  physicians,  for  they 
have  front  line  responsibilities  in  both  peace  and 
war  which  carry  opportunities  for  significant  service 
in  this  respect. 

A Bio-Bibliography  of  Andreas  Vesalius 

The  publication  in  the  year  1943  of  Dr.  Harvey 
Cushing’s  work  on  the  bio-bibliography  of  Vesalius 
is  a fulfillment  of  his  hope  that  it  should  appear  in 
the  year  which  marked  the  400th  anniversary  of  the 
publication  of  the  celebrated  De  Fabrica  Corporis 
Humani. 

For  twenty  years  preceding  his  death  in  1939  Dr. 
Cushing  had  contemplated  the  publication  of  a 
Vesalian  biography.  During  his  last  year  he  brought 
together  a great  deal  of  the  material  which  forms 
this  significant  contribution  to  medical  history. 
However,  much  he  left  untouched  and  it  remained 
for  the  able  hands  of  certain  of  those  who  were  his 
devoted  friends  to  finish  the  work.  The  result  surely 
would  have  delighted  him,  for  in  addition  to  the 
acknowledged  significance  of  the  volume  as  an  im- 
portant source  book  must  be  added  its  distinguished 
and  handsome  appearance. 

Issued  under  the  auspices  of  the  Historical  Library 
of  the  Yale  School  of  Medicine,  the  new  work  is  an 
achievement  in  fine  accord  with  the  tradition  which 
is  to  be  found  in  the  great  treasures  housed  there. 
To  Dr.  John  F.  Fulton,  his  collaborators  and  his 
assistants  who  shared  in  the  making  of  this  book, 
the  medical  profession  of  Connecticut  offer  their 
sincere  congratulations!  x 

Cephalic  Version  In  Breech  Presentation 

Fetal  mortality  in  breech  deliveries,  especially  in 
the  primigravid  woman,  is  still  appallingly  high. 
That  it  can  be  measurably  reduced  by  prophylactic 
external  cephalic  version  is  well  established  from  the 
reports  of  those  who  practice  this  procedure.  How- 
ever, among  many  medical  practitioners  who  deliver 
women  the  practice  is  still  not  well  established  or 
even  well  known.  Dr.  George  H.  Ryder*  of  New 
York  recently  has  presented  a careful  analysis  of 
the  subject  from  a survey  of  1,700  women  consecu- 

*Am. Jour.  Obst.  & Gynec.,  45:1004-19,  June  1943 


tively  delivered.  In  this  group  258  originally  pre- 
sented by  the  breech.  Of  these,  cephalic  version  was 
attempted  in  214  and  was  successful  in  198.  In  this 
latter  group  there  was  no  loss  from  dystocia  of  any 
infant.  External  cephalic  version  should  be  done  in 
the  sixth  and  seventh  calendar  months  for  best  re- 
sults and  force  should  not  be  employed  and  an 
anesthetic  should  not  be  necessary.  It  is  important 
that  an  exact  diagnosis  of  position  should  be  made 
before  attempting  the  maneuver.  The  physician  who 
is  inexperienced  in  the  technic  of  the  procedure 
should  not  attempt  it  without  a definite  knowledge 
of  just  what  he  proposes  to  do,  and  the  method 
described  by  Dr.  Ryder  should  be  of  great  service 
to  him.  Obviously,  an  exact  knowledge  of  the 
capacity  of  the  pelvis,  as  revealed  by  roentgenog- 
raphy, is  an  important  aid  in  these  cases.  Therefore, 
in  the  multigravid  woman  known  to  possess  a pelvis 
of  large  capacity  breech  presentation  probably  can 
be  allowed  to  safely  remain  provided  the  physician 
is  skilled  in  the  technic  of  proper  delivery  of  that 
presentation. 

Medicine’s  Varga  Girl 

It  is  seldom  that  a scientific  publication  concerns 
itself  with  the  propriety  of  the  Varga  pictures  in 
Esquire  or  with  the  authority  for  statements  con- 
cerning scientific  medicine  found  in  Time.  It  is  with 
considerable  interest,  however,  that  we  note  a 
decision  recently  arrived  at  by  The  New  Yorker  in 
which  that  magazine  announces  that  it  has  termin- 
ated its  agreement  permitting  The  Reader's  Digest 
to  reprint  New  Yorker  material.  The  reasons  for  this 
decision  are  pertinent:  viz.,  that  much  of  the 

material  presented  as  reprint  copy  actually  originates 
in  the  office  of  the  Digest  and  is  then  farmed  out  to 
some  other  magazine  for  first  publication.  This 
creates  the  subsidization  of  some  publications  by 
the  Digest  and  gives  The  New  Yorker  “the  creeps.” 
To  quote  from  The  New  Yorker's  letter,  “We  were 
willing  to  be  digested,  but  we  are  not  willing  to  be 
first  supplied,  then  digested.” 

Orchids  to  The  New  Yorker!  It  is  high  time  finis 
were  written  to  a lot  of  the  stuff  published  by  such 
blatant  enthusiasts  as  one  of  The  Digest's  prolific 
pseudo  scientific  writers  and  broadcast  to  the  public 
as  scientific  fact  before  it  is  even  accepted  as  safe 
for  popular  consumption.  The  world  wide  circula- 
tion of  The  Reader's  Digest  should  cany  with  it  an 
obligation  for  veracity  of  word  on  a plane  superior 
to  the  clap  trap  of  radio  advertising  in  the  field  of 


EDITORIALS 


245 


vitamins  and  cold  remedies.  To  prematurely  arouse 
false  hopes  for  cures  which  are  in  an  experimental 
stage  can  result  in  only  harm,  particularly  when 
espoused  by  a publication  translated  into  five  foreign 
tongues  and  read  by  so  large  a proportion  of  the 
English  speaking  race. 

The  Price  Being  Paid 

For  the  third  consecutive  year  the  death  toll  for 
all  belligerents  in  the  present  war  continued  on  a 
scale  comparable  to  that  of  World  War  I.  The 
Metropolitan  Life  Insurance  Company  estimates  the 
military  death  losses  in  action  for  1943  at  2,000,000. 
This  is  believed  to  be  a considerate  estimate  and  is 
based  on  a variety  of  sources. 

Over  against  a loss  of  American  lives  of  27,000, 
which  does  not  include  deaths  of  our  men  in  Axis 
prison  camps,  we  are  reminded  of  our  loss  of  31,000 
men  killed  in  action  or  dead  from  wounds  in  the 
two  months  of  September  and  October  1918  alone. 
But  how  small  our  loss  when  compared  to  those  of 
other  belligerents!  The  British  Empire  troops  have 
suffered  casualties  estimated  at  75,000,  the  Chinese 
between  25,000  and  50,000,  and  the  Russians  600,000. 
Among  the  enemy  Germany  is  believed  to  have  lost 
850,000  and  possibly  more  than  1,000,000  during 
1943,  Japan  over  100,000,  Roumania  about  50,000 
and  Italy  more  than  50,000. 

What  a price  to  satisfy  the  greed  of  Herr 
Schickelgruber!  And  the  end  is  not  yet!  But  fight 
on  we  will  until  the  dawn  of  a new  and  better  peace 
shall  appear.  To  us  whose  duty  it  is  “to  bind  up  the 
nation’s  wounds,”  the  year  1943  brought  the  realiza- 
tion of  accomplishments  in  medical  science  the  like 
of  which  were  never  dreamed  of  in  1918. 

A Job  For  Your  Child 

Some  of  our  advertisers  offer  with  their  adver- 
tising copy  coupons  which  are  to  be  cut  out  and 
returned.  By  this  means  is  recorded  the  interest  in 
a particular  product  by  readers  of  this  Journal.  It 
is  probably  a childish  way  of  soliciting  returns  from 
advertising  but  it  is,  nevertheless,  a method  long  in 


use  and  still  credited  by  advertisers.  You  may  be  too 
busy  in  these  days  of  a shortage  of  civilian  physi- 
cians to  cut  coupons  (unless  they  are  attached  to 
bonds).  Why  not  give  your  child  a pair  of  scissors 
and  the  necessary  instructions?  By  so  doing  you  will 
aid  the  advertising  program  of  your  Journal  and 
afford  your  youngster  much  pleasure. 

One  of  our  advertisers,  Spencer  Incorporated,  has 
cut  in  half  its  advertising  in  the  state  medical  jour- 
nals for  the  remainder  of  1944.  This  move  is  predi- 
cated on  a review  of  their  advertising  results  from 
these  same  state  journals.  We  feel  certain  that  our 
readers  recommend  Spencer  garments  to  their 
patients  and  they  will  continue  to  do  so  in  spite  of 
the  fact  that  they  do  not  cut  out  and  return  the 
Spencer  coupons.  This  particular  firm  fails  to  realize 
that  the  best  advertising  results  are  obtained  by 
creating  in  the  reader  by  constant  repetition  a visual 
image. 


Tuberculosis  Booklet 

The  Connecticut  Tuberculosis  Association  and 
the  State  Tuberculosis  Commission  recently  has 
published  the  Second  Edition  of  its  booklet,  Tuber- 
culosis Facts  and  Figures  For  Connecticut.  This 
booklet  provides  in  the  form  of  tables,  charts  and 
comments  easily  accessible  facts  about  tuberculosis 

J 

for  use  of  health  workers  and  educators  in  the  State. 
The  first  edition  appeared  in  1940.  In  this  Second 
Edition  many  of  the  same  tables  and  charts  pre- 
viously published  are  brought  up  to  date.  Facts  and 
Figures  affords  an  excellent  reference  on  this  im- 
portant medical  problem. 

Meat 

Canned  roast  beef  and  gravy,  canned  pork  and 
gravy,  canned  Swiss  steak,  and  frozen  vinegar  are 
now  being  sent  to  troops  overseas.  The  meats  have 
a mild  flavor  and  consist  of  large  chunks  of  meat 
which  make  them  more  appetizing  and  offer  a 
change  from  the  finely  ground  or  chopped  and 
highly  seasoned  canned  meats  previously  supplied. 
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GOT  A MATCH?  — -You  don’t  need  to  have,  to  test  for  urine  sugar 
with  the  new  “Galatest”  method,  which  dispenses  with  the  need  for  bunsen 
burner  and  other  laboratory  equipment.  A single  drop  of  urine  on  a few 
grains  of  Galatest  powder  instantly  reveals  the  presence  or  absence  of  sugar. 
Price?  $1.00  per  hundred  tests.  The  Professional  Equipment  Co. 


(See  PAGE  2) 
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FROM  THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  m.d. 

258  Church  Street  New  Haven 


POST  WAR  PLANNING  BOARD 

The  legislature  of  1943  authorized  the  appointment  of  a Post  War  Planning  Board.  Charles  Seymour, 
President  of  Yale  University,  was  appointed  the  chairman  of  this  Board  and  working  with  it  are  a number 
of  sub-committees  in  special  fields,  including  health  and  medical  care.  Mr.  Seymour  has  appointed  to  that 
committee,  chairman,  James  R.  Miller  of  Hartford;  Wilmar  M.  Allen,  representing  hospitals:  Commis- 
sioner Osborn  and  Alfred  L.  Burgdorf,  public  health;  Robert  J.  Smith,  welfare;  John  P.  Peters  and  George 
M.  Smith,  Yale  School  of  Medicine;  Brig.  Gen.  Sanford  H.  Wadhams,  USA  Ret.;  and  Creighton  Barker, 
Connecticut  State  Medical  Society.  Mrs.  Frances  Rcth  is  secretary.  The  Committee  had  its  first  meeting 
on  March  9 in  New  Haven. 


Committee  On  Public  Health 

The  Society’s  committee  on  Public  Health  had  its 
regular  meeting  at  the  office  of  the  Society  on 
March  2.  The  agenda  was  chiefly  concerned  with 
the  discussion  of  revision  of  the  operation  of  the 
Emergency  Maternal  and  Infant  Care  program. 
Proposals  are  to  be  made  to  the  Children’s  Bureau 
of  the  Department  of  Labor  relative  to  the  increase 
of  fees  under  the  program,  inclusion  of  fees  for 
Cesarian  sections  and  others. 

The  Committee  also  discussed  maternal  deaths  in 
Connecticut  and  the  frequent  omission  of  definite 
reasons  for  the  cause  of  death  on  death  certificates. 
The  Committee  voted  that  the  State  Medical  Society 
should  send  a letter  to  the  obstetrical  departments 
of  all  hospitals  in  the  State  urging  that  autopsies  be 
done  in  such  cases  when  the  cause  of  death  is 
obscure. 

Committee  On  Inclusion  of  X-ray  Fees  In 
the  Connecticut  Plan  for  Hospital  Care 

This  special  committee  under  the  chairmanship  of 
Dr.  Murdock  is  meeting  frequently  with  representa- 
tives of  the  Plan  for  Hospital  Care,  roentgenologists, 
anesthetists,  and  electrocardiographers.  As  a result 
. of  these  many  discussions  it  is  believed  a working 
understanding  will  be  arrived  at  that  will  be  satis- 
factory to  all. 

Committee  On  Industrial  Health 

A sub-committee  from  the  Committee  on  Indus- 
trial Health  met  with  representatives  from  the  Sec- 


tion on  Obstetrics  and  Gynecology  on  February  23 
to  discuss  standards  of  care  of  pregnant  mothers 
employed  in  industry. 

Connecticut  Medical  Examining  Board 
Special  Meeting 

I he  Connecticut  Medical  Examining  Board  had  a 
special  meeting  on  February  28  to  pass  upon  three 
emergency  credential  candidates  all  of  whom  were 
recommended  for  licensure. 

Clifford  C.  Baker,  University  of  Pennsylvania 
1935;  New  Jersey  License  endorsed;  Roentgenolo- 
gist, Hartford  Hospital. 

Herbert  S.  Whiting,  Michigan  1932;  New  York 
License  endorsed;  U.  S.  Veterans  Administration 
Hospital,  Newington. 

Marvin  G.  Pearce,  University  of  Texas  1922; 
Texas  license  endorsed.  Psychiatrist,  Silver  Hill, 
New  Canaan. 

Committee  to  Study  Collection  of  Dues 

The  Chairman  of  the  Council  has  appointed  Hugh 
B.  Campbell,  the  Treasurer  of  the  Society,  Arthur 
B.  Landry,  Councillor  from  Hartford  County, 
Samuel  F.  Mullins,  Councillor  from  Fairfield 
County,  and  Herbert  Thoms,  Councillor  from  New 
Haven  County,  a special  committee  to  study  the 
procedure  for  collecting  State  Society  dues. 

First  Woman  Officer  In  the  Navy 

Dr.  Christie  E.  McLeod,  pathologist  at  the 
Middlesex  Hospital,  Middletown,  has  been  commis- 
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sioned  a lieutenant  MC— USNR  and  ordered  to  active 
duty  at  the  Naval  Hospital,  Newport.  She  is  the  first 
woman  physician  in  Connecticut  to  be  commis- 
sioned in  the  Navy.  Dr.  McLeod  received  her 
Bachelor  of  Science  degree  at  the  University  of 
Vermont  in  1931,  Doctor  of  Medicine  at  the  Uni- 
versity of  Vermont  in  1934,  served  an  internship  in 
pathology  at  the  Worcester  City  Hospital,  a resi- 
dency in  tuberculosis  at  the  Belmont  Hospital, 
Worcester,  and  served  a rotating  internship  at  the 
New  England  Hospital  for  Women  and  Children, 
Boston.  She  has  been  the  pathologist  at  the  Middle- 
sex Hospital  for  about  five  years. 

President  of  the  Society  Appointed  to 
Cancer  Board 

George  M.  Smith,  President  of  the  Society,  has 
been  elected  to  the  Executive  Committee  of  the 
American  Society  for  the  Control  of  Cancer.  John 
J.  Morton,  Professor  of  Surgery  in  the  Medical 
School  and  University  of  Rochester,  formerly  a 
member  of  the  Connecticut  State  Medical  Society, 
is  also  a member  of  the  Committee. 

The  Purposes  of  a Woman’s  Auxiliary 

Mrs.  Eben  J.  Carey  of  Milwaukee,  the  President 
of  the  Woman’s  Auxiliary  of  the  American  Medical 
Association,  will  be  the  guest  of  the  Connecticut 
State  Medical  Society  at  its  annual  meeting  in 
Bridgeport  beginning  iMay  2.  We  are  very  fortunate 
to  have  Mrs.  Carey  speak  to  us  on  the  purposes  of  a 
woman’s  auxiliary  and  it  is  certain  that  her  audience 
will  show  a keen  interest  in  this  subject.  The  recent 
expression  of  opinion  of  our  members,  as  shown  by 
the  post  card  canvass,  showed  the  great  majority 
of  those  who  expressed  an  opinion  to  be  in  favor  of 
this  addition  to  the  Society’s  activities,  and  this 
majority  opinion  was  also  substantiated  bv  those 
replies  from  the  wives  of  members.  To  quote  the 
committee  report,  such  an  organization  should  “be- 
come a source  of  considerable  strength  in  furthering 
sound  health  education  and  legislation,  and  in  build- 


ing up  and  maintaining  good  relations  between  the 
medical  profession  and  the  lay  public.”  Now  is  the 
time  to  make  a mental  reservation  to  hear  Mrs. 
Carey  on  the  afternoon  of  May  3 and  “to  bring  the 
wife.”  After  all,  this  new  organization  is  unquali- 
fiedly her  show. 

Dr.  Weld  Becomes  Chairman  of  Wartime 
Graduate  Medical  Meetings 

The  national  organization  of  the  Wartime  Gradu- 
ate Medical  Meetings  has  announced  that  Stanley 
B.  Weld,  Hartford,  has  been  appointed  chairman  of 
the  committee  for  Region  2.  Other  members  of  the 
committee  are  Alexander  Burgess  of  Providence, 
Samuel  C.  Harvey  and  Creighton  Barker,  of  New 
Haven.  Region  2 comprises  the  states  of  Rhode  Island 
and  Connecticut  in  which  there  are  a number  of 
military  and  naval  installations  at  which  medical 
officers  are  stationed.  The  purpose  of  the  Wartime 
Graduate  Medical  Meetings  committee  is  to  provide 
postgraduate  and  refresher  courses  of  instruction  to 
medical  officers  of  the  Army  and  Navy  serving  at 
home  stations. 

Black  Market  Thermometers 

In  the  February  number  of  the  Connecticut 
Pharmacist  attention  is  called  to  the  appearance  in 
our  State  of  clinical  thermometers  which  do  not 
bear  the  Connecticut  Seal  of  Approval.  Some  of 
these  have  been  found  to  sell  for  as  little  as  thirty- 
nine  cents.  The  sale  of  such  goods  is  illegal,  for 
only  those  thermometers  which  bear  the  words 
“Conn.  Seal”  may  be  dispensed.  Physicians  would 
do  well  to  check  the  clinical  thermometers  which 
have  been  recently  purchased  bv  patients,  especially 
if  such  purchase  has  not  been  made  at  a drug  store. 
The  taking  of  temperatures  by  lay  persons  is  at  best 
subject  to  inaccuracies  and,  if  to  this  is  added  the 
unreliability  of  an  inferior  grade  of  thermometer, 
the  likelihood  of  such  error  is  obviously  greatly 
increased. 


MAKING  A MOUNTAIN  OUT  OF  A MOLE 

is  easy  for  a dermatologist  using  a Magni-Focuser.  This  new  eye  loop  enables 
all  medical  specialists  to  magnify  objects  with  the  binocular  clarity  of  normal 
vision.  The  Magni-Focuser  is  light,  easy  to  wear,  fits  comfortably  over  eye 
glasses,  leaves  both  hands  free,  relieves  eye  strain,  and  provides  maximum 
efficiency  in  minimum  time.  Many  uses  in  all  branches  of  medicine  will  read- 
ily occur  to  you.  One  hint:  try  reading  an  x-ray  film  with  a Magni-Focuser! 
Ask  Professional  Equipment  Company,  36  Howe  Street,  New  Haven,  Con- 
necticut. 


(See  PAGE  2) 
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Medical  Officers  Wanted  For  the  Navy 

Captain  Kenneth  G.  Castleman,  USN  (Ret.) 
Director  of  Naval  Officer  Procurement,  Third 
Naval  District,  has  informed  the  Procurement  and 
Assignment  Service  for  Connecticut  that  the  Navy 
has  raised  the  age  at  which  specialists  can  be  ac- 
cepted in  the  United  States  Navy  Reserve  from  50 
to  55. 

Captain  Castleman  also  announced  that  the  Navy 
will  accept  for  “limited  shore  duty,  only”  certain 
physicians  who  cannot  meet  the  regular  naval  physi- 
cal requirements.  Such  doctors  will  be  commissioned 
and  assigned  to  duty  at  dispensaries,  navy  yards, 
naval  training  stations  and  naval  and  Marine  Corps 
recruiting  stations.  Over  age  and  physically  dis- 
qualified physicians  who  accept  appointment  for 
these  berths  will  be  making  available  for  sea  duty 
and  foreign  assignment  physically  and  otherwise 
qualified  medical  officers  now  detailed  to  shore  duty. 

Connecticut  physicians  wishing  to  apply  for  this 
service  are  invited  to  communicate  with  the  Pro- 
curement and  Assignment  Service  at  258  Church 
Street,  New  Haven.  Telephone  New  Haven  5-0836. 

Read  This! 

From  a letter  from  a Rhode  Island  physician  in 
the  Navy  who  rides  a Flying  Ambulance . 

You  can’t  describe  these  fighting  men— and  those 
whose  fighting  days  are  over.  They  are  wonderful! 
They  don’t  talk  much— there  is  too  much  noise  and 
too,  there’s  nothing  to  talk  about.  You  don’t  try  to 
be  smart  or  flippant  with  them— nothing  is  very 
damned  funny  to  them  now.  They  don’t  complain. 
An  hour  or  so  ago,  they  belonged  to  the  guns  and 
tanks  and  planes— but  now  they  are  mine— they  be- 
long to  the  Medical  Corps  which  exists  only  for 
them.  They  have  done  their  job  and  have  paid  for 
their  share  in  America— they  and  their  buddies  who 
aren’t  coming  back  in  this  big  gray  hospital  plane. 
* * * * 

This  is  my  job— to  do  what  I can  (and  sometimes 
it  seems  so  little)  for  these  men.  I can’t  describe 
them— their  tired,  dirty  faces,  scraggly  beards,  blood 
stained  bandages  and  the  white  faces  looking  to  me 


for  help.  They  and  thousands  who  are  still  fighting 
are  nothing  short  of  magnificent.  I’m  proud  of  my 
job  and  you  and  the  people  who  have  helped  so 
much  to  give  me  the  training  1 needed  to  do  it. 

Dr.  George  Baehr  Resign  from  O.  C.  D. 

O.  C.  D.  has  announced  that  its  Chief  Medical 
Officer,  Dr.  George  Baehr,  will  retire  on  March  1 
after  two  and  one  half  years  of  service.  He  will 
resume  the  professional  and  teaching  responsibilities 
in  New  York  City  which  he  laid  down  when  called 
to  duty  in  June  1941.  Dr.  Baehr  will  be  succeeded 
by  Dr.  W.  Palmer  Dearing  who  has  been  assistant 
chief  medical  officer  since  the  establishment  of  the 
Medical  Division  of  O.  C.  D. 

X-ray  Super-Sleuth  For  Army  Surgeons 

An  x-ray  super-sleuth,  designed  to  meet  the 
Army’s  need  for  a device  to  detect  bullets  and 
shrapnel  in  wounded  men  speedily,  was  demon- 
strated at  the  Army’s  School  of  Roentgenology  re- 
cently by  Col.  Alfred  A.  de  Lorimier,  commandant. 

The  unit,  a field  hospital  x-ray  designed  by  West- 
inghouse  engineers,  enables  surgeons  working  close 
to  combat  areas  to  locate  foreign  bodies  precisely  in 
one  minute. 

Because  it  localizes  slugs  and  fragments  in  two 
planes,  vertical  and  horizontal,  and  makes  it  possible 
to  keep  the  patient  in  the  same  position  for  sur- 
gery, the  unit  is  called  a Bi-plane  Marker  and  Re- 
orientating Device,  Col.  de  Lorimier  reported.  It 
not  only  locates  foreign  bodies  but  marks  the 
wounded  man  with  iodine  to  guide  the  surgeon  in 
making  an  accurate  incision. 

New  Veteran  Organization  Sets  Up  Post 
In  Waterbury 

The  New  York  Times  is  authority  for  the  state- 
ment that  the  Global  War  Veterans,  “an  organization 
designed  to  include  service  men  and  women  of  the 
present  war,”  is  establishing  a post  in  Waterbury, 
Connecticut.  This  is  believed  to  be  the  first  exclu- 
sively World  War  II  organization  and  also  the  first 
to  include  women  in  its  membership.  The  Treasurer 
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is  Jacob  Shapiro  of  Columbia,  Tennessee,  formerly 
a lieutenant  in  the  Medical  Corps,  discharged  for 
physical  disability.  National  headquarters  are  at 
Columbia,  Tennessee. 

Supervision  of  Doctors  Needed  in  Canada 

A report  made  by  the  Canadian  Medical  Pro- 
curement and  Assignment  Board  urges  that  the 
movement  of  doctors  from  one  locality  to  another 
in  Canada  be  controlled  and  such  a recommendation 
was  made  to  the  House  of  Commons  in  Ottawa  in 
March.  The  Procurement  and  Assignment  Board 
for  Canada  also  asked  that  physicians  in  the  Armed 
Forces  be  encouraged  and  permitted  to  assist  civilian 
doctors  when  consistent  with  their  military  duties 
to  ease  the  medical  manpower  situation  and  that  no 
further  recruitment  of  physicians  be  permitted  in 
certain  provinces. 

USPHS  Affiliated  Unit  26  To  Be  Activated 
For  Training 

The  United  States  Public  Health  Service  affiliated 
units,  of  which  there  are  six  in  Connecticut,  have 
been  asked  if  they  are  willing  to  take  a six  day  tour 
of  duty  for  indoctrination  during  the  early  summer. 
Unit  2 6,  New  Haven,  has  accepted  and  it  is  antici- 
pated that  the  personnel  of  the  unit  will  be  ordered 
to  duty  at  the  Lovell  General  Hospital,  Fort  Devens 
or  the  Cushing  General  Hospital,  Framingham,  for 
a period  of  instruction. 

The  first  assembly  of  Unit  26  was  held  in  New 
Haven  on  March  15  and  A.  William  Reggio,  Senior 
Surgeon  (R),  Regional  Medical  Officer  of  the  First 
Civilian  Defense  Region,  addressed  the  unit  and 
explained  the  clinical,  didactic  and  military  program 
that  would  be  followed  in  the  indoctrination  course 
and  stated  that  up  to  the  present  time  the  New 
Haven  unit  was  one  of  seven  in  the  First  Region  to 
express  a willingness  to  take  the  training  course. 

Officers  comprising  Unit  26  are:  Paul  W.  Vestal, 
Senior  Surgeon,  unit  director;  Allen  K.  Poole,  Senior 
Surgeon,  chief  of  medical  service;  Bernard  S.  Brody, 
Surgeon,  neurosurgery;  Clyde  L.  Deming,  Surgeon, 
urology;  James  A.  Gettings,  Surgeon,  orthopedist; 
Carl  E.  Johnson,  Surgeon,  general  surgery;  Paul  B. 
MacCready,  Surgeon,  otolaryngologist,  Ralph  W. 
Nichols,  Surgeon,  general  surgery;  Howard  S.  Col- 
well, Surgeon,  internist;  Samuel  J.  Goldberg,  Sr., 
Surgeon,  internist;  Harold  Ad.  Marvin,  Surgeon, 
cardiologist;  Louis  F.  Wheatley,  Surgeon,  radiolo- 
gist; Morton  J.  Loeb,  Surgeon,  dentist. 

The  six  affiliated  units  that  have  been  organized 


in  Connecticut  are  located  in  Hartford,  Meriden, 
New  Haven,  New  London,  Stamford  and  Water- 
bury. 

Symposium  on  War  Medicine  in 
"The  Hebrew  Medical  Journal” 

Harofe  Haivri  (4  he  Hebrew  Medical  Journal),  a 
semi-annual  publication  has  dedicated  its  two  1943 
volumes  to  war  medicine.  Many  pertinent  subjects 
are  discussed  by  competent  Hebrew  physicians. 
The  sections  on  Palestine  and  War  contain  three 
authoritative  articles  which  present  a vivid  picture 
of  the  medical  contribution  by  the  Palestinian  Jews 
to  the  war  effort.  Biographical  sketches  of  Adolphus 
S.  Solomons,  Co-Founder  of  the  American  Red 
Cross,  and  Professor  Max  Neuberger,  the  great 
medico-historian,  are  included.  In  addition  to  an 
English-Hebrew  Medical  dictionary,  the  original 
articles  are  summarized  in  English. 

The  following  is  reprinted  from  Information 
Bulletin,  Embassy  of  USSR. 

Public  Health  Service  In  the  USSR 

Professor  N.  I.  Propper-Graschenkov 
Corresponding  Member  of  the  Academy  of  Sciences  of  the 
USSR  and  Chief  of  the  All-Union  Institute  for 
Experimental  Medicine 

A system  of  public  health  service  quite  unknown 
in  Tsarist  Russia  has  been  operating  for  26  years  in 
the  Soviet  Union.  The  Government  pays  particular 
attention  to  the  public  health  service,  for  which 
provision  has  been  made  in  the  Stalin  Constitution. 
Each  year,  not  excluding  the  war  years,  enormous 
sums  have  been  spent  to  give  free  medical  care  to 
every  citizen  of  the  country. 

Notable  results  have  been  achieved  in  the  care  of 
children  and  mothers.  The  Government  has  set  up 
a network  of  children’s  and  women’s  health  cen- 
ters, milk  kitchens  to  provide  babies  with  excellent 
food,  nurseries,  children’s  homes  and  children’s 
clinics  and  hospitals.  Twenty-two  scientific  research 
institutes  for  the  protection  of  mother  and  child 
have  been  established.  Special  help  is  given  to 
mothers  of  large  families,  to  whom  the  State  has 
paid  out  more  than  5,000,000  rubles  in  allowances 
during  the  last  five  years. 

THE  FIGHT  AGANIST  INFECTIOUS  DISEASES 

Each  year  new  measures  are  taken  to  prevent  the 
spread  of  infectious  diseases.  The  public  health  serv- 
ice includes  a network  of  diagnostic,  bacteriological 
and  other  laboratories,  as  well  as  hospitals  where 
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patients  suffering  from  infectious  diseases  are  imme- 
diately placed.  There  are  also  numerous  disinfecting 
stations.  Lastly,  millions  of  our  citizens  are  vacci- 
nated against  infectious  diseases.  Several  bacterio- 
logical institutes  prepare  serums  for  the  prevention 
of  infectious  diseases,  and  also  study  problems  of 
immunization— reducing  the  number  of  inoculations, 
raising  their  effectiveness,  etc.  Thanks  to  the  strict 
State  system  of  triple  obligatory  inoculations  against 
smallpox,  cases  of  this  disease  are  extremely  rare  in 
the  USSR  and  usually  occur  in  areas  adjacent  to  the 
frontier  where  the  infection  has  been  brought  from 
neighboring  states. 

The  war  has  caused  mass  concentrations  of  people 
evacuated  from  west  to  east,  or  returned  to  their 
native  regions  after  the  German  barbarians  were 

O 

driven  out.  This  creates  conditions  for  the  spread 
of  epidemics  and  infectious  diseases. 

But  in  the  Soviet  Union  there  are  few  cases  of  the 
outbreak  of  intestinal  diseases,  such  as  dysentery,  or 
typhoid  fever  or  paratyphoid.  Mass  vaccination 
against  such  diseases  has  prevented  their  incidence. 
The  same  applies  to  typhus,  which  as  we  know 
always  follows  in  the  wake  of  widespread  war. 
Before  the  October  Revolution,  Russia  had  served 
as  the  gateway  for  such  terrible  infectious  diseases 
as  cholera  and  plague,  which  came  from  the  East- 
ern countries.  Throughout  the  26  years  of  Soviet 
power,  and  especially  in  the  last  20  years,  no  out- 
breaks of  such  epidemics  have  been  known  in  our 
country.  Even  now,  despite  war  conditions  and  the 
fact  that  cholera  has  broken  out  in  some  neighbor- 
ing Eastern  countries,  this  disease  has  not  penetrated 
the  USSR. 

In  our  medical  practice  bacteriophage  is  used  to 
a great  extent.  Without  exaggeration  it  may  be  stated 
that  from  the  point  of  view  of  scientific  research 
and  practical  application,  the  study  of  this  type  of 
bacteria  has  been  developed  more  greatly  in  our 
country  than  elsewhere. 

It  is  well  known  that  practical  medicine  cannot 
achieve  extensive  results  unless  it  is  based  on  a broad 
foundation  of  medical  science.  In  the  Soviet  Union 
there  are  more  than  100  scientific  research  institutes 
in  various  branches  of  medicine,  such  as  physio- 
therapy, tuberculosis,  roentgenology,  children’s 


and  women’s  diseases,  skin  and  venereal  diseases,  the 
study  of  health  resorts,  climatology,  etc.  Each  year 
about  20,000  physicians  are  graduated  from  our 
higher  medical  institutes.  Physicians’  assistants,  mid- 
wives  and  nurses  are  trained  in  the  medical  schools. 

The  Soviet  Government  has  built  thousands  of 
hospitals  all  over  our  country,  which  accommodate 
hundreds  of  thousands  of  patients.  In  addition  a wide 
network  of  clinics  and  first-aid  stations  with  the 
necessary  physiotherapeutical  departments  has  been 
built  in  cities  and  rural  districts,  where  medical  ad- 
vice and  treatment  are  given. 

PROMPT  AID  TO  WOUNDED 

During  the  Patriotic  War  against  the  German 
invaders  the  Soviet  Military  Medical  Service  has 
assured  immediate  medical  aid  to  the  wounded  and 
their  prompt  removal  from  the  battlefields.  Very 
near  the  firing  line  medical  battalions  give  surgical 
aid  and  the  wounded  are  then  removed  to  first  or 
second  line  field  hospitals,  where  their  treatment  is 
completed  and  the  more  complicated  operations,  in- 
cluding operations  on  the  skull,  are  carried  out. 
Within  each  army  sector  are  hospitals  specializing  in 
skull  operations. 

From  field  hospitals  the  wounded  are  transferred 
to  the  nearest  rear  hospitals,  from  which  they  are 
evacuated  to  special  hospitals  maintained  by  the 
People’s  Commissariat  of  Health,  where  they  remain 
until  completely  cured.  Our  Military  MedicaT  Serv- 
ice has  achieved  wonderful  results— more  than  70 
per  cent  of  the  total  number  of  wounded  being  re- 
turned to  the  front  lines.  It  goes  without  saying 
that  all  Soviet  wounded,  even  those  most  gravely 
injured,  are  given  prompt  attention— whereas  the 
Nazis  finish  off  their  gravely  wounded,  whom  they 
consider  a burden  to  the  state. 

All  our  medical  workers,  physicians,  assistants, 
midwives  and  nurses  have  been  educated  in  a spirit 
of  selfless  devotion  to  the  interests  of  their  country 
and  of  bitter  hatred  for  the  enemy.  No  matter  what 
the  conditions  under  which  they  must  work  at  the 
front  or  in  the  rear,  they  give  their  utmost  to  the 
people,  and  first  of  all  to  the  gallant  warriors  who 
are  fighting  for  the  honor  and  freedom  of  our 
country. 


VICTORY 
BUY 


YOU  CAN  T GO  WRONG  Treatment  of  such  common  skin 

lesions  as  verrucae,  angiomas,  clavi,  keratoses,  etc.,  is  made  simple  and  sure  with 
the  Specialties  Dry  Ice  Apparatus.  The  CO2  snow,  confined  within  tip  of 
Specialties  Applicator,  is  pressed  against  the  lesion.  It  is  as  simple  as  that! 
Available  at  The  Professional  Equipment  Company,  36  Howe  Street,  New 
Haven,  Connecticut. 


(See  PAGE  2) 
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From  Burr  H.  Curtis,  P.A.  Surg.,  (R) 
USPHS,  Hartford 

United  States  Coast  Guard, 
Manhattan  Beach, 
Brooklyn,  N.  Y., 
February  1 1,  1944. 

Thank  you  for  your  past  letters  and  for  the 
opportunity  to  tell  you  something  about  our  work 
here.  As  you  probably  know  we  have  at  this  base 
training  stations  for  the  U.  S.  Maritime  Service  and 
the  U.  S.  Coast  Guard  with  several  thousand  men 
learning  the  ways  of  the  sea.  When  I came  here 
there  was  a great  need  for  orthopedic  work.  It  has 
been  my  pleasure  and  opportunity  to  organize  the 
Orthopedic  Service  and  see  it  develop. 

We  have  a fine  staff  of  men  here  and  my  com- 
manding officer  is  one  of  the  finest.  I his  helps  tre- 
mendously in  the  task  of  developing  a satisfactory 
orthopedic  program.  This  program  includes,  not 
only  working  out  methods  of  caring  for  the 
patients,  but  also  for  planning  rehabilitation  of  them. 
It  involves  also  an  educational  program  for  our 
physicians  and  pharmacist  mates.  1 here  are  three 
schools  for  pharmacist  mates  here. 

We  are  now  organized  in  such  a way  that  things 
are  functioning  smoothly.  To  accomplish  this  we 
expanded  the  department  so  that  we  have  three 
physicians  working  on  the  Orthopedic  Service  with 
me  and  two  of  these  are  former  Hartford  Hospital 
internes,  Dr.  Walter  L.  Butterfield  and  Dr.  R.  A. 
Ricca.  These  three  men  have  shown  a tremendous 
interest  in  the  subject  and  are  doing  a beautiful 
piece  of  work.  One  man  is  now  ward  surgeon  and 
takes  care  of  the  inpatient  department  which  we 
opened  last  August.  The  other  two  men  each  oper- 
ate an  outpatient  department,  one  at  the  Coast 
Guard  and  one  at  the  Maritime  Base.  We  have  a 
third  outpatient  clinic  which  I conduct  myself;  to 
this  are  referred  patients  seen  in  the  other  ortho- 
pedic clinics  that  seem  to  require  special  attention, 
thus  my  clinic  is  limited  to  a consultation  clinic  and 
I also  take  care  of  our  own  surgical  follow-up  in 
this  clinic.  My  consultation  and  follow-up  clinic  is 
utilized  also  as  a teaching  clinic  with  the  other  men 
on  the  Service  attending  it.  This  has  proven  very 


stimulating  and  has  facilitated  a teaching  program 
for  my  men. 

In  the  way  of  physical  equipment  there  is  very 
little  to  be  desired  and  we  are  set  up  to  do  surgery 
under  the  best  of  conditions.  Under  the  orthopedic 
division  we  have  started  occupational  therapy,  and 
we  have  an  excellent  Physiotherapy  Department. 
Most  of  our  foot  problems  are  cared  for  by  four 
trained  podiatrists  who  work  under  supervision.  We 
have  arranged  for  brace  making,  special  shoe  re- 
pairing and  other  necessary  expansion  of  equipment. 

As  you  know,  the  importance  of  medical  records 
cannot  be  overstressed  and  we  are  rather  proud  of 
the  record  system  that  we  have  set  up  in  the  Ortho- 
pedic Department.  This  requires  considerable  cleri- 
cal help  but  I think  our  records  will  compare 
favorably  with  most  peacetime  institutions. 

You  can  perhaps  get  some  idea  of  the  volume  of 
work  here  by  citing  a few  figures  to  you.  From 
April  1943  until  February  1,  1944  the  orthopedic 
outpatient  department  handled  3,399  new  patients 
and  a total  of  7,645  patient  visits.  The  inpatient 
department  was  started  August  5,  1943  and  since 
then  we  have  had  333  admissions  with  122  opera- 
tive procedures.  iVIy  podiatrists  have  handled  a total 
of  13,089  treatments  and  the  Physiotherapy  Depart- 
ment a total  of  42,285  treatments.  These  figures,  I 
am  sure,  will  speak  for  themselves. 

The  type  of  cases  we  have  here  closely  approxi- 
mate that  of  private  practice  in  this  age  group  plus 
the  type  of  injuries  we  get  in  industrial  and  athletic- 
activities.  We  have  had  some  late  casualties  but 
these  have  been  few. 

I feel  that  I have  been  most  fortunate  in  having 
such  a station  as  this  and  I have  found  the  organiza- 
tion here  nearly  ideal  to  work  with.  Quite  naturally 
I am  happy  with  the  work  under  these  circum- 
stances. With  such  an  active  training  program  we 
are,  1 feel,  contributing  a good  deal  toward  turning 
out  good  fighting  men. 

If  you  or  any  of  our  many  friends  from  Connecti- 
cut get  down  this  way  we  would  be  delighted  to 
show  them  through  the  base  and  have  them  see 
just  what  we  are  doing. 

With  kindest  regards, 

Sincerely  yours, 

Burr  H.  Curtis 
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From  Major  Burdette  J.  Buck,  MC — AUS, 
Hartford 

37th  Field  Hospital, 
Camp  Ellis,  111., 
February  9,  1944. 

I enjoyed  the  December  Journal  very  much  with 
its  news  from  many  in  the  service.  Especially  I 
enjoyed  the  types  of  work  in  the  overseas  hospitals 
as  I am  headed  that  way. 

Entering  the  Army  in  August  1942  1 was  in  vari- 
ous places,  finally  settling  in  the  Station  Hospital, 
Fort  Custer,  Mich.— at  Battle  Creek.  Till  then  we 
had  several  “orientation  courses”  to  put  a military 
twist  onto  our  civilian  medical  training.  Though  not 
pleasant  it  is  quite  useful  and  necessary  to  get  by 
some  means. 

At  Fort  Custer  from  December  1942  to  April 
1943  and  from  July  to  September  1943,  inclusive,  I 
practiced  medicine  intensively.  As  assistant  chief  of 
medicine  I managed  to  see  most  of  the  interesting- 
cases  on  the  service  and  during  the  winter  months 
I was  in  direct  charge  of  the  respiratory  section— at 
one  time  this  section  had  over  500  patients  for  6 
weeks. 

The  things  which  impressed  me  most  in  this  work 
were: 

1.  A large  percentage  of  army  patients  are  only 
slightly  ill  or  convalescing.  This  is  because  a soldier 
is  either  in  the  hospital  or  on  full  duty— “sick  in 
quarters”  is  discouraged.  So  numbers  mean  less  than 
in  civilian  practice  and  one  doctor  can  care  for 
many  more  people  as  they  are  concentrated. 

2.  We  found  that  about  20%  of  our  respiratory 
cases  in  the  hospital  5 days  had  x-ray  findings  of 
atypical  pneumonia.  This  gave  us  a tremendous 
experience  in  clinical  chest  work.  The  white  blood 
counts  tended  to  be  low  early  and  when  it  became 
elevated  later  it  represented  a complication— then 
sulfa  seemed  of  value  but  not  in  the  early  stage. 

3.  We  had  about  45  meningitis  cases  caused  by 
meningococcus  with  two  deaths.  We  saw  cases 
with  only  septicemia,  with  septicemia  and  rash,  and 
typical  meningitis  early  and  late.  I was  impressed 
with  the  rash  as  never  before.  Of  course  the  remark- 
able part  was  the  dramatic  response  to  sodium  sulfa- 
diazine intravenously. 

4.  In  August  I had  the  privilege  of  diagnosing  and 
caring  for  2 cases  of  polio.  We  used  the  Kenny 
Treatment  with  apparently  good  results— one  re- 
covered from  slight  paralysis  and  the  other  improv- 


ing from  a massive  paralysis  of  both  legs.  They  were 
sent  to  a general  hospital  after  four  weeks. 

October  1,  1943  1 was  transferred  to  this  unit  for 
overseas  service— which  we  hope  will  start  soon. 

A Field  Hospital  has  400  beds,  22  officers,  18 
nurses,  and  190  enlisted  men.  It  is  organized  to  be 
able  to  split  into  3 independent  units  of  100  beds 
each.  I am  in  charge  of  one  of  the  three  units  or  if 
we  function  as  a whole  will  be  head  of  the  medical 
service.  At  present  I am  second  in  rank  in  our  unit 
and  oldest  in  years. 


Our  12  medical  officers  (13  with  the  C.O.)  are 
from  Connecticut,  to  Florida,  to  Oregon— mostly 
from  the  midwest.  We  have  an  eye,  ear,  nose  and 
throat  man,  a dermatologist,  a radiologist  and  vary- 
ing degrees  of  medical  and  surgical  skill  including 
6 who  have  had  no  private  practice.  But  I am  satis- 
fied that  we  have  a good  group,  able  to  do  good 
medicine  as  a group. 

An  unusual  and  pleasant  interlude  was  twelve 
weeks  spent  at  the  Mayo  Clinic  taking  a course  in 
internal  medicine.  It  was  beautifully  organized  and 
presented  with  a minimum  of  tedium.  The  entire 
staff  and  clerks  were  very  cordial  and  I spent  con- 
siderable time  over  blood  slides  and  ECG  records. 
My  impression  of  the  Mayo  Clinic  mounted  a great 
deal.  I even  hope  to  get  back  there  after  the  war  for 

another  look.  0.  . 

Sincerely, 

Burdette  Buck 


From  Lieutenant  Commander  William 
A.  Wilson,  Hartford 

February  26,  1944. 

Just  received  your  letter  of  December  29  and  read 
the  letters  a few  week  ago.  As  you  know  we  are 
quite  restricted  as  to  what  we  can  say  as  well  as 
when.  I am  now  in  an  advance  Base  Hospital  of 
quite  some  size  and  am  the  Senior  in  Medicine. 
The  usual  run  of  cases  of  malaria,  tropical  ulcers, 
fatigue  states  with  occasional  lung  fluke  or  unusual 
dysentery.  The  surgical  sick  has  the  casualties  of  all 
type  and  degrees.  Results  are  good  and  facilities  are 
quite  satisfactory  for  the  condition  and  distance 
from  good  old  U.  S.  A. 

Have  had  the  “rugged”  type  of  duty  so  far— but 
see  the  light  of  a change  in  the  next  few  months. 

Haven’t  seen  any  Hartfordites  but  heard  of  Bid- 

good  and  Bingham  out  this  way.  What  has  hap- 

to  Wally’s  letter?  _ , 

J Red  Wilson 
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AMERICAN  BAR  ASSOCIATION  AND  THE  WAGNER-MURRAY-DINGELL  BILL 


A special  committee  appointed  by  the  American 
Bar  Association  at  the  session  of  its  House  of 
Delegates  held  in  August  1943  to  “study,  analyze 
and  investigate  Senate  bill  1161“  has  issued  its  report. 
Extracts  from  the  findings  of  this  committee  on 
parts  of  the  bill  relating  to  federal  control  and 
regulation  of  medical  practice  and  hospitalization 
follow.  The  number  of  people  covered  by  the 
scheme  include  44.9  million  employed  in  industry, 
3.3  million  employed  by  state  and  local  govern- 
ments, 1.4  million  employed  under  Railroad  Retire- 
ment Act,  and  10.8  million  self  employed,  a total 
covered  of  60.4  million.  The  3 million  federal  em- 
ployees are  not  included  since  the  bill  excludes 
services  performed  in  the  employ  of  the  United 
States.  The  reason  for  this  is  that  federal  employees 
(in  Washington)  have  their  own  medical  system, 
which  is  maintained  by  a 5 per  cent  salarv  reduc- 
tion. I'he  committee  finds  that  in  1940  there  were 
about  1.5 1 members  of  the  labor  force  for  each 
household  in  the  United  States,  making  it  almost 
certain  that  practically  every  family  had  at  least  one 
member  included  in  the  labor  force,  either  at  work 
or  seeking  work.  Thus,  if  practically  all  families  are 
covered  by  this  act,  there  would  be  few  or  no 
patients  left  for  physicians  who  prefer  private  prac- 
tice to  becoming  a part  of  the  Socialized  Medicine 
scheme. 

Many  of  Senator  Wagner’s  statements  with  refer- 
ence to  title  IX  of  the  bill  were  found  inaccurate. 
The  American  Bar  Association’s  committee  points 
out  the  followin';  inaccuracies: 

1.  Senator  Wagner  states:  S.  1161  is  unlike  the 
British  proposal,  which  is  the  Beveridge  plan  with 
all  doctors  required  to  be  salaried  officers  of  the 
government. 

The  statement  is  misleading.  Both  plans  look 
toward  a system  of  medicine  supervised,  regulated 


and  controlled  by  government.  Under  S.  1161  all 
doctors  will  be  paid  by  the  government,  for  in  time 
there  will  be  no  private  practice. 

2.  Senator  Wagner  states:  There  is  complete  free- 
dom of  choice  of  doctor  by  patient. 

Th  is  is  incorrect.  If  either  the  patient  or  the  doc- 
tor named  on  the  panel  by  the  Surgeon  General 
declines  to  accept  the  other,  the  patient  is  assigned 
to  some  other  doctor. 

3.  Senator  Wagner  states:  There  is  complete  free- 
dom of  choice  of  hospital  by  patient. 

I his  statement  is  incorrect.  There  is  no  provision 
for  freedom  of  choice  of  hospital.  The  entire  system 
is  under  regulation  by  the  Surgeon  General. 

4.  Senator  Wagner  states:  There  is  freedom  of 
medical  practice  for  the  doctor. 

I his  is  misleading.  \ he  plan  is  so  extensive  that 
in  time  there  will  be  no  private  practice. 

5.  Senator  Wagner  states:  There  is  freedom  of 
types  of  remuneration  for  the  doctor. 

This  is  misleading.  The  doctor  is  forced  on  a 
salary  or  on  a fee  basis  or  on  a combination  of  the 
two,  as  determined  by  the  Surgeon  General,  who 
approves  the  fee  tables. 

6.  Senator  Wagner  states:  There  is  freedom  of 
types  of  remuneration  for  the  hospital. 

This  is  incorrect.  Hospital  rates  are  determined 
by  the  Surgeon  General  with  the  approval  of  the 
Social  Security  Board. 

7.  Senator  Wagner  states:  No  doctor  is  forced 
into  the  insurance  system. 

This  is  misleading.  He  must  go  into  the  insurance 
system  or  be  forced  economically  to  cease  the  prac- 
tice of  medicine. 

8.  Senator  Wagner  states:  No  doctor  is  forced  on 
a salary  basis. 
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This  is  misleading.  The  doctor  is  forced  on  a 
salary,  or  on  a fee  basis,  or  on  a combination  of  the 
two,  as  determined  by  the  Surgeon  General. 

9.  Senator  Wagner  states:  Arrangements  for  ob- 
taining medical,  laboratory  or  hospital  care  would 
be  essentially  as  they  are  now  in  this  country, 
except  as  to  payment  out  of  the  insurance  fund. 

This  is  entirely  incorrect.  I he  whole  medical 
system  is  supervised,  regulated  and  controlled  by 
government. 

10.  Senator  Wagner  states:  Voluntary  hospitals 
are  eligible  to  participate  in  the  plan. 

This  is  misleading.  They  may  participate  if 
selected  by  the  Surgeon  General. 

11.  Senator  Wagner  states:  The  system  would 
promote  the  personal  relations  between  doctor  and 
patient. 

This  is  an  expression  of  opinion.  The  experience 
of  foreign  countries  shows  an  opposite  result. 

12.  Senator  Wagner  states:  The  Canadian  system 
recently  proposed  is  similar  to  S.  1 1 6 1 and  has  the 


support  of  the  Canadian  Medical  Association  and 
the  Canadian  Hospital  Council. 

This  is  incorrect  and  misleading.  The  Canadian 
plan  provides  for  its  adoption  by  the  provinces  (or 
states)  with  a local  full  time  doctor  in  charge. 
Both  the  Canadian  Association  and  the  Canadian 
Council  are  sharply  critical  of  the  plan. 

As  has  been  noted  by  others,  the  indigent  who 
are  most  in  need  of  free  medical  care  are  not  covered 
in  S.  1 1 6 1 . 

The  Bar  Association’s  committee  closes  its  report 
with  this  observation:  “The  Constitution  of  the 
United  States  is  designed  to  protect  the  citizens  of 
this  republic  in  the  exercise  of  the  rights  of  free 
men.  The  provisions  of  that  instrument  can  be  ren- 
dered impotent  when  our  citizens,  for  the  sake  of 
an  apparent  immediate  benefit,  surrender  to  their 
government  such  direct  control  over  their  lives 
that  government,  by  imposing  a constant  fear  on 
them  of  having  those  benefits  withheld  or  with- 
drawn, can  compel  from  them  obedience  and  sub- 
servience to  its  dictates.” 


VERMONT  AND  NEW  HAMPSHIRE  PHYSICIANS  EXPRESS  THEMSELVES  ON 

S.  1161 


Hanover,  New  Hampshire, 
January  25,  1944. 

Hon.  Robert  F.  Wagner 
Hon.  James  E.  Murray 
Hon.  John  I).  Dingell 

Congress  of  the  United  States 
Washington,  I).  C. 

Gentlemen: 

The  proposed  Wagner-Murray-Dingell  Federal 
legislation  calling  for  enlarged  Government  admin- 
istration of  medical  care  was  the  subject  under  dis- 
cussion at  a recent  series  of  three  informal  meetings 
attended  by  the  undersigned  physicians  of  Vermont 
and  New  Hampshire  who  voiced  the  following 
conclusions: 

1.  Aware  of  a public  belief  that  the  present 
methods  and  amount  of  medical  and  hospital  care, 
as  distributed,  are  unsatisfactory,  and  believing  that 
it  is  inevitable  that  some  improvement  must  and 
will  be  attempted,  the  conference  group  recognized 
the  bill  as  a significant  proposal  which  must  be 
reviewed  constructively.  After  careful  and  detailed 
consideration  of  the  bill’s  provisions  and  their  im- 


plications, the  following  consensus  is  recorded: 

(a)  A compulsory  unified  national  social  insurance 
system  as  provided  in  Title  I-A  is  sound  and  reason- 
able and  the  only  practicable  wav  of  securing  the 
immediate  and  essential  degree  of  universality  in 
coverage.  The  sum  needed  to  be  raised,  when  con- 
sidered in  the  abstract,  is  not  necessarily  an  objec- 
tion to  the  plan  provided  the  plan  is  adequate.  To 
give  perspective,  the  amount  of  money  involved 
should  be  examined  on  the  basis  of  the  fact  that  in 
1939  the  national  bill  for  tobacco,  drinks,  candy, 
cosmetics,  and  jewelry  added  up  to  over  three  and  a 
half  billion  dollars. 

(b)  Definitive  exception  was  taken,  however,  to 
Title  IX  “Federal  Medical  Hospitalization  and  Re- 
lated Benefits,”  beginning  with  Section  903,  as  being 
too  complex  and  impossible  of  administration. 
Instead  the  plan  might  well  end  where  the  individ- 
ual, having  been  permitted  to  seek  his  own  medical 
and  hospital  care,  receives  the  cash  benefit  payments 
to  meet  his  obligations,  thus  preserving  the  individ- 
ual responsibility  essential  in  the  sovereign  citizenry 
of  a national  democracy.  The  patient  should  claim 
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his  insurance  on  the  basis  of  a voucher  type  of 
national  standard  doctors  bill. 

2.  If  any  federalization  of  medical  and  hospital 
care  were  to  be  contemplated  as  proposed  by  the 
Wagner-Murray-Dingell  Bill: 

(a)  The  concentration  of  responsibility  in  one 
individual  should  be  avoided  by  the  more  demo- 
cratic provision  of  a five-man  Board  of  Authority 
consisting  of  the  Surgeon  General,  USPHS;  the 
Chairman  of  the  Social  Security  Board;  one  physi- 
cian to  be  chosen  by  the  National  Advisory  Medical 
Council;  one  representative  to  be  chosen  by  the 
American  Hospital  Association;  and  one  layman  to 
be  chosen  by  the  President  of  the  United  States 
from  a panel  of  three  to  be  named  by  the  U.  S. 
Senate. 

(b)  Rather  than  a National  Advisory  Medical 
Council  of  sixteen  members  appointed  by  the  Sur- 
geon General,  he  to  be  the  Chairman,  we  recom- 
mend a council  of  twelve  members  representing 
twelve  geographical  districts  (such  as  the  Federal 
Reserve  Districts).  The  district  representative  shall 
be  chosen  by  the  State  Medical  Societies  of  the  dis- 
trict on  a state  rotation  basis. 

(c)  There  should  be  complete  coverage  of  all 
groups  by  the  plan  including  civil  service,  railway, 
and  similar  special  designations  not  so  far  men- 
tioned. 

(d)  There  should  be  more  positive,  specific,  and 
complete  provision  for  the  indigent. 

(e)  Experience  with  attempts  at  relocation  of 
physicians  has  shown  that  to  get  proper  geographi- 
cal distribution  of  medical  care  there  must  be  proper 
geographical  distribution  of  centers  of  training. 


Grants-in-aid  for  medical  education  and  research 
should,  therefore,  include  provisions  for  the  estab- 
lishment of  a medical  school  in  each  state  or  other 
suitable  unit  of  population. 

(f)  The  preservation  of  the  integrity  of  adminis- 
tration of  any  such  plan  must  depend  ultimately 
upon  the  medical  profession,  and  the  protection 
thereof  best  be  lodged  with  the  profession  at  the 
outset  rather  than  in  elaborate  attempts  to  stand- 
ardize and  qualify. 

We  sign  ourselves  to  this  record  of  our  aggregate 
opinion  with  the  understanding  that  in  substance  it 
approximates  our  individual  opinions  if  due  allow- 
ance is  made  for  the  natural  variations  in  the  word- 
ing of  expressed  thoughts. 

Clarence  H.  Beecher,  m.d. 

Burlington,  Vt. 

John  P.  Bowler,  m.d. 

Hanover,  New  Hampshire 

Chairman  pro  tempore 
Benjamin  P.  Cook,  m.d. 

Rutland,  Vermont 
James  W.  Jameson,  ai.d. 

Concord,  New  Hampshire 
Richard  W.  Robinson,  m.d. 

Laconia,  New  Hampshire 
Deering  G.  Smith,  m.d. 

Nashua,  New  Hampshire 
Charles  H.  Swdft,  M.D. 

Rutland,  Vermont 
Leslie  K.  Sycamore,  m.d. 

Hanover,  Newr  Hampshire 
Rolf  C.  Syvertsen,  m.d. 

Hanover,  Newr  Hampshire 

Clerk  pro  tempore. 


Plans  for  Vocational  Rehabilitation 

Physical  restoration  for  the  handicapped,  so  that 
they  may  as  nearly  as  possible  approximate  normal 
capacity,  was  called  the  basic  need  in  vocational  re- 
habilitation by  Federal  Security  Administrator  Paul 
V.  McNutt  at  the  first  meeting  of  the  Professional 
Advisory  Committee  of  the  Office  of  Vocational 
Rehabilitation  held  in  Washington  Friday,  March  3. 

The  committee,  made  up  of  20  specialists  in  medi- 
cal and  allied  fields,  w7as  appointed  by  Administrator 
McNutt  to  provide  professional  guidance  in  map- 
ping the  new  State  Federal  program  for  medical 
and  surgical  care  under  the  Barden-LaFollette  Act. 


In  opening  the  meeting,  Mr.  McNutt  stressed  the 
Federal  Security  Agency’s  desire  to  aid  the  States 
in  providing  physical  restoration  services  which  will 
conform  to  the  high  professional  standards  recog- 
nized by  the  national  and  State  medical  associations 
and  by  the  hospital  associations. 

“ I o be  able  to  count  on  themselves  as  workers,” 
Mr.  McNutt  continued,  “many  of  the  disabled  need 
more  than  vocational  training,  important  as  that  is. 
They  need  medical  care  to  restore  as  much  physical 
capacity  as  possible.  Doctors  have  long  pointed  out 
that  tackling  the  complex  problem  of  rehabilitation 
at  any  other  point  is  putting  the  cart  before  the 
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horse.  Some  of  the  States,  too,  have  pioneered  in 
providing  for  physical  restoration,  along  with  voca- 
tional training,  for  the  handicapped.  This  service  has 
now  been  recognized  as  an  integral  part  of  our 
national  vocational  rehabilitation  program. 

“We  want  to  give  the  disabled— the  men  and 
women  crippled  in  industry,  or  by  accident  or  ill- 
ness—a chance  to  fulfill  their  rights  and  duties  as 
citizens  and  as  self  supporting  wage  earners.  We 
want  to  do  this  because  it  is  in  line  with  the  Ameri- 
can way  of  looking  out  for  ourselves.  We  want  to 
do  it  now  because  war  industry  needs  every  hand 
that  can  help.” 

An  estimated  million  and  one  half  persons  may  be 
eligible  for  rehabilitation  under  the  program  author- 
ized by  enactment  of  the  Barden-LaFollette  Bill  last 
summer,  according  to  Michael  J.  Shortley,  Director, 
Office  of  Vocational  Rehabilitation. 

Reporting  the  total  active  case  load  as  91,000  for 
the  current  year,  Mr.  Shortley  said:  “The  States 
indicate  they  will  extend  rehabilitation  services  to 
110,000  disabled  persons  during  the  fiscal  year 
1945.”  The  program  is  in  operation  in  all  48  States, 
the  District  of  Columbia,  Hawaii  and  Puerto  Rico. 
“Physical  restoration  rounds  out  vocational  rehabili- 
tation services.  It  gives  us  the  chance,”  he  said,  “to 
do  more  things  for  more  people.” 

The  committe  reviewed  the  basic  plans,  policies 
and  regulations  governing  the  program  in  a discus- 
sion led  by  Mr.  Shortley. 

Plans  for  organization  were  brought  to  the  com- 
mittee by  Dr.  Dean  A.  Clark,  of  tire  U.  S.  Public 
Health  Service,  who  is  Chief  Medical  Officer  for 
the  OVR.  The  committee  is  making  recommenda- 
tions for  the  advice  of  State  Rehabilitation  Agencies 
in  the  following  areas  of  operation:  the  scope  of 
physical  restoration  services-,  professional  standards 
for  physicians,  hospitals  and  other  facilities  pro- 
viding services  under  State  programs;  auxiliary  serv- 
ices in  the  fields  of  medical-social  work,  nursing, 
psychiatric  social  work,  and  physical  therapy;  and 
definition  of  the  policies  and  plans  of  various  groups 
of  disabilities. 

New  Haven  Induction  Board  Physicians 
Given  Awards 

For  the  first  time  in  the  operation  of  Army  Induc- 
tion Boards  a group  of  civilian  physicians  serving 


with  the  New  Haven  Board  have  been  given  the 
Civilian  Award  Ribbon  for  six  months  or  more  of 
service. 

The  awards  were  made  under  War  Department 
Civilian  Personnel  Regulation  104  and  the  ceremony 
took  place  at  the  New  Haven  Medical  Association 
on  the  evening  of  March  15.  The  service  ribbons 
were  presented  on  behalf  of  the  War  Department 
by  Col.  Lewis  S.  McQuade,  MC,  of  Boston,  medical 
liason  officer  of  the  First  Service  Command.  Major 
Charles  Verstandig,  MC,  medical  director  of  the 
New  Haven  Induction  Center,  presided. 

Physicians  who  received  the  awards  were:  Arthur 
B.  Dayton,  Alice  Porter  Ford,  Ralph  W.  Nichols, 
Joseph  I.  Linde,  Charles  P.  Flynn,  Eugene  M.  Blake, 
Eugen  Kahn,  Francis  Schneider,  Margaret  Tyler, 
Helen  Richter,  Stephanie  Roth,  Mary  Benedict, 
Marion  Leonard  Robbins,  Thomas  H.  Russell,  Paul 
W.  Vestal,  William  C.  Duffy. 

John  C.  Mendillo,  William  Mendelsohn,  Maxwell 
Lear,  Thomas  J.  Sullivan,  Henry  Giamarino,  Lucian 
A.  Geraci,  L.  C.  Foster,  Harold  S.  Arnold,  L.  E. 
Celantano,  William  Cohen,  Howard  S.  Colwell, 
William  V.  Coe,  Theodore  S.  Evans,  S.  J.  Goldberg, 
Jr.,  James  A.  Gettings,  Joseph  D.  Russell. 

Barnett  Greenhouse,  Matthew  Griswold,  M.  A. 
Hankin,  M.  M.  Hilman,  Percy  A.  Leddy,  H.  M. 
Marvin,  Frank  Mongillo,  Orville  F.  Rogers. 

Walter  Russell,  Robert  Salinger,  Robert  Scholl, 
Michael  Shea,  Eugene  P.  Sisson,  M.  R.  Smirnow, 
Richard  Goldstein,  Sterling  Taylor,  Wilder  Tile- 
ston,  Otto  Wilner,  Zellv  A.  Bonoff,  Fred  N.  Sperry, 
William  L.  Sheehan,  Frank  L.  Phillips,  Samuel  J. 
Silverberg. 

Bernard  A.  Rogowski,  Clement  S.  Battelli,  Robert 
M.  Lohman,  Louis  S.  Wheatley,  Hugh  M.  Wilson, 
Arthur  Yudkin,  Leonard  C.  Whitney,  Michael  B. 
Vegliante,  William  Ryder,  Herman  C.  Little, 
Genesis  S.  Carelli,  David  Freeman  and  James  F. 
Cobey. 

Procurement  and  Assignment  Service  Office 

After  being  the  “guest”  of  the  State  Medical 
Society  for  two  years  the  Connecticut  Procurement 
and  Assignment  Service  of  the  War  Manpower 
Commission  now  has  its  own  office.  It  is  located  in 
room  3 at  258  Church  Street,  New  Haven,  the 
telephone  is  5-0836. 
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Colonel  Strong  Honored 

Col.  Richard  P.  Strong,  formerly  professor  of 
tropical  medicine  at  Harvard  Medical  School,  was 
recently  presented  by  The  American  Foundation 
for  T ropical  Medicine  with  a palladium  medal  for 
distinguished  service  in  tropical  medicine.  The 
medal  carried  with  it  an  honorarium  of  $500  and 
the  citation  reviewed  Colonel  Strong’s  many  con- 
tributions to  the  growth  of  scientific  knowledge  of 
tropical  diseases,  dating  back  to  1899,  when  he  was 
appointed  president  of  the  first  Board  for  the  In- 
vestigation of  Tropical  Diseases  in  the  Philippine 
Islands.  Colonel  Strong  is  now  director  of  tropical 
medicine  at  the  Army  iMedical  School,  Washing- 
ton, D.  C. 

Juvenile  Delinquency 

Frank  J.  Curran,  m.d.,  in  the  New  York  State 
journal  of  Medicine  poses  the  query,  “What  are  the 
causes  of  juvenile  delinquency?”  This  writer  then 
goes  on  to  answer  his  question  as  follows: 

From  a psychiatric  viewpoint  we  can  say  very 
definitely  that  psychoses  or  insanity  and  mental 
deficiency  are  responsible  for  only  a very  small  per- 
centage of  Children’s  Court  cases.  Only  a small 
portion  of  delinquents  may  be  labeled  as  “incor- 
rigible” or  “habitual  criminal”  type,  technically 
known  as  the  C.P.I.  or  constitutionally  psycho- 
pathic inferior  group.  Instead,  the  majority  of 
delinquent  children  are  delinquent  because  of  their 
emotional  and  environmental  problems.  From  40  to 
70  per  cent  of  delinquents  come  from  “broken 
homes”  where  parents  are  not  living  together  or 
where  one  parent  is  dead  or  is  in  a mental  hospital 
or  prison.  Even  when  both  parents  are  in  the  home, 
there  may  be  serious  parental  maladjustments.  The 
parents  may  dislike  each  other  and  carry  this  resent- 
ment over  in  their  attitude  toward  the  children. 
Thus  the  children  may  feel  unloved  or  unwanted, 
and  react  with  delinquent  behavior.  Children  may 


feel  discriminated  against;  they  may  feel  jealous  of 
their  brothers  and  sisters.  Parents  often  unwisely 
had  a “favorite”  child  and  compared  the  good  traits 
of  this  model  child  with  the  bad  faults  of  the  other 
children  in  the  home.  Children  may  feel  ridiculed 
by  their  parents  or  other  relatives  because  of  their 
difficulties  in  school  or  because  of  physical  handi- 
caps, and  may  resort  to  delinquent  conduct.  On  the 
other  hand,  parents  may  fail  to  understand  and 
appreciate  their  responsibilities  to  chilrden  and  may 
allow  them  to  be  completely  undisciplined  in  the 
school,  home,  and  community.  Poverty,  poor 
housing,  and  insanitary  living  conditions  also  con- 
tribute to  delinquency.  One  of  the  chief  sources  of 
delinquency  is  the  lack  of  supervised  wholesome 
recreational  outlets  for  children  and  adolescents. 

Juvenile  Delinquency  in  Connecticut 

According  to  Arnold  L.  Gesell,  director  of  the 
clinic  of  child  development,  Yale  University,  Con- 
necticut in  recent  months  has  had  a thirty  per  cent 
overall  increase  in  juvenile  delinquency  over  the 
same  period  in  the  previous  year.  Dr.  Gesell  has 
advocated  inducting  those  boys  and  girls  into  civic 
service  on  the  basis  of  long  range  planning  “with 
federal  affirmation,  not  with  federal  funds.” 

In  a recent  editorial  In  the  Journal  of  the  American 
Medical  Association , Dr.  Fishbein  calls  attention  to 
the  magnitude  of  the  problem  of  juvenile  delin- 
quency and  its  increasing  prevalence  under  the 
influence  of  wartime  conditions.  The  problem  calls 
for  careful  scientific  scrutiny  and  analysis.  Preven- 
tion is  the  key  to  the  solution  of  the  problem,  par- 
ticularly directed  toward  those  who  have  mental 
and  physical  defects  which  are  likely  to  produce 
delinquency.  The  editor  of  the  International  Journal 
of  Sex-Economy  believes  that  “the  most  import- 
ant—although  unacknowledged— source  of  what  is 
called  ‘juvenile  delinquency’  ” is  the  problem  of 
adolescent  sex  life. 


THOUSANDS  HAVE  SAID  — ‘ Cleverest  little  device  I’ve 

seen  in  thirty  years  of  practice!”  Thus,  they  refer  to  the  $37.50  “Hyfrecator,” 
for  the  permanent  removal  of  foreign  growths  by  the  proven  electrodesic- 
cation method.  Write  or  phone  for  your  free  twenty-four  page  booklet 
“Symposium  on  Electrodesiccation.”  No  obligation;  but  we  shall  offer  to 
sell  you  one  of  the  “Hyfrecators”,  of  course.  Professional  Equipment  Com- 
pany, 36  Elowe  Street,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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MENTAL  PROBLEMS  IN  INDUSTRY 

G.  E.  Roberge,  m.d.,  Bridgeport 


The  Author.  Assistant  Medical  Director , Remington 
Arms  Co.,  Bridgeport,  Conn. 


■Qroduction  problems,  accidents,  spoilage,  and 
problems  of  morale  may  in  a large  percentage  be 
attributed  to  “borderline”  mental  cases.  These  are 
employes  with  limited  intelligence,  others  with  mild 
nervous  disorders,  the  emotionally  unstable,  and 
others  who  may  properly  be  labeled  “misfits  in 
industry.” 

Among  the  underlying  causes  of  the  increase  in 
mental  disorders  are  the  tremendous  influx  and  shift 
of  population  to  industrial  centers.  Some  people  now 
working  in  factories  would  in  normal  times  never 
have  been  considered  for  employment.  The  neces- 
sity for  immediate  and  immense  expansion  and 
stepped-up  productions  of  war  materials  in  many 
industries  has  not  allowed  an  orderly  picking  and 
choosing  of  employes.  It  is  only  natural,  then,  that 
in  this  mixture  of  personalities  many  persons  not 
entirely  fitted  for  the  steady  grind  of  factory  work 
are  included.  Some  of  these  are  seeking  a job  in  an 
essential  industry  to  escape  military  service.  Others 
are  married  women  worried  about  their  children 
and/or  their  husbands  in  the  Service.  Then  there  are 
the  elderly  people  who,  at  one  time,  thought  they 
had  retired.  Still  others  are  ex-convicts,  lawyers, 
school  teachers,  and  salesmen.  Add  to  this  hysteria, 
excessive  fatigue  in  people  who  have  never  before 
done  anything  more  than  part-time  work,  adjust- 
ment difficulties  among  varied  racial  and  social 
groups,  inadequate  housing  conditions,  fear  of 
sabotage  or  bombardment,  inexperienced  super- 


vision, etc.,  and  you  have  an  excellent  background 
for  the  development  of  latent  psychotic  tendencies 
and  the  precipitation  of  major  mental  disorders 
which,  in  normal  times,  might  not  have  been  mani- 
fest or  at  least  not  to  such  a degree. 

A large  industry  is  in  itself  a city  in  which  one 
finds  all  of  the  common  mental  disorders.  There  is 
one  pernicious  group  of  people  who  persist  in 
maligning  themselves.  They  are  the  ones  who  walk 
into  a doctor’s  office  and  proudly  announce  that 
they  have  had  a nervous  breakdown.  Usually,  upon 
questioning,  one  finds  that  this  “break-down”  con- 
sisted of  a short  period  of  fatigue  following  a period 
of  illness  or  excessive  work. 

People  with  subnormal  intelligence  fit  very  well 
in  dull  monotonous  jobs  requiring  little  responsibil- 
ity. For  this  reason  they  are  more  of  an  asset  than 
a liability  in  industry. 

Manic  depressives  are  troublesome  and  unpredict- 
able. Depressives  are  particularly  prevalent  among 
members  of  supervision  whose  responsibility  and 
hours  of  work  are  excessive  over  a long  period  of 
time.  Much  can  be  done  by  early  recognition  of  this 
condition  by  the  plant  physician.  The  main  symp- 
toms to  be  watched  for  are  early  morning  awaken- 
ing, loss  of  interest  in  work,  inability  to  concentrate 
and  general  slowing  up  of  metabolic  activity. 

Schizophrenics  are  difficult  because  of  their  tend- 
ency to  develop  paranoid  ideas.  T hese  ideas  may 
range  from  those  of  the  mousy  individual  who  feels 
that  he  is  being  discriminated  against  by  his  super- 
visors to  the  person  with  systematized  delusions  of 
persecution.  The  latter  type  is  frequently  driven  to 
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acts  of  violence  and  constitutes  a definite  hazard  in 
industry. 

The  minor  psychoneuroses,  including  nervous 
exhaustion,  anxiety  states,  and  hysteria,  contribute 
heavily  to  absenteeism.  The  victim  of  nervous  ex- 
haustion is  usually  suffering  from  physical  as  well 
as  mental  fatigue,  and  a few  weeks  of  rest  generally 
brings  him  back  to  normal  health.  Working  on 
alternating  shifts  is  one  of  the  main  causative  factors 
of  this  condition.  The  anxiety  state  is  quite  common 
among  junior  executives  and  its  symptom  complex 
of  dryness  of  the  mouth,  palpitation,  epigastric  dis- 
tress, apprehension,  etc.,  is  familiar  to  all  physicians. 
Sometimes  these  conditions  can  be  overcome  by 
helpful  advice  and  temporary  modification  of  work; 
other  times  one  finds  a permanent  change  necessary 
when  it  is  revealed  that  the  employe  is  mentally  or 
emotionally  unsuited  to  the  work. 

In  summing  up  the  role  of  the  industrial  physi- 
cian, there  are  many  ways  in  which  he  can  help 
handle  mental  problems  and  some  of  these  are  listed 
below: 

( 1 ) He  must  try  to  secure  medical  protection  for 
the  mentally  ill. 

(2)  He  must  be' a good  listener.  The  therapeutic 
value  of  allowing  a troubled  person  to  talk  freely 
to  a sympathetic  audience  is  tremendous.  Many  of 
the  minor  symptoms  discussed  might  be  the  begin- 
ning symptoms  of  a mental  disorder.  It  is  important 
to  give  the  patient  a good  insight  into  his  illness  as 
well  as  to  reassure  him. 

(3)  He  should  encourage  supervision  to  discuss 
with  him  problem  cases  and  to  point  out  individual 
instances  of  maladjustment. 

(4)  He  can  secure  the  assistance  of  the  plant  wel- 
fare department  in  attempting  to  solve  family  and 
housing  problems. 

(5)  He  is  in  a position  to  detect  industrial  trouble 
spots  such  as  poor  environmental  factors  causing 
fatigue  and  employe-foreman  grievances  before  they 
grow  to  serious  proportions. 

(6)  He  must  avoid  acquiring  the  reputation  of 
being  a “nut  doctor.”  News  travels  rapidly,  even  in 
a large  plant.  Workers  will  hesitate  to  confide  in  a 


doctor  when  the  admission  of  an  interview  with 
that  doctor  is  the  same  thing  as  an  admission  that  he 
is  suffering  from  a mental  disorder. 

Toxicological  Problems  In  Industry 

Members  of  the  State  Society  who  are  interested 
in  toxicological  problems  in  industry  are  invited  to 
attend  a special  course  in  that  subject  which  is  to 
be  given  to  the  third  and  fourth  year  students 
attending  the  Yale  University  School  of  Medicine. 
The  seminars  will  be  held  from  4:00  p.  m.  to  5:30 
p.  m.  on  Tuesday  afternoons  at  333  Cedar  Street, 
New  Haven,  according  to  the  following  schedule: 
April  4,  1 944— Properties  and  Hazards  of  Radio- 
active Compounds  in  Industry 

Dr.  Frank  E.  Hoecker,  Senior  Physicist , U.  S. 
Public  Health  Service 
April  11,  1944— The  Pneumoconioses 

Dr.  Leroy  U.  Gardner,  Director , Saranac 
Laboratories  for  the  Study  of  Tuberculosis , 
Edward  L.  Trudeau  Foundation 1 
April  18,  1944— Aluminum  Therapy  in  Silicosis 

Dr.  Dudley  Irwin,  Medical  Director,  Alumi- 
num Company  of  America 
April  23,  1944— Toxic  Effects  of  Certain  Metals 
Dr.  I ^awrence  T.  Fairhall,  Principal  Industrial 
Toxicologist , Division  of  Industrial  Hygiene, 
U.  S.  Public  Health  Service 
May  2,  1944— Eye  Problems  in  Industry— Toxi- 
cology and  Screening 

Dr.  Joseph  Lo-Presti,  Assistant  Surgeon  (R) 
U.  S.  Public  Health  Service,  and  Associate 
Ophthalmologist,  National  Society  for  the 
Prevention  of  Blindness 

May  9,  1944— Organic  Nitro  and  Amino  Com- 
pounds in  Industry 

Dr.  George  H.  Gehrmann,  Medical  Director, 
DuPont  de  Nemours,  Wilmington,  Delaware 
May  1 6,  1944— Summary— The  Plant  Survey  and 
Study  in  the  Evaluation  of  Industrial  Health 
Hazards 

Mr.  Allan  L.  Coleman,  Chief  Industrial  Hy- 
gienist, Connecticut  State  Department  of 
Health,  Bureau  of  Industrial  Hygiene 
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THE  PSYCHOLOGICAL  EFFECT  on  the  fastidious  pa- 
tient is  far  reaching,  if  you  use  our  Vanco  Sanitary  Sheet  Apparatus.  Seeing 
you  provide  a new,  clean,  snow  white  sheet  for  the  examining  table  establishes 
confidence  and  places  the  patient  at  ease.  A clean  sheet  for  every  patient  at 
less  than  1 cent  each!  Made  for  wooden  or  metal  tables,  and  available  on  trial 
without  obligation.  Call  a Professional  Equipment  Company  representative, 
7-2138,  New  Haven,  Connecticut. 


(See  PAGE  2) 
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OBITUARY 

Yandell  Henderson 
1873  - 1944 

The  February  issue  of  this  Journal  recorded  the 
death  of  Dr.  Russell  Chittenden;  the  present  issue 
records  the  death  of  one  of  the  most  famous  of  his 
students-Dr,  Yandell  Henderson.  Dr.  Chittenden 
and  Dr.  Henderson  both  received  the  degree  of 
m.d.  honoris  causa  from  the  Connecticut  State  Medi- 
cal Society.  As  Dr.  Chittenden  was  in  this  country 
the  pioneer  in  physiological  chemistry  so  Dr.  Hen- 
derson was  the  pioneer  in  respiratory  physiology.  It 
was  he  who,  in  the  first  decade  of  this  century,  in- 
troduced and  supported  here  the  basic,  and  now 
universally  accepted,  concept  of  a chemical  control 
of  breathing.  His  interest  in  this  held  led  to  a close 
and  long  association  with  Professor  J.  S.  Haldane 
whom,  in  1911,  he  invited  to  this  country  to  join 
him  in  the  famous  Pike’s  Peak  Expedition  from 
which  came  much  of  the  knowledge  which  is 
fundamental  to  the  physiology  of  aviation. 

To  Dr.  Henderson,  research  was  never  complete 
until  the  results  had  been  carried  to  practical  appli- 
cation. Mine  rescue,  the  prevention  of  industrial 
poisoning,  the  development  of  the  modern  gas 
mask,  inhalational  therapy,  anesthesia,  the  ventilation 
of  vehicular  tunnels,  decompression  in  diving  and 
caisson  work,  resuscitation  from  drowning,  gas 
poisoning  and  electric  shock,  are  illustrative  of  the 
field  in  which  he  carried  out  his  pioneer  studies. 
Many  physicians  of  Connecticut  will  remember  him 
personally  as  a practical  and  forceful  teacher  of 
phvsiology  in  the  Yale  Medical  School  from  1900 
to  1920. 

Dr.  Plenderson  was  born  in  Louisville,  Ky.,  in 
April,  1873.  His  maternal  grandfather,  Lundsford 
Pitt  Yandell,  was  Dean  of  the  Medical  School  at 
Transylvania  University,  and  his  uncle,  David 
Wendell  Yandell,  a distinguished  surgeon.  Dr. 
Henderson  was  graduated  from  Yale  University  in 
1895.  During  the  next  four  years  he  studied  physio- 
logical chemistry  at  Yale  under  Dr.  Chittenden, 
receiving  the  degree  of  ph.d.  in  1898.  After  further 
study  under  Professor  Albrecht  Kassel  at  the  Uni- 
versity of  Marburg  and  Professor  Carl  Voit  at 
Munich,  he  returned  to  Yale  in  1900  as  instructor 
in  Physiology  at  the  Medical  School.  He  became 


Professor  of  Physiology  in  1911.  In  1920,  he  was 
made  Professor  of  Applied  Physiology  and  took  as 
his  laboratory,  the  building  at  4 Hillhouse  Avenue 
where,  a quarter  of  a century  earlier,  he  had  worked 
with  Dr.  Chittenden.  In  1938,  he  became  Professor 
of  Physiology,  Emeritus. 

As  the  leader  in  this  country  in  respiratory 
physiology  and  resuscitation,  he  was  appointed,  in 
191 1,  to  direct  the  investigations  of  the  U.  S.  Bureau 
of  Mines  for  the  protection  of  miners  from  mine 
gases.  At  the  time  of  the  first  World  War  he  was 
appointed  Chief  of  the  Medical  Section  of  the  U.  S. 
War  Gas  Investigations,  a division  of  the  Bureau 
of  Mines  which  developed  into  the  research  division 
of  the  Chemical  Warfare  Service  of  the  Army.  He 
was  also  appointed  Chairman  of  the  Medical  Board, 
Aviation  Section  of  the  U.  S.  Army  and  in  this 
capacity  organized  the  laboratories  for  studying  the 
physiology  of  aviation  and  developed  the  medical 
tests  for  aviators. 

Dr.  Henderson  served  as  Chairman  of  the  Section 
of  Physiology  and  Pathology  of  the  American 
Adedical  Association;  he  was  a member  of  the  New 
Haven  County  and  the  Connecticut  State  Medical 
Societies,  the  National  Academy  of  Sciences,  and  of 
numerous  other  scientific  societies.  He  was  the  re- 
cipient of  many  honors,  and  repeatedly  so  from  the 
National  Society  of  Anesthetists. 

In  the  last  three  years  of  his  life  Dr.  Henderson 
suffered  from  ill  health  which  impaired  his  usual 
enormous  capacity  for  work  but  which  did  not 
affect  his  wide  scientific  interests  or  the  vigorous 
expression  of  his  views.  His  last  publication,  only  a 
few  months  before  his  death,  was  a forceful  attack 
on  the  use  of  mechanical  resuscitators  to  replace 
artificial  respiration.  In  a period  of  temporarily 
improved  health  early  in  this  year  he  went  to  La- 
Jolla,  California.  He  died  there  on  February  19. 

Howard  W.  Haggard 


THE  DOCTOR’S  OFFICE 

Rose  H.  Klein,  m.d.,  announces  the  opening  of  an 
office  at  410  Asylum  Street,  Hartford,  practice 
limited  to  allergic  problems. 

George  Courtenay  Glass,  m.d.,  announces  the 
removal  of  his  office  after  March  17,  1944  to  576 
Farmington  Avenue,  Hartford.  Practice  limited  to 
infants  and  children. 
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POSTGRADUATE  COURSES  BY  THE  AMERICAN 
COLLEGE  OF  PHYSICIANS 

The  American  College  of  Physicians  has  arranged  three 
postgraduate  courses  for  the  spring  of  1944.  Course  No.  1— 
General  Medicine— will  be  given  April  10-15  aI:  University 
of  Michigan  Medical  School  and  University  Hospital,  Ann 
Arbor.  Course  No.  2— Clinical  Medicine— will  be  given  April 
17-22  at  Ohio  State  University  College  of  Medicine,  Colum- 
bus. Course  No.  3-Internal  Medicine-will  be  given  April 
24-29  at  the  Massachusetts  General  Hospital,  Boston.  Regis- 
tration will  be  between  40  and  65,  fee  $20. 

Each  day  has  been  assigned  to  a particular  field,  and  a 
chairman  has  been  designated  to  conduct  the  exercises  on 
that  day.  Several  guests  as  well  as  many  members  of  the 
staff  will  take  part  each  day,  sometimes  presenting  clinics 
with  patients  and  sometimes  illustrated  talks  or  demonstra- 
tions. Each  chairman  will  arrange  his  own  program,  copies 
of  which  will  be  available  before  the  opening  of  the  course. 

The  class  will  meet  daily,  8:00  to  12:30  and  2:00  to  5:00, 
except  Saturday  when  the  morning  session  only  will  be  held. 
Some  special  evening  items  may  be  arranged  and  announced 
later. 

Outline  of  Course  No.  3 

Monday,  April  24 

Thyroid  and  Its  Diseases 
James  H.  Means,  Chairman 

Tuesday,  April  25 

Adrenals  and  Gonads 

Fuller  Albright,  Chairman 
Wednesday,  April  26 
Stones  and  Bones 

Fuller  Albright,  Chairman 

Thursday,  April  27 
Cardiology 

Paul  D.  White,  Chairman 
Friday,  April  28 

Liver  and  Gastro-intestinal  Tract 
Chester  M.  Jones,  Chairman 
Saturday,  April  29  (Morning  only) 

Arthritis 

Marian  W.  Ropes,  Chairman 


SECOND  "WAR  CONFERENCE”  ON 
INDUSTRIAL  MEDICINE,  HYGIENE 
AND  NURSING 
St.  Louis,  May  8-14,  1944 

The  Second  “War  Conference”  of  industrial  physicians, 
industrial  hygienists  and  industrial  nurses  will  be  held  in  St. 
Louis,  Missouri,  May  8-14,  1944,  at  the  Hotel  Jefferson.  The 
participating  organizations  are  (1)  American  Association  of 


Industrial  Physicians  and  Surgeons,  (2)  American  Industrial 
Hygiene  Association,  (3)  National  Conference  of  Govern- 
mental Industrial  Hygienists,  and  (4)  American  Association 
of  Industrial  Nurses;  and  theirs  will  be  a week  long  program 
of  joint  and  separate  meetings. 

The  medical  subjects  to  be  presented  include  welding,  in 
relation  to  clinical  aspects  and  control  of  hazards;  noise,  as 
to  medical  phases  and  means  of  prevention;  better  health  in 
small  plants;  the  industrial  physician’s  opportunity  to  advance 
medical  knowledge;  maladjustment  and  job  environment; 
women  in  industry;  and  panel  discussions  on  “Who  Can 
Work?”  and  other  timely  questions.  Two  clinics,  one  surgi- 
cal at  Barnes  Hospital,  and  the  other  medical,  at  Desloge 
Hospital,  will  be  featured  among  the  morning  sessions. 

The  industrial  hygienists  will  examine  the  health  hazards 
presented  by  the  new  synthetic  rubber  industry;  radium; 
solvents;  the  toxicology  of  TNT;  the  possibilities  of  an 
excessive  silica  dust  hazard  from  the  extensive  quartz  crystal 
industry  which  has  recently  spring  up  in  many  areas  of  the 
country;  techniques  of  air  sampling  in  specific  reference  to 
the  collection  of  cutting  oil  mists  and  of  lead  fumes,  the 
latter  encountered  in  soldering  operations  where  the  hazard 
is  increasing  with  lack  of  adequate  tin;  and  hazards  of  ex- 
posure to  cadmium,  which  is  known  to  be  more  poisonous 
than  lead,  and  has  begun  to  cause  a number  of  cases  of 
poisoning. 

The  industrial  nurses  will  consider  postwar  planning  for 
nurses  and  medical  services  in  industry;  nursing  ethics  in 
industrial  work;  problems  in  industrial  health  and  its  pro- 
motion; the  young  nurse  in  the  industrial  environment;  the 
industrial  nurse’s  part  in  the  rehabilitation  of  psychiatric 
problems;  wartime  industrial  health;  and  industrial  nursing 
and  leadership. 

1 his  “War  Conference”  will  present  an  unequalled  oppor- 
tunity for  everyone  interested  to  any  degree  in  industrial 
health  problems— especially  those  of  present  wartime  exigen- 
cies—to  hear  them  discussed  by  the  recognized  experts  in  all 
departments  of  this  important  and  growing  field. 

The  Hotel  Jefferson  offers  accommodations,  but  reserva- 
tions are  coming  in  very  fast,  and  so,  to  be  sure  of  your  own, 
write  to  John  Reinhardt,  Chairman  “War  Conference” 
Housing  Bureau,  Syndicate  Trust  Bldg.,  St.  Louis,  Missouri, 
without  delay. 


COLOR  FILMS 

The  motion  picture  in  color,  “Continuous  Caudal  Anal- 
gesia in  Obstetrics,”  which  was  made  available  by  Eli  Lilly 
and  Company,  Indianapolis,  for  showing  before  medical 
societies  and  hospital  staffs,  has  been  in  continuous  demand 
since  release  several  months  ago.  It  was  made  at  the  U.  S. 
Marine  Hospital,  Staten  Island,  by  authorization  of  the 
Surgeon  General,  U.  S.  Public  Health  Service,  and  the 
demonstrations  were  carried  out  by  Drs.  Hingson  and  Ed- 
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wards,  originators  of  the  technic. 

The  three  films  that  were  made  at  the  Nutrition  Clinic 
of  the  University  of  Cincinnati  in  the  Hillman  Hospital, 
Birmingham,  Alabama,  under  the  joint  auspices  of  the  De- 
partment of  Internal  Adedicine  at  the  University  of  Cin- 
cinnati and  the  University  Hospitals  of  Cleveland  have  like- 
wise been  in  constant  circulation.  One  of  these  deals  with 
thiamin  chloride  deficiency,  one  with  nicotinic  acid  defici- 
ency, and  the  third  with  ariboflavinosis. 

None  of  the  films  contain  advertising.  They  are  available 
to  physicians  for  showing  before  medical  societies  and  hos- 
pital staffs. 


HOW  TO  LIVE  LONGER 

Most  civilian  physicians  are  working  too  hard  for  comfort, 
in  many  instances  literally  “rushed  to  death.”  After  all,  the 
average  age  of  doctors  on  the  home  front  must  be  well  up 
in  the  fifties. 

They  would  be  serving  their  country  and  their  families 
better— and  longer— by  taking  a little  time  out  to  follow  an 
artistic  hobby  such  as  sketching,  photographing,  water 
coloring,  painting,  even  whittling. 

Art  may  be  easier  to  take  than  exercise,  yet  affords  you 
respite  from  strain  and  worry,  at  the  same  time  offering 
limitless  opportunities  for  self-expression  and  the  joy  of 
achievement! 

Now  is  a good  time  to  get  ready  to  exhibit  your  artistic 
handicraft  at  the  annual  exhibition  of  the  American  Physi- 
cians’ Art  Association  which  will  be  held  with  the  A.Ad.A. 
Session,  June  12-16,  1944  in  the  gallery  of  the  beautiful  Grand 
Ballroom,  Stevens  Hotel,  Chicago. 

You  can  get  full  particulars  by  writing  to  the  Secretary, 
Dr.  F.  H.  Redewill,  Flood  Bldg.,  San  Francisco,  Calif. 

Regardless  of  how  long  you’ve  “dabbled  in  art,”  you  can 
win  a prize— and  lighten  the  war’s  burden  on  your  heart  and 
arteries. 


Prescription  Formulae  of  Current  Interest 

(from  Professional  News  and  Views  published  by  The 
Connecticut  Association  for  the  Advancement  of  Profes- 
sional Pharmacy) 

COUGH  AdIXTURE  FOR  CHILDREN 


FORMULA: 

Ammonium  Chloride  1.5 

Syrup  of  Ipecac  2.5 

Compound  Adixture  of  Opium  and 

Glycyrrhiza  30.0 

Syrup  of  Tolu  30.0  » 

Distilled  Water,  q.s.  ad  120.0 


Sig:  One  teaspoonful  every  four  hours. 

Approximate  price  to  patient:  75  cents  for  120.0  c.c. 
Reference:  Formulary  of  the  Hospital  of  Saint  Raphael, 
“Cough  Adixture  ‘B’  for  Children,”  Respiratory  Section, 
page  4. 
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OUR  NEIGHBORS 

Maine 

Homer  E.  Lawrence,  m.d.,  school  physician  at 
Gould  Academy,  Bethel,  Maine,  reports  in  the 
Journal  of  the  Maine  Medical  Association  the  result 
of  a nutritional  survey  made  on  a group  of  rural 
Maine  students,  all  apparently  healthy.  He  comes 
to  the  conclusion  that,  while  the  degree  of  the  in- 
cidence of  inadequate  diets  is  less  than  in  some  other 
parts  of  the  country,  and  while  it  does  not  ordinarily 
become  severe  enough  to  produce  anatomic  changes, 
it  is  common  enough  to  be  important  clinically  as  a 
possible  source  of  symptoms.  He  found  the  most 
important  deficiencies  to  be  those  of  calcium,  vita- 
min C,  and  riboflavin. 

New  Jersey 

The  Journal  of  the  Medical  Society  of  Near  Jer- 
sey reports  an  increase  in  the  prevalence  of  epidemic 
diarrhea  of  the  newborn,  having  made  its  appear- 
ance in  the  obstetrical  departments  of  several  hos- 
pitals in  that  state.  This  disease  became  reportable 
in  New  Jersey  in  January  1943. 

Medical-Surgical  Plan  of  New  Jersey,  a voluntary 
medical  service  plan  operated  by  the  Medical 
Society  of  New  Jersey,  completed  its  first  18  months 
on  December  31,  1943.  Operating  expenses  have 
amounted  to  27.4%  and  a reserve  of  $12,400  has 
been  set  up.  The  enrollment  at  the  end  of  these  18 
months  was  16,015. 

New  York 

The  Medical  Society  of  the  County  of  New 
York  is  opposed  to  the  inclusion  of  any  form  of 
medical  practice,  including  pathology,  radiology, 
anesthesiology  and  physical  therapy.  This  policy  is 
in  harmony  and  agreement  with  the  published  prin- 
ciples of  the  Medical  Society  of  the  State  of  New 
York. 

Rhode  Island 

The  Governor  of  Rhode  Island  has  appointed  a 
35  member  State  Voluntary  Council  on  Health,  as 
the  Rhode  Island  Medical  Journal  characterizes  it, 
“a  significant  forward  step  in  community  planning 
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of  health  problems.”  The  public  press  apparently 
expects  this  new  group  to  study  the  question  of 
compulsory  hospital  insurance  and  related  subjects, 
whereas  the  physicians  of  Rhode  Island  believe  it 
will  be  concerned  with  a survey  of  the  medical  and 
health  facilities  and  needs  of  the  people  of  the  State 
for  the  purpose  of  recommending  the  coordination 
of  present  programs  with  any  new  plans  whereby 
the  medical  and  hospital  needs  of  every  citizen  may 
be  met. 


NEWS 

from  County  Associations 

Annual  County  Association  Meetings 

FAIRFIELD 

Tuesday,  April  1 1,  4:00  p.  m. 

Stratfield  Hotel,  Bridgeport 
Speaker:  Charles  Gordon  Heyd,  New  York 
Subject:  Recent  Technical  Procedure  in  Cancer 
of  the  Colon  and  Rectum 

HARTFORD 

Tuesday,  April  4,  3:30  p.  m. 

Hunt  Memorial  Building,  Hartford 
Speakers:  Arthur  W.  Allen,  Harvard  Medical 
School 

Subject:  Importance  of  Ligation  of  Femoral  Veins 
in  Prevention  of  Pulmonary  Emboli 
Lieut,  (s.g.)  Charles  T.  Bingham,  USNR,  is  ex- 
pected to  be  present  to  relate  some  of  his  expe- 
riences in  the  Southwest  Pacific 

LITCHFIELD 

Tuesday,  April  24 

Place  and  speaker  to  be  announced 

MIDDLESEX 

Thursday,  April  13,  4:  30  p.  m. 


Edgewood  Country  Club,  Cromwell 
Speaker:  Nicholas  A.  Tierney,  Yale  University 
School  of  Medicine 
Subject:  Penicillin 

NEW  HAVEN 

1 hursday,  April  27,  4:  30  p.  m. 

New  Haven  Country  Club 
Speaker:  Louis  H.  Nahum 

Subject:  Recent  Advances  in  the  Treatment  of 
Heart  Disease 

NEW  LONDON 

Thursday,  April  6,  4:00  p.  m. 

Seaside  Sanatorium,  Waterford 

Speaker:  Russell  Sullivan,  Tufts  Medical  School 

Subject:  Backache 

TOLLAND 

Tuesday,  April  18 

Place  and  speaker  to  be  announced 

WINDHAM 

1 hursday,  April  20,  12:30  p.  m. 

Nathan  Hale  Hotel,  Willimantic 
Speaker  to  be  announced 

Fairfield 

I he  regular  monthly  meeting  of  The  Bridgeport 
Medical  Society  was  held  at  the  University  Club  on 
1 uesday,  March  7,  at  8:30  p.  m.  The  guest  speaker 
was  Edwin  H.  Place,  physician-in-chief  for  con- 
tagious diseases,  Boston  City  Hospital.  His  subject 
was  “Present  Management  of  the  Contagious 
Diseases.” 

Hartford 

Paul  S.  Phelps,  director  of  the  Department  of 
Tuberculosis  Control,  State  Tuberculosis  Commis- 
sion, is  the  author  of  an  illustrated  article  in  C011- 


DO  YOU  WANT  A FREE  HAND  ?— You’re  busy.  You 

know  it  and  we  know  it.  More  patients  but  no  more  time  to  take  care  of 
them.  So  how  about  some  help?  A Seamless  Adhesive  Cut-Rak  will  save  you 
steps,  time,  adhesive  plaster,  and  money,  ultimately  resulting  in  more  and  better 
work  with  less  effort.  Let  us  send  you  one.  Price  $7.50.  It’s  equal  to  an 
extra  hand.  The  Professional  Equipment  Company,  36  Howe  Street,  New 
Haven,  Connecticut. 


(See  PAGE  2) 
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Exclusive  Hartford  Distributors  for 

OFFICIAL  ARMY  AND 
NAVY  UNIFORMS 

Our  Officers’  Corner  is  keyed  to  the  desire 
of  men  in  the  service  at  prices  established 
by  tlie  Army  and  Navy. 

Exclusive  distributors  for  Navy  uniforms- — 
permit  No.  121.  Army  uniforms  No.  151. 


Dentocain  Teething  Lotion 

A safe,  effective,  inexpensive  medica- 
tion for  topical  application  for 
teething  children 

NON-NARCOTIC 
NON-HABIT  FORMING 

Contains  Benzocaine  in  a special  Base 

AVAILABLE  AT  ALL  WHOLESALERS 


Dentocain  Company 

410  Garden  Street  Hartford,  Conn. 
Phone  2-7062 


necticut  Industry , February  1944,  entitled  “Chest 
X-ray  Surveys  In  Industry.” 

John  J.  Freeman  of  Newington  has  been  ap- 
pointed Acting  Flealth  Officer  of  the  Town  of 
Newington  by  the  board  of  selectmen. 

New  Haven 

The  Journal  of  the  American  Medical  Association , 
January  29,  1944,  contains  an  article  entitled  “The 
Obliquely  Ovate  or  Naegele  Pelvis”  bv  Herbert 
T homs,  Literary  Editor  of  The  Connecticut 
State  Medical  Journal. 

Herbert  C.  Miller  of  New  Haven  is  also  repre- 
sented in  the  same  issue  as  the  joint  author  of  a paper 
entitled  “Fetal  and  Neonatal  Mortality  in  Preg- 
nancies Complicated  bv  Diabetes  iMellitus.” 

Harold  S.  Burr  of  New  Haven  is  the  author  of  an 
article  in  the  January  issue  of  the  Yale  Journal  of 
Biology  and  Medicine  entitled  “Moon  Madness.” 
Dr.  Burr  is  a member  of  the  Editorial  Board  of  The 
Connecticut  State  Medical  Journal. 

New  London 

Mary  McMenamy  of  the  faculty  of  the  Univer- 
sity of  Wyoming,  where  she  has  helped  develop 
the  student  health  program,  has  been  appointed  to 
succeed  Dorothea  H.  Scoville  as  resident  physician 
at  Connecticut  College.  Dr.  Scoville  resigned  recent- 
ly to  accept  a commission  as  surgeon  in  the  United 
States  Public  Health  Service.  Dr.  McMenamy  is  a 
graduate  of  Bellevue  Medical  College  and  was  in 
private  practice  in  Brooklvn,  N.  Y.,  from  1926  until 
1942. 

Lt.  (s.g.)  T.  B.  Hartmann  of  New  London  is  now 
assigned  to  the  new  Carrier  “Hornet.” 

Lt.  E.  R.  Comstock  of  New  London  is  now  some- 
where in  England  awaiting  the  long  expected 
Second  Front  in  Europe. 

Comm.  S.  Baron  of  New  London  is  now  in  New 
Caledonia. 

Lt.  J.  Moran  of  New  London  is  at  Columbia 
University,  New  York  City. 

Capt.  J.  Woodward  is  now  at  the  Portsmouth 
Naval  Hospital,  Norfolk,  Va. 

Lt.  Comm.  John  B.  Raymer  of  Norwich  is  await- 
ing duty  on  a transport,  destination  unknown. 

Comm.  Patrick  F.  Mahoney  of  Boston,  formerly 
a resident  of  Norwich,  is  now  at  the  Chelsea  Hos- 
pital, Chelsea,  Adass.  Comm.  Adahoney  has  just  re- 
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turned  from  Scotland;  he  has  also  seen  considerable 
service  in  the  Mediterranean  and  Southern  Italy. 
He  speaks  highly  of  the  medical  care  given  the 
men;  the  best  of  everything  possible  is  rendered  and 
afforded  all  in  the  Armed  Forces  with  the  result 
that  casualties  make  rapid  recovery. 

It  would  be  nice  if  the  men  in  New  London 
County  would  drop  any  of  the  above  named  a letter 
or  even  a card;  correspondence  is  always  welcomed. 


News  from  Yale  University 
School  of  Medicine 

William  J.  German,  associate  professor  of  sur- 
gery, has  accepted  a commission  with  the  Navy. 

A liberty  ship  has  been  named  in  honor  of  the 
late  Dr.  Harvey  Cushing,  Sterling  Professor  of 
Neurology,  Emeritus.  An  U.  S.  Army  Hospital  at 
Framingham,  iVIass.,  is  also  to  be  named  in  honor  of 
Dr.  Cushing  and  will  be  known  as  the  Cushing  Gen- 
eral Hospital. 

Announcement  of  the  formation  of  a Reserve 
Hospital  Unit  affiliated  with  Yale  School  of  Medi- 
cine to  assist  in  any  wartime  emergencies  requiring 
medical  service  has  been  made  by  Dr.  Paul  W. 
Vestal,  unit  director,  as  part  of  a program  instituted 
by  the  U.  S.  Public  Health  Service  nad  the  Office 
of  Civilian  Defense.  The  primary  function  of  the 
Yale  unit,  one  of  seven  in  the  state,  is  to  be  on  call 
to  meet  any  emergency  needs  arising  from  the  con- 
ditions of  war.  This  will  include  epidemics,  local 
disasters  such  as  explosions,  and  the  treatment  of 
injured  servicemen  in  emergency  cases.  Within  a 
few  weeks  the  entire  personnel  will  go  to 
Devens  for  a brief  orientation  course  into  army 
methods  and  measures  so  that  the  unit  may  be  better 
equipped  to  anticipate  and  meet  the  emergencies 
peculiar  to  this  war. 

The  personnel  of  the  Yale  Unit  is  as  follows: 
Lieut.  Col.  Paul  W.  Vestal,  unit  director;  Maj.  Ber- 
nard Brody,  Maj.  Clyde  L.  Deming,  Maj.  James  A. 
Gettings,  Maj.  Carl  E.  Johnson,  Maj.  Paul  B.  Mac- 
Cready,  Maj.  Ralph  W.  Nichols,  Lieut.  Col.  Allan 
K.  Poole,  Maj.  Howard  S.  Colwell,  Maj.  Samuel  J. 
Goldberg,  Sr.,  Maj.  Harold  M.  Marvin,  Maj.  Louis 
F.  Wheatley  and  Maj.  Morton  J.  Loeb. 


The  Ship  is  different 
today... 


N 


English  Steam  Packet  of  the  early  19th  century 


BUT  this  Passenger 
is  still  the  same ! 


Still  as  distinctively 
mellow  and  smooth  as 
the  day  it  first  came  over 
from  Scotland  . . . that’s 
Johnnie  Walker. 

Due  to  British  War  Restric- 
tions. gold  foil  has  been 
eliminated  and  other  slight 
changes  have  been  made  on 
the  outside  of  the  familiar 
Johnnie  Walker  bottle— but 
inside  good  old  Johnnie 
Walker  whisky  remains  un- 
changed. 


Johnnie 
\Yalker 

BLENDED  SCOTCH  WHISKY 


R£0  LABEL 
8 YEARS  OLD 


BLACK  LABEL 
12  YEARS  OLD 


Both  86.8  Proof 

Canada  Dry  Ginger  Ale,  Inc.,  New  York,  N.  Y. 
Sole  Importer 
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WHO  SAYS  YOU  CAN’T 
GET  A GOOD 

DRY  MARTINI? 

Who  says  good  Martinis  are  only  a 
memory?  They’re  still  \svtz— marvel- 
ous Martinis— made  as  always  with 
scarce  and  precious  Milshire  Gin,  and 
the  world’s  finest  Dry  Vermouth.  You 
can  get  them  from  your  local  liquor 
store,  ready  mixed,  handily  bottled, 
read  to  ice  and  serve. 

SIX  KINDS 

Manhattan  (65  proof) 

Side  Car  ( 60  proof) 

Old  Fashioned  (So  proof) 

Dry  Martini  (yi  proof) 

Adartini,  medium  (60  proof) 
Daiquiri  (70  proof ) 

HEUBLEIN’S  Club 

COCKTAILS 

Milshire  Distilled  Dry  Gin  is  90.  Proof  distilled  from  100% 
grain  neutral  spirits.  G.  F.  Heublein  & Bro.,  Hartford  1,  Conn. 


ACCIDENT.  HOSPITAL,  SICKNESS 

INSURANCE 


For  Ethical  Practitioners  Exclusively 

[59.000  Policies  in  Force] 


For 

$5,000.00  accidental  death  $32.00 

$25.00  weekly  indemnity,  accident  and  sickness  per  year 

For 

$10,000.00  accidental  death  $64.00 

550.00  weekly,  indemnity,  accident  and  sickness  per  year 

For 

$15,000.00  accidental  death  $96.00 

575.00  weekly  indemnity,  accident  and  sickness  per  year 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS.  WIVES 
AND  CHILDREN 

42  Years  Under  the  Same  Management 

$2,600,000.00  INVESTED  ASSETS 

$12,000,000.00  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

86c  out  of  each  $1.00  gross  income  used  for 
members’  benefit 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 


400  First  National  Bank  Bldg.  Omaha  2,  Nebr. 


NEW  BOOKS  IN  REVIEW 

PATHOLOGY  AND  THERAPY  OF  RHEUMATIC 
FEVER.  By  Leopold  Litchwitz,  m.d.,  Lately  Chief  of 
the  Adedical  Division  of  the  Montefiore  Hospital,  and 
Clinical  Professor  of  Medicine,  Columbia  University,  New 
York  City.  Foreword  by  William  J.  Maloney,  m.d.,  ll.d., 
f.r.s.  (Edin.),  Consulting  Neurologist  to  the  City  Hos- 
pital; formerly  Professor  of  Nervous  and  Mental  Disease, 
Fordham  University,  New  York  City.  Edited  by  Major 
William  Chester,  m.c.  New  York:  Grune  & Stratton,  Inc. 
1944.  21 1 pp.  $4.75. 

Reviewed  by  Dorothy  Ad.  Horstmann 

The  book’s  title  is  misleading  since  the  author  attempts 
an  inquiry  into  all  phases  of  rheumatic  fever,  rheumatoid  and 
hypertrophic  arthritis,  and  allied  diseases  rather  than  a dis- 
cussion of  the  pathology  and  therapy  of  a single  disease.  The 
result  is  a poorly  organized,  digressive  presentation  of  the 
subject.  The  approach  is  speculative  and  theoretical,  and 
ignores  limitations  imposed  by  our  scanty  factual  knowledge. 
The  opening  sentence,  “Rheumatic  fever  is  a non-infectious 
disease”  and  the  thesis  which  is  evolved  on  this  assumption 
will  evoke  dissent  on  the  part  of  workers  in  the  field  of  rheu- 
matic fever.  The  etiology  of  the  disease  is  stated  with  final- 
ity as  being  an  allergic  one,— a sensitization  to  bacterial  and 
other  antigens  produces  in  individuals  who  possess  abnorm- 
ally reacting  mesenchymatous  tissues.  Although  much  of  this 
theory  may  be  correct,  the  present  stage  of  our  knowledge 
does  not  warrant  the  inflexible  stand  taken  by  the  author. 

The  sections  on  the  clinical  findings  and  therapy  in  various 
types  of  rheumatic  disease  are  adequate  but  add  nothing  new. 

HEALTH  EDUCATION  ON  THE  INDUSTRIAL 
FRONT.  The  1942  Health  Education  Conference  of  the 
New  York  Academy  of  Medicine.  New  York:  Columbia 
University  Press.  1943.  63  pp.  $1.25. 

Reviewed  by  AUrtin  I.  Hall 

This  collection  of  five  lectures  is  an  enlightening  sympo- 
sium on  realistic  patterns  of  procedure  for  industrial  health 
practices.  The  authors  are  nationally  known  experts  in  their 
respective  fields.  They  discuss  “current  practical  experiences 
in  war  industries  as  regards  nutrition  promotion,  the  control 
of  physical  illness,  the  restriction  of  mental  disabilities,  and 
the  limitation  of  accidents.” 

It  is  pointed  out  in  the  foreword  that,  although  the  earliest 
public  health  movement  was  largely  concerned  with  the 
health  of  factory  workers,”  . . . industrial  hygiene  was 
overshadowed  by  the  widespread  concern  and  agitation  for 
communal  sanitation.”  Each  subsequent  lecture  should  im- 
press the  reader  with  the  fact  that  greater  knowledge  of  a 
medical  and  technical  nature,  as  ir  pertains  to  industry,  is 
necessary  equipment  for  the  “plant  doctor”  who  is  to  direct 
the  manufacturer  regarding  accepted  industrial  health  prac- 
tices. This  need  is  obvious,  particularly  as  it  relates  to  the 
smaller  industrial  establishment,  and  can  be  met  only  through 
the  efforts  of  organized  medicine  by  education  of  its  mem- 
bers. 

This  symposium  is  significant  and  is  recommended  reading 
for  physicians  and  manufacturers  alike. 


NEW  BOOKS  IN  REVIEW 


THE  HARVEY  CUSHING  COLLECTION  OF  BOOKS 
AND  MANUSCRIPTS.  Publication  No.  i Historical 
Library  Yale  Medical  Library.  New  York:  Schunmn's 
Historical  Medicine  & Science.  1943.  207  pp.  $8.50. 

Reviewed  by  Stanley  B.  Weld 

Connecticut  physicians  will  be  pleased  to  know  that  in 
Dr.  Cushing’s  will  bequeathing  his  books  and  manuscripts 
to  Yale  University  he  set  aside  a fund  for  cataloguing  certain 
special  collections  which  might  be  of  interest  to  his  friends. 
This  fund  has  been  used  to  publish  a short-title  catalogue  of 
the  whole  collection.  The  cataloguing  was  commenced  in 
October  1939  by  Hans  H.  Schaltenbrand,  brother  of  Dr. 
Georges  Schaltenbrand  who  in  1926-27  had  worked  with 
Dr.  Cushing  in  Boston  under  a Rockefeller  fellowship.  On 
the  death  of  Mr.  Schaltenbrand  the  compilation  and  cata- 
loguing was  completed  by  Miss  Margaret  Brinton  and  Mrs. 
Henrietta  T.  Perkins. 

The  short-title  catalogue  includes  all  the  printed  books, 
manuscripts  and  bound  memorabilia  which  the  executors  of 
Dr.  Cushing’s  estate  turned  over  to  the  University  at  the 
time  of  his  death.  It  does  not  include  his  personal  corre- 
spondence and  the  medical  and  neurological  texts  which 
Dr.  Cushing  disposed  of  at  the  close  of  his  career  at  the 
Peter  Bent  Brigham  Hospital  in  Boston. 

The  catalogue  is  subdivided  into  manuscripts,  orientalia, 
incunabula,  general  works,  and  Cushing  memorabilia.  It  is 
attractively  printed  in  half  rag  paper  and  bound  in  Bancroft 
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linen.  Admirers  of  Harvey  Cushing  and  medical  librarians 
will  consider  this  volume  a valued  possession. 

MINOR  SURGERY.  (Fifth  Edition.)  By  Frederick  Chris- 
topher, s.b.,  m.d.,  f.a.c.s.,  Associate  Professor  of  Surgery 
at  Northwestern  University  Medical  School,  Chicago; 
Chief  Surgeon  at  the  Evanston  (111.)  Hospital.  Fifth  Edi- 
tion Reset.  Philadelphia  <zk  London:  IF.  B.  Saunders  Com- 
pany. 1944.  1006  pp.  with  575  illustrations.  $10.00. 

Reviewed  by  Christopher  McCormack 

The  fifth  edition  of  this  excellent  book  brings  to  date 
much  of  the  new  material  in  minor  surgery.  It  contains  975 
pages  of  reading  material  but  the  amount  of  reading  material 
is  much  greater  than  this  indicates  because  there  is  a great 
deal  of  fine  print  and  many  quotations  from  original  articles 
and  literature.  It  is  divided  into  25  chapters  of  which  the 
first  seven  chapters  and  chapters  23  to  25  are  devoted  to 
General  Subjects.  Chapters  8 to  22  are  written  on  a regional 
basis.  Pre-operative  and  post-operative  care,  use  of  the  Miller- 
Abbott  tube,  sulfonamides  and  the  use  of  plasma  are  among 
some  of  the  newer  subjects  added  to  this  volume.  Chapter 
seven  on  Circulatory  Disturbances  and  gangrene  includes  an 
excellent  section  on  the  treatment  and  diagnosis  of  varicose 
veins  and  varicose  ulcers. 

There  is  an  excellent  bibliography  with  the  references 
given  at  the  bottom  of  each  page  so  that  the  reader  can 


CLAIM  SERVICE 
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quickly  without  delay  identify  the  author  and  the  journal 
of  publication.  The  index  is  complete  and  easy  to  use  and 
the  illustrations  are  clear  and  descriptive.  The  only  criticism 
of  this  book  is  the  question  of  what  the  author  considers 
minor  surgery.  As  he  himself  states  in  his  preface,  “all  Minor 
Surgery  is  potentially  Major  Surgery  but  the  distinction 
between  the  two  often  being  impossible.”  There  is  no  doubt 
that  he  has  included  in  his  book  conditions  that  really  belong 
in  the  field  of  major  surgery.  Carbuncles  of  the  neck, 
empyema  of  the  chest  are  not  minor  surgery  and  certainly 
the  patient  illustrated  on  page  115  does  not  belong  in  the 
field  of  minor  surgery.  This  does  not  detract  from  the 
usefulness  of  the  book,  however,  and  as  a matter  of  fact,  it 
probably  extends  it  usefulness.  Those  that  are  doing  minor 
surgery  will  find  all  conditions  agreed  to  be  minor  contained 
in  the  book,  and  also  surgeons  that  are  doing  major  surgery 
will  find  many  conditions  that  are  in  the  doubtful  field 
between  minor  and  major  surgery  and  also  some  conditions 
that  are  in  the  field  of  major  surgery. 

It  thus  appears  that  this  book  will  be  a valuable  addition 
to  the  library  of  any  doctor  who  is  doing  surgery  in  any 
form,  but  particularly  to  the  general  practitioner,  interne 
and  surgical  resident. 

MONOGRAPH  ON  LYMPHOGRANULOMA 
VENEREUM 

Noteworthy  contributions  to  the  detection  and  differen- 
tial diagnosis  of  lymphogranuloma  venereum  are  those  of 


Rake,  McKee  and  Shaffer,  who  have  cultivated  the  agent  in 
the  yolk  sac  of  the  embryonated  chicken’s  egg  and  obtained 
concentrated  suspensions  of  elementary  bodies.  In  this  man- 
ner a highly  purified  and  specific  antigen,  known  as 
Lygranum  S.T.  lias  been  prepared  which  is  rapidly  supplant- 
ing antigens  prepared  from  either  human  pus  or  mouse 
brain.  These  workers  alone,  and  in  collaboration  with  Dr. 
A.  W.  Grace,  have  used  the  yolk  sac  antigen  for  the  com- 
plement-fixation testing  of  serum  suspectedly  infected  pa- 
tients. The  specificity  and  sensitivity  of  this  antigen  (Lygra- 
num C.F.)  provides  an  additional  means  of  detecting  early 
cases  of  lymphogranuloma  venereum. 

In  the  course  of  investigations  involving  these  tests,  there 
accumulated  at  the  Squibb  Institute  for  Medical  Research  a 
considerable  mass  of  information  concerning  the  properties 
of  the  causative  agent,  the  epidemiology  and  clinical  aspects 
of  the  disease.  To  facilitate  the  work  of  investigators  and 
teachers  in  this  field,  and  perhaps  to  encourage  the  interest 
of  potential  investigators,  practicing  physicians  and  health 
officers,  it  was  decided  to  compile  and  publish  the  informa- 
tion at  hand.  The  result  is  a 32-page  publication  entitled 
Lymphogranuloma  Venereum— a Monograph.  The  value  of 
the  book  is  enhanced  by  maps,  charts  and  numerous  illus- 
trations in  color. 

Uie  Adonograph  is  available  gratis  to  physicians  and  to 
public  health  officials,  and  will  be  a valuable  addition  to 
medical  college  libraries.  Those  who  request  copies  should 
enclose  their  professional  card  or  use  their  professional 
letterhead. 
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about 


is  A very  important  letter  in 
this  war. 

It’s  the  name  of  the  War 
Bonds  you  buy — “War  Sav- 
ings Bond  Series  E.” 


That's  why  you  should  hang  on  to  every  Bond  you 
buy.  You  can,  of  course,  cash  in  your  Bonds  any 
time  after  you’ve  held  them  for  60  days.  You  get 
all  your  money  back,  and,  after  one  year,  all  your 
money  plus  interest. 


As  you  know,  a Series  E Bond  will  work  for  you 
for  ten  full  years,  piling  up  interest  all  that  time, 
till  finally  you'll  get  four  dollars  back  for  every 


But  wdicn  you  cash  in  a Bond,  you  end  its  life 
before  its  full  job  is  done.  You  don’t  give  it  its 
chance  to  help  you  and  the  country  in  the  years 
that  lie  ahead.  You  kill  off  its  $4-for-every-$3 
earning  power. 

All  of  which  it’s  good  to  remember  when  you 


three  you  put  up.  Pretty  nice. 

The  first  job  of  the  money  you  put  into  “E” 
is,  of  course,  to  help  finance  the  war.  But  it  also 
gives  you  a wonderful  way  to  save  money. 

And  when  the  war  is  over,  that  money  you  now 
‘put  away  can  do  another  job,  can  help  America 
swing  over  from  war  to  peace. 

There’ll  come  a day  when  you’ll  bless  these 
Bonds — when  they  may  help  you  over  a tough 
spot. 


// 


might  be  tempted  to  cash  in  some  of  your  Wax 
Bonds.  They  are  yours,  to  do  what  you  want  with. 

But  . . . it’s  ABC  sense  that  . . . 

They'll  do  the  best  job  for  you  and  for  America  if 
you  let  them  reach  the  full  flower  of  maturity! 


WAR  BONDS  to  Have  and  to  Hold 


MAY,  NINETEEN  HUNDRED  AND  FORTY-FOUR 
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In  common  with  thousands  of  other  pharma- 
cists throughout  the  nation,  Thomas  Brown 
endeavors,  at  all  times,  to  render  a competent 
professional  service.  Physicians  tributary  to 
his  store  know  that  so  far  as  medication  is 
concerned  their  responsibility  ends  with  the 
writing  of  the  prescription.  They  can  safely 
leave  the  rest  to  Pharmacist  Brown. 

Although  Mr.  Brown’s  first  responsibility 
is  compounding  prescriptions,  he  also  per- 
forms small-scale  manufacturing.  Many  prep- 
arations can  be  made  advantageously  in  his 
own  laboratory.  For  others,  however,  he  must 
depend  on  the  large  manufacturers.  In  this 


classification  are  the  barbiturates  which  re- 
quire a wide  range  of  equipment  for  produc- 
tion and  control. 

Eli  Lilly  and  Company  has  been  promi- 
nent in  the  study  of  the  barbiturates  and  is 
responsible  for  ’Amytal’  (Iso-amyl  Ethyl 
Barbituric  Acid,  Lilly),  ’Sodium  Amytal’ 
(Sodium  Iso-amyl  Ethyl  Barbiturate,  Lilly), 
and  ’Seconal  Sodium’  (Sodium  Propyl- 
methyl -carbinyl  Allyl  Barbiturate,  Lilly), 
each  a leader  in  its  field. 

Eli  Lilly  and  Company,  Indianapolis  6, 
Indiana,  U.  S.  A, 
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Charles  T.  LaMoure,  Tolland  County 
Robert  C.  Paine,  Windham  County 


Thomas  P.  Murdock,  Meriden 
Francis  G.  Blake,  New  Haven. 
Alternate 


Delegates  to  American  Medical  Association 


James  R.  Miller,  Hartford 
Hugh  B.  Campbell,  Norwich 
Alternate 


Creighton  Barker,  New  Haven 
Berkley  M.  Parmelee,  Bridgeport 
Alternate 


% 


Chairmen  of  Standing 

Clinical  Congress:  Francis  G.  Blake,  New  Haven 
Honorary  Members  and  Degrees:  (To  be  chosen) 
Hospitals:  G.  Gardiner  Russell,  Hartford 
Industrial  Health:  C.  Frederick  Yeager,  Bridgeport 
Medical  Examination  and  Medical  Education: 

Charles  J.  Bartlett,  New  Haven 
National  Legislation:  James  R.  Miller,  Hartford 


Committees,  1943  - 1944 

Permanent  Funds:  (To  be  chosen) 

Program:  Sidney  S.  Quarrier,  Hartford 
Public  Health:  Joseph  H.  Howard,  Bridgeport 
Public  Policy  and  Legislation:  Berkley  M.  Parmelee, 
Bridgeport 

Public  Relations:  C.  Charles  Burlingame,  Hartford 
Tumor  Study:  Charles  L.  Larkin,  Waterbury 


Chairmen  of  Committees  Appointed  by  the  Council,  1943-1944 


Cooperation  with  Yale  University  School  of  Medicine: 
James  R.  Miller,  Hartford 

Conference  Committee  with  Connecticut  Pharmaceutical 
Association:  Stanley  B.  Weld,  Hartford 
Drug  Addiction:  Clifford  D.  Moore,  Newtown 
Advisory  Committee  to  Nurses  Examining  Board: 
Herbert  Thoms,  New  Haven 
Advisory  Committee  to  Public  Welfare  Council  on  Care 
of  Chronically  Sick  and  Infirm:  (To  be  chosen) 


Advisory  Committee  to  Public  Welfare  Council  on 
Federal  Funds:  (To  be  chosen) 

Board  of  Trustees  for  Society  Building  Fund: 

James  D.  Gold,  Bridgeport 
Woman’s  Auxiliary:  Ralph  L.  Gilman,  Storrs 
Prepaid  Medical  Service:  James  R.  Miller,  Hartford 
Liaison  Committee  to  State  First  Aid  Conference: 
Robert  M Yergason,  Hartford 
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Dr.  D.  Chester  Brown 
1863  - 1943 


President,  Fairfield  County  Medical  Association, 
1908-1909;  President,  Connecticut  State  Medical 
Society,  1913;  Delegate,  American  Medical  Associa- 
tion, 1907-1918;  Chairman,  Connecticut  Clinical 
Congress,  1926;  Member,  Board  of  Trustees,  Ameri- 
can Medical  Association,  1918-1930 


Woe 
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Vol.  VIII 


MAY,  1944 


No.  5 


PROGRAM 

152nd  ANNUAL  MEETING 
The  Connecticut  State  Medical  Society 
May  2,  3,  4,  1944 


THE  PROGRAM  COMMITTEE 
Sidney  S.  Quarrier,  Chairman 
Harold  M.  Marvin 
John  C.  Leonard 


LOCAL  COMMITTEE  ON  ARRANGEMENTS 
James  I).  Gold,  Chairman 

R.  Harold  Lockhart  Joseph  H.  Howard 


The  Sections  have  arranged  their  programs  independently  and  are  not  represented  on  the 

General  Program  Committee 
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Tuesday,  May  2 

ANNUAL  MEETING  HOUSE  OF  DELEGATES 

Central  High  School 
Bridgeport 

10:  30  a.  m.  Annual  Meeting  of  the  House  of  Delegates 
The  President,  George  M.  Smith,  presiding 


1:00  P.  M. 

LUNCHEON 

Members  of  the  House  of  Delegates  and  Officers  and 
Committee  Chairmen  will  be  guests  of  the  Society 


2:00  p.  m.  House  of  Delegates  reconvenes  in  Auditorium 

7:00  p.  m.  Annual  Dinner  for  Members  of  the  Council,  the  officers  of  the  Society,  the  program 
committee,  the  local  committee  on  arrangements  and  guests— Hotel  Stratfield 


Wednesday,  May  3 

152nd  ANNUAL  MEETING  OF  THE  SOCIETY 
Auditorium  Central  High  School 
The  President,  George  M.  Smith,  presiding 

9: 30  a.  m.  Registration 

10:00  a.  m.  Address  of  Welcome 

His  Honor,  Jasper  McLevy,  Mayor  of  the  City  of  Bridgeport 
Address  of  Welcome, 

Don  J.  Knowlton,  President  of  the  Fairfield  County  Medical  Association 

10:30  a.  m.  Penicillin  in  Coccal  Infections  (Illustrated) 

Francis  G.  Blake,  Sterling  Professor  of  Medicine  and  Dean  of  the  Yale  University 
School  of  Medicine 

1 1:10  a.  m.  Obstetrical  Experiences 

Edward  A.  Schumann,  Philadelphia 

11:50  a.  m.  Some  Public  Health  Features  of  Rheumatic  Fever  (Illustrated) 

Homer  F.  Swift,  Member  of  The  Rockefeller  Institute  for  Medical  Research 

12:30  p.  m.  The  Principles  of  Preventive  A4f,dicine  in  Chemical  Industries  (Illustrated) 

John  H.  Foulger,  Director  Haskell  Laboratory  of  Industrial  Toxicology , Wilmington, 
Delaware 


1:10  p.m.  Luncheon— Cafeteria 
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SPECIAL  MEETING  — MAY  3 

AUDITORIUM 

Louis  H.  Nahum,  Vice-President , presiding 

2:15  p.  m.  A Report  on  the  Progress  and  Activities  of  the  Society 
James  R.  Miller,  Chairman  of  the  Council 

3:15  p.  m.  Organization  Meeting  of  the  Woman’s  Auxiliary 

auditorium 

George  M.  Smith,  President , presiding 

Introductory  remarks  by  Ralph  L.  Gilman,  Chairman  of  the  Committee  on  Organizing 
the  W orman's  Auxiliary 

Discussion  by  James  R.  Miller,  Chairman  of  the  Council 

Election  of  Temporary  Chairman  of  the  Woman’s  Auxiliary 

The  Purposes  of  the  Woman’s  Auxiliary 

Mrs.  Eben  J.  Carey,  Milwaukee,  President  of  the  Woman's  Auxiliary  of  the  Ameri- 
can Medical  Association 


SECTION  MEETINGS 

3:15  P.  M. 

HEZEIvIAH  BEARDSLEY  PEDIATRIC  CLUB 
(Room  125) 

President:  Edward  Wakeman  Secretary:  Herman  Yannet 

Erythroblastosis  Fetalis:  What  Is  It?  (Illustrated) 

Herbert  C.  Miller,  Assistant  Professor  of  Pediatrics,  Yale  School  of  Medicine 

INDUSTRIAL  HEALTH 

(Room  124) 

V 

President:  Eugene  F.  Aleschter  Secretary:  C.  F.  Yeager 

Industrial  Hygiene 

John  H.  Foulger,  Director , Haskell  Laboratory  of  Industrial  Toxicology ,’  Wilmington,  Delaware 

NEUROLOGY  AND  PSYCHIATRY 
(Room  105) 

Chairman : Clements  C.  Fry  Secretary:  Harry  M.  Tiebout 

Recent  Developments  in  Psychiatric  Rehabilitation 

Thomas  A.  C.  Rennie,  Associate  Professor  of  Psychiatry , Cornell  University  Medical  College; 
Attending  Psychiatrist  Payne  Whitney  Psychiatric  Clinic,  New  York  Hospital;  Director,  Division 
of  Rehabilitation,  The  National  Committee  for  Mental  Hygiene 

The  Development  of  Psychiatric  Service  and  I ts  Relation  to  the  Returned  Veteran 

James  M.  Cunningham,  Director  of  the  Bureau  of  Mental  Hygiene,  Connecticut  State  Department 
of  Health 


OBSTETRICS  AND  GYNECOLOGY 
(Room  1 20) 

Chairman:  Robert  M.  Lewis  Secretary:  Harry  F.  Pennington 

The  Influence  of  Chemo-Therapy  Upon  the  MaKageMent  of  Obstetrical  and 
Gynecological  Infections 
Edward  A.  Schumann,  Philadelphia 


MEETINGS  OF  GUEST  ORGANIZATIONS 

CONNECTICUT  HOSPITAL  ASSOCIATION 
(Gymnasium) 

President:  William  B.  Sweeney  Secretary:  Sidney  G.  Davidson 

10:00  a.  m.  Meeting  of  Trustees 
1 1:00  a.  m.  General  Meeting  of  the  Assembly 
1:00  p.  m.  Luncheon  with  Connecticut  State  Medical  Society— Cafeteria 
2:15  p.  m.  Round  Table— Open  discussion  of  Hospital  Problems 


MEDICAL  SOCIAL  WORKERS 
(Room  102) 

Chairman:  Miss  Genevieve  Wright  Secretary:  Miss  Fay  Copellman 

3:15  p.  m.  Some  New  Developments  in  Medicine  (Illustrated) 

John  C.  Leonard,  Hartford  Hospital,  Hartford 


MEDICAL  RECORD  LIBRARIANS 
( Room  122) 

President:  Miss  Mabel  Lucey  Secretary:  Miss  G.  Kaldus 

3:15  p.  m.  Some  Records  and  Procedures  in  the  New  York  City  Health  Department 

Thomas  J.  Duffield,  Registrar  of  Records,  and  Director  Bureau  of  Records  and  Statis- 
tics, Department  of  Health,  New  York 

3:45  p.  m.  Nomenclature  of  Diagnosis  for  Cancer  Records  (Illustrated) 

Hayes  E.  Martin,  Memorial  Hospital , New  York  City 

WOMEN  S MEDICAL  SOCIETY 

President:  Christie  McLeod  Secretary:  Martha  Clifford 

The  annual  meeting  of  the  Women’s  Medical  Society  will  be  held  on  Wednesday,  May  3,  at  4:  30  p.  m., 
at  the  Y.  W.  C.  A.  Maudie  M.  Burns,  ai.d.,  of  the  Bureau  of  Mental  Hygiene  of  the  Connecticut  State 
Department  of  Health  will  be  the  speaker.  Guests  are  cordially  invited.  Tea  will  be  served. 

ANNUAL  DINNER 
Hotel  Stratfield 
7:00  p.  M. 

The  President,  George  M.  Smith,  presiding 

SPEAKERS 

His  Excellency,  Raymond  E.  Baldwin,  Governor  of  Connecticut 
The  Rev.  Father  Alphonse  J.  Schwitalla,  Dean,  School  of  Medicine  of  St.  Louis  University 
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Thursday,  May  4 

GENERAL  MEETING 

AUDITORIUM 

The  President,  George  M.  Smith,  presiding 

9:30  a.  m.  Repair  of  Deformities  Resulting  From  Burns  (Illustrated) 

Varaztad  H.  Kazanjian,  Professor  of  PLtstic  Surgery,  Harvard  University  Faculty  of 
Medicine,  Boston 

10: 15  a.  m.  A Navy  Doctor  in  the  South  Pacific  (Illustrated) 

Captain  Howard  B.  Sprague,  MC— USNR,  Chief  of  Medicine,  U.  S.  Naval  Hospital, 
St.  Albans,  N.  Y. 

11:00  a.  m.  The  Council  on  Medical  Service  and  Public  Relations  of  the  American  Medical 
Association 

Louis  H.  Bauer,  Hempstead,  L.  /.,  Chairman  of  the  Council 

11:45  A-  m.  Meningococcis  Infections  (Illustrated) 

Kalei  K.  Gregory,  Assistant  Superintendent  and  Clinical  Director,  Charles  V.  Chapin 
Hospital 

1:00  p.  m.  Luncheon— Cafeteria 


2:15  P.  M. 

GENERAL  MEETING 

AUDITORIUM 

James  R.  Miller,  Chairman  of  the  Council,  presiding 

Introduction  of  new  officers  of  the  Society 

Aedrf.ss  of  the  Retiring  President,  George  M.  Smith 


JOURNAL  BOARD 


6:30  p.  m.  Dinner— University  Club 
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SECTION  MEETINGS 

3:15  P.  M. 

EYE,  EAR,  NOSE  AND  THROAT 
(Room  102) 

Chairman:  Eugene  M.  Blake  Secretary:  William  H.  Turnley 

Chemotherapy  of  Nasal  Sinus  Disease 
Edward  J.  Whalen,  Hartford 

The  Measurement  and  Treatment  of  Strabismus  in  Children  (Illustrated) 

Maynard  C.  Wheeler,  Assistant  Clinical  Professor  of  Ophthalmology , College  of  Physicians  and 
Surgeons,  Columbia  University 

ORTHOPAEDIC  SURGERY 

Secretary:  Frank  S.  Jones 

The  Section  will  not  meet 
ANESTHESIA 

President:  Isidore  S.  Geetter  Secretary:  John  D.  Prior 

The  Section  will  not  meet 

DERMATOLOGY  AND  SYPHILOLOGY 
(Room  122) 

President:  Harry  Bailey  Secretary:  Louis  O’Brasky 

Industrial  Dermatitis  (Illustrated) 

Louis  Tulipan,  Clinical  Professor  Dermatology  and  Sy philology  at  New  York  University  College 
of  Medicine 

RADIOLOGY 
(Room  101) 

President:  Joseph  L.  Harvey  Secretary:  Max  Climan 

A Roentgenologic  Analysis  of  Vertebral  Diseases  (Illustrated) 

Albert  Oppenheimer,  Chairman,  Department  of  Roentgenology , American  University  of  Beirut  ( on 
leave  of  absence );  Roentgenologist,  Laconia  Hospital,  Laconia,  New  Hampshire 

PROCTOLOGY 

Chairman:  J.  Grady  Booe 

The  Section  will  not  meet 

PHYSICAL  THERAPY 
(Room  104) 

Chairman:  H.  E.  Stewart  Secretary:  K.  B.  Bretzfelder 

Registration  of  Physiotherapy  Technicians  in  Connecticut 

Charles  E.  Edlin,  Member  The  Connecticut  State  Board  of  Examiners  for  Physiotherapy  Tech-  j 
nicians,  W at er bury 
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MEETINGS  OF  GUEST  ORGANIZATIONS 

CONNECTICUT  OCCUPATIONAL  THERAPY  ASSOCIATION 

(Room  125) 

President:  Bertha  J.  Piper  Secretary:  Caroline  G.  Thompson 

12:00  p.m.  Luncheon— Y.  W.  C.  A.,  Golden  Hill  Street 
1:30  p.m.  Movies:  Psychiatry  in  Action 

2:30  p.m.  The  Occupational  Therapy  Program  in  a Naval  Hospital 

Harriet  M.  Jones,  Ensign , USNR , Officer  in  Charge  of  Occupational  Therapy,  U . S. 
Naval  Hospital,  St.  Albans,  N . Y. 

3:30  p.m.  Occupational  Therapy  in  Army  General  Hospitals  (Illustrated) 

Winifred  C.  Kahmann,  OTR,  Chief,  Occupational  Therapy  Branch,  Office  of  the 
Surgeon  General,  Washington,  D.  C. 


CONNECTICUT  ASSOCIATION  OF  MEDICAL  EXAMINERS 

(Room  120) 

President : Marvin  M.  Scarbrough  Secretary:  Samuel  B.  Rentsch 

3:15  p.m.  Postmortem  Recognition  of  Biochemical  Disturbances  (Illustrated) 

Walter  W.  Jetter,  Department  of  Legal  Medicine,  Harvard  University  Medical 
School,  Boston,  Alass. 


TECHNICAL  EXHIBITS 

Charles  E.  Sanford,  Director 


space  no. 

EXHIBITORS 

SPACE  NO. 

EXHIBITORS 

I 

D.  G.  Stoughton  Company 

H 

Mead  Johnson  & Company 

2 

White  Laboratories,  Inc. 

15  & 16 

McKesson  & Robbins,  Inc. 

3 

Scientific  Sugars  Co. 

*7 

The  Doho  Chemical  Corporation 

4 

Smith,  Kline  & French  Laboratories 

18 

E.  R.  Squibb  & Sons 

5 

Burroughs  Wellcome  and  Co. 

19 

Philip  Morris  & Co.  Ltd.,  Inc. 

6 & 7 

Surgeons’  & Physicians’  Supply  Co. 

20,  21  & 22 

Wyeth  Incorporated 

8 

The  Borden  Company 

2 3 

Lederle  Laboratories,  Inc. 

9 

Camel  Cigarettes 

24 

Brewer  & Co.,  Inc. 

10 

C.  B.  Fleet  Co.,  Inc. 

2 5 

Nestle’s  Milk  Products,  Inc. 

1 1 & 1 2 

The  Professional  Equipment  Co. 

26 

Bilhuber-Knoll  Corporation 

13 

E.  L.  Washburn  & Co.,  Inc. 
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GUEST  SPEAKERS 


His  Excellency,  Raymond  E.  Baldwin 
Governor  of  Connecticut 


Edward  Annin  Schumann , m.d.,  University 
of  Pennsylvania,  1901;  gynecologist  and  ob- 
stetrician, Philadelphia  General  Hospital, 
since  1916;  obstetrician,  Chestnut  Hill  Hos- 
pital, since  1919;  surgeon-in-chief,  Kensing- 
ton Hospital  for  Women,  since  1931;  profes- 
sor obstetrics,  University  of  Pennsylvania, 
1 935-39- 


John  Henry  Foulger,  b.s.,  University  of  Lon- 
don, 1920;  m.s.,  University  of  London,  1922; 
ph. u..  University  of  Cincinnati,  1924;  m.d.. 
University  of  Cincinnati,  1930;  director, 
Haskell  Laboratory  of  Industrial  Toxicology, 
Wilmington,  Delaware,  1939  to  date;  associ- 
ate professor  of  Industrial  Health,  Medical 
College  of  Virginia,  Richmond,  1939  to  date; 
College  of  Virginia,  Richmond,  1939  to  date 


His  Honor,  Jasper  McLevy 
Mayor  of  Bridgeport 


Homer  Fordyce  Swift,  ph.b.,  Western  Re- 
serve University,  1902;  m.d.,  University  and 
Bellevue  Hospital  Medical  College  1906; 
d.sc.,  New  York  University  1931;  associate 
professor  medicine,  Columbia  1914-17;  mem- 
ber, Rockefeller  Institute  since  1922;  Mem- 
ber, Board  Directors  Russell  Sage  Institute  of 
Pathology  since  1923;  chairman,  general  ad- 
visory committee  for  the  cardiac  program 
New  York  State  Department  of  Health,  since 
1941 


Mrs.  Eben  J . Carey,  president  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Associa- 
tion; University  of  Nebraska;  charter  mem- 
ber of  the  Woman’s  Auxiliary  to  the  State 
Medical  Society  of  Wisconsin;  president  of 
that  organization  1933-1934;  national  treas- 
urer, 1934-1937;  national  director,  1940  and 
1942 
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Alphonse  Schwitalla,  a.b.,  St.  Louis  Univer- 
sity, a.m.,  1908;  ph.d.  in  zoology,  Johns  Hop- 
kins University,  1921;  ll.d.,  Tulane  Univer- 
sity, New  Orleans,  La.,  1938;  sc.d.,  Lawrence 
College,  Appleton,  Wis.,  1939;  ordained 
priest  Roman  Catholic  Church,  1915;  profes- 
sor biology  and  director  department  of 
biology,  St.  Louis  University  since  1924;  dean 
School  of  Medicine,  1927;  member  sub-com- 
mittee on  Hospital  of  Health  and  medical 
committee  of  Council  on  National  Defense 


Howard  B.  Sprague,  Capt.  (MC)  USNR; 
Harvard  University,  a.b.  1918;  m.d.  1922; 
associate  physician,  Massachusetts  General 
Hospital;  instructor,  Courses  for  Graduates, 
Harvard  Medical  School;  president,  New 
England  Heart  Association;  secretary,  Ameri- 
can Heart  Association;  has  served  as  Chief 
of  Medicine,  Newport  Naval  Hospital,  USN 
Mobile  Hospital  No.  6 and  Base  Hospital 
No.  4 overseas  (also  Executive  Officer),  USS 
Solace,  USN  Hospital,  St.  Albans,  N.  Y. 
(also  Acting  Executive  Officer) 


V araztad  H.  Kazanjian,  d.m.d.,  Harvard  1905, 
m.d.,  1921.  Member  board  of  consultants 
Massachusetts  General  Hospital;  surgeon 
plastic  operations,  Massachusetts  Eye  & Ear 
Infirmary;  visiting  surgeon  for  oral  and  plas- 
tic surgery,  Boston  City  Hospital;  professor 
clinical  oral  surgery,  Harvard,  since  1918; 
professor  plastic  surgery,  Harvard  Dental 
School  since  September  1941.  Decorated 
Companion  St.  Michael  and  St.  George,  by 
King  George  V of  England,  1918 


Louis  Hopewell  Bauer , Harvard  College,  a.b. 
1909,  Harvard  Adedical  School,  m.d.  cum 
laude,  1912;  graduate,  Army  War  College, 
1926;  commandant,  Army  School  of  Aviation 
Medicine  1919-1 925 ; medical  director.  Aero- 
nautics Branch,  U.  S.  Dept,  of  Commerce 
(now  Civil  Aeronautics  Administration) 
1926-1930;  chairman.  Council  on  Medical 
Service  and  Public  Relations,  A. ALA.;  speak- 
er House  of  Delegates,  Medical  Society  State 
of  New  York 


Kalei  K.  Gregory , Brown  University,  a.b., 
1923;  Harvard  Adedical  School,  m.d.,  1927; 
assistant  superintendent  and  clinical  director 
at  the  Charles  V.  Chapin  Hospital  for  com- 
municable diseases  for  the  past  fourteen  years; 
instructor  in  Pediatrics  at  Tufts  Adedical 
School,  Boston 


( 
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CARCINOMA  OF  THE  RIGHT  COLON 

Samuel  C.  Harvey,  m.d.,  New  Haven  and  Gervase  J.  Connor,  m.d.,  New  Haven 


It  is  generally  agreed  that  the  primary  objective  of 
surgical  treatment,  designed  with  a view  to  cure, 
in  carcinoma  of  the  right  colon  is  the  successful 
removal  of  the  tumor  together  with  its  principal 
areas  of  local  extension  at  the  earliest  moment  com- 
patible with  a minimum  mortality  rate.  Less  import- 
ant but  weighty  objectives  concern  the  reduction  of 
the  number  and  seriousness  of  the  complications,  the 
rapid  rehabilitation  of  the  patient,  and  a shortened 
yet  adequate  period  of  hospitalization.  There  has 
been  no  general  agreement  as  to  the  operative  pro- 
cedure of  choice  under  these  circumstances. 

The  method  of  one-stage  resection  with  imme- 
diate anastomosis  has  undoubted  advantages,  yet 
against  it  has  been  solidified  a bloc  of  opinion  based 
upon  the  assumption  that  primary  anastomosis  is  in 
general  too  dangerous  to  be  worthwhile. 

It  is  the  purpose  of  this  report  to  summarize  some 
of  the  pertinent  data  on  twenty-eight  cases  of  one- 
stage  right  colectomy  for  carcinoma  with  immediate 
anastontsis  and  without  ileostomy.  It  is  apparent  that 
this  operation  can  be  utilized  with  a reasonable  risk, 
provided  it  is  carried  out  precisely  with  attention  to 
certain  fundamental  principles.  Good  and  poor  risk 
patients  were  included  in  this  series. 

Nothing  outstanding  was  noted  in  the  age  and  sex 
incidence  (Table  I).  Most  of  the  cases  fell  in  the 
socalled  “cancer  age  group.” 

The  tumors,  all  verified  histologically  as  car- 
cinoma, varied  in  location  from  the  ileocecal  valve 
to  the  right  half  of  the  transverse  colon.  The  dis- 
tribution within  these  anatomical  segments  is  essen- 
tially the  usual  one  (Table  II). 

The  extent  of  the  tumor  is  recorded  (Table  III) 
with  respect  to  the  findings  at  operation  and  those 
after  histological  examination. 

As  estimated  on  the  basis  of  general  nutrition, 
anemia,  extent  of  the  tumor,  cardiorenal  and  pul- 


Table  I 
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Mean  Age — 54.7  years. 
Youngest  patient — 27  years. 
Oldest  patient — 78  years. 
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Table  III 

EXTENT  OF  TUMOR 

(1)  Without  metastases  or  perforation  14 

(2)  With  regional  lymph  node  metastases  and  direct 

extension  12 

(3)  Perforated  (cutaneous  fecal  fistula)  2 


monary  status,  the  operative  risks  varied  from 
“good”  to  “poor.” 

Good  risks  1 1 patients 

Fair  risks  8 patients 

Poor  risks  9 patients 


From  the  Department  of  Surgery , Yale  University  School  of  Medicine 
Presented  at  Association  of  Tumor  Clinics , New  Haven , December  9,  1943 
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Of  this  group  classified  as  poor  risks,  five  patients 
were  beyond  70  years  of  age.  Common  among  this 
group  were  hypertension,  cardiac  failure,  hypopro- 
teinemia  and  severe  anemia. 

Included  in  the  mortality  rate  are  all  deaths  occur- 
ring during  the  period  of  hospitalization,  regardless 
of  the  cause  of  death  or  of  the  time  interval  since 
operation.  The  surviving  patients  were  discharged 
from  the  hospital  with  their  wounds  healed,  or 
essentially  so,  and  in  satisfactory  ambulant  condi- 
tion. None  of  the  surviving  patients  died  from  any 
cause  within  seven  months  after  discharge  from  the 
hospital. 

Of  the  twenty-eight  cases  there  was  one  death,  a 
mortality  rate  of  3.6  per  cent.  This  patient,  a 64 
year  old  male,  was  in  good  general  condition  except 
for  prostatic  hypertrophy.  The  carcinoma  was  situ- 
ated at  the  hepatic  flexure  and  the  operation  was 
uneventful  except  for  a transient  fall  in  blood  pres- 
sure after  avertain  had  been  given.  His  early  post- 
operative course  was  satisfactory  and  the  wound 
healed  per  priman.  Having  been  ambulant  without 
difficulty  he  suddenly  collapsed  in  the  bathroom  on 
the  tenth  postoperative  day.  Autopsy  was  not  ob- 
tained. The  probable  cause  of  death  was  coronary 
occlusion. 

I'he  incidence  and  seriousness  of  the  complica- 
tions are  useful  in  the  evaluation  of  the  operative 
procedure.  ( 1 ) Of  the  twenty-eight  cases  in  this 
series  there  were  ten  with  an  entirely  uneventful 
postoperative  course.  Excluded  from  this  group 
were  all  patients  who  had  any  complications,  how- 
ever mild.  (2)  There  were  mild  complications  in 
eleven  patients.  Included  in  this  group  were  minor 
pulmonary  atelectasis,  mild  wound  infections,  urin- 
ary retention  and  abdominal  distention.  In  75  per 
cent  of  the  cases  in  this  series,  then,  there  were  no 
complications,  or  only  mild  ones.  (3)  In  seven 
patients,  including  the  one  fatality,  there  were 
serious  complications.  These  complications  included 
minor  pulmonary  embolism,  thrombophlebitis,  urin- 
ary retention  requiring  prostatectomy,  and  serious 
wound  infection.  When  such  wound  infections 
occurred  it  was  found  that  the  operator  had  failed 
to  employ  a slip  drain  within  the  wound. 

A weighty  consideration  concerns  the  duration 
of  postoperative  hospitalization.  The  average  period 
of  such  hospitalization  in  this  series  (Table  1Y) 
compares  favorably  with  that  after  any  major  ab- 
dominal procedure  of  equal  scope.  The  single 
patient  who  was  hospitalized  for  eighty-eight  days 


Table  IV 


DURATION  OF  POSTOPERATIVE  HOSPITALIZATION 
SURVIVING  CASES 

DURATION  IN  DAYS  NUMBER  OF  CASES  MEAN  IN  DAYS 


20  or  less 

„ 

17.6 

25  or  less 

17 

19.7 

30  or  less 

19 

20.2 

35  or  less 

24 

22.8 

Over  35 

3 

60.3 

Average  period  of  postoperative  hospitalization.., 

Shortest  postoperative  hospitalization 

Longest  postoperative  hospitalization 

..  23.3  days 

1 5 days 
88  days 

Table  V 

SURVIVAL  PERIOD 

25  CASES 

9 

2%  FOLLOW-UP 

SURVIVAL  PERIOD 

NUMBER 

OF  CASES 

IN  YEARS 

STILL  LIVING 

NOW  DEAD 

Without  Metastases  at  Time  of  Operation 

Less  than  1 3 

1 — 2 1 


5— 10  1 

Over  10  5 

With  Aletastases  at  Time  of  Operation 

Less  than  1 3 

>— 2 3 3 


5—10  ... 
Over  10 


was  subjected  to  an  ill-advised  enterostomy  during 
the  postoperative  period.  Complications  from  this 
second  operation  prolonged  his  convalescence  for 
several  weeks. 

The  survival  periods  in  25  of  the  27  surviving 
patients  are  given  in  Table  V.  These  data  arc 
recorded  without  regard  to  the  cause  of  death. 

The  technical  details  of  operation  are  a matter  oi 
great  importance.  The  operation  should  be  per- 
formed precisely  with  attention  to  certain  funda- 
mental principles. 

Although  a right  rectus  incision  was  employed 
most  frequently  in  this  series  a right  flank  incision 
has  been  utilized  in  the  more  recent  cases.  The  latter 
incision  offers  conspicuous  advantages  and  is  recom- 
mended. 

T he  technique  of  anastomosis  is  undoubtedly 
close  to  the  crux  of  the  situation.  This  phase  of  the 
operation  should  be  performed  outside  the  abdomi- 
nal cavity  with  the  wound  adequately  protected. 
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Precision  is  essential,  and  “fine  silk  technique”  is 
highly  desirable.  A side-to-side  semi-closed  anasto- 
mosis is  recommended,  this  being  one  of  the  rela- 
tively aseptic  types  of  anastomosis.  With  attention 
to  details  gross  contamination  is  avoided  and  a secure 
anastomosis  is  obtained. 

Complementary  ileostomy  is  mentioned  to  be  con- 
demned, and  this  can  scarcely  be  done  too  strongly. 
With  the  ileocecal  valve  removed  this  distinctly 
hazardous  procedure  becomes  unnecessary. 

Drainage  of  the  abdominal  cavity  is  similarly  not 
advisable,  but  the  use  of  a small  drain  beneath  the 
fascia  of  the  wound  is  recommended.  The  drain  is 
removed  in  forty-eight  hours. 


There  is  the  further  pertinent  point  that  the  best 
operative  procedure  cannot  long  stand  up  against 
inadequate  preoperative  and  postoperative  care.  The 
details  of  such  care  are  of  no  less  importance  than 
are  those  of  the  technical  procedure  itself. 

Obviously,  the  surgeon  should  use  that  operative 
procedure  which  produces  the  best  results  in  his 
hands.  We  believe  that  the  data  reported  here  sup- 
port the  conclusion  that  one-stage  colectomy  with 
immediate  anastomosis  is  a superior  method  of  treat- 
ment for  carcinoma  of  the  right  colon,  and  that  it 
can  be  utilized  with  a reasonable  risk  provided  it  is 
carried  out  precisely  with  attention  to  certain  funda- 
mental prniciples. 


POST-WAR  INDUSTRIAL  HEALTH 

Robert  J.  Watt,  Washington , D.  C. 


The  Author.  International  Representative  American 
Federation  of  Labor 


'T'he  organized  workers  are  convinced  that  post- 
war  industrial  health  is  dependent  upon  the 
establishment  of  a system  of  health  insurance  which 
will  provide  adequate  hospital  and  medical  care  for 
all  who  need  it.  They  believe  that  paying  for  medical 
care  in  small  regular  amounts  through  pay-roll  de- 
ductions during  employment  is  the  best  method 
which  will  enable  workers  to  earn  insurance  pro- 
tection. 

Workers  agree  with  the  action  of  the  House  of 
Delegates  of  the  American  Medical  Association  in 
September,  1938,  when  they  approved  the  following- 
resolution: 

“Your  committee  recognizes  the  soundness  of  the 
principle  of  workmen’s  compensation  laws  and 
recommends  the  expansion  of  such  legislation  to 
provide  for  meeting  the  costs  of  illness  sustained  as 
a result  of  employment  in  industry.” 

Under  the  present  unemployment  compensation 
system,  workers  in  covered  employments  receive 
cash  unemployment  benefits  if  they  are  able  to  work 
but  cannot  find  a job.  The  worker,  who  reaches  the 
age  of  65  and  is  covered  by  the  old-age  and  sur- 


vivors’ insurance  provisions  of  the  act,  also  receives 
monthly  cash  payments  as  long  as  he  lives. 

Under  the  State  Workmen’s  Compensation  laws, 
weekly  benefits  are  paid  to  employed  persons  who 
have  suffered  sickness  or  injury  caused  by  their 
employment.  Within  limits,  which  are  still  very 
great,  they  receive  a measure  of  medical  attention. 

But  the  worker  who  loses  his  job  because  of  in- 
jury or  illness  not  connected  with  his  work,  has  no 
protection  whether  the  illness  lasts  a few  weeks  or 
a few  months  or  years.  And  every  day  in  the  United 
States  between  a million  and  a million  and  a half 
workers  are  absent  from  their  jobs  because  of  illness 
or  injury.  More  than  nine-tenths  of  the  time  lost  in 
industry  for  this  reason  is  the  result  of  sickness  and 
accidents  not  covered  by  the  workmen’s  compensa- 
tion laws. 

Recent  estimates,  based  on  the  National  Health 
Survey  findings,  indicate  that  nearly  7 million  per- 
sons are  disabled  on  any  given  day  because  of  sick- 
ness or  disability.  Many  more  than  7 million  suffer 
from  illness  or  defects  which,  while  not  completely 
disabling,  do  lower  their  working  ability.  About  23 
million  persons  or  more  than  1 person  in  6 in  the 
United  States  have  some  disease,  impairment,  or 
serious  defect  of  hearing  or  vision. 


An  address  given  at  the  Council  on  Industrial  Health,  American  Medical  Association,  Chicago,  Illinois,  February  15,  1944 
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The  annual  cost  of  accidents  and  ill  health  prob- 
ably amounts  to  more  than  $10  billion  each  year. 
This  huge  sum,  which  the  United  States  Chamber 
of  Commerce  calls  “the  annual  tax  nobody  gets,” 
could  be  greatly  cut  down  if  the  American  people 
received  the  medical  care  they  needed  and  the  care 
American  doctors  are  capable  of  providing. 

Workers  are  familiar  with  the  fact  that  53  per 
cent  of  the  first  3 million  young  men,  mostly  under 
30,  examined  under  selective  service  were  rejected 
because  of  physical  defects  and  diseases.  We  know 
that  in  one  particular  state  two-thirds  of  the  selec- 
tive service  registrants  found  to  be  qualified  for 
limited  service  all  needed  corrective  medical,  sur- 
gical, or  dental  procedures  for  rehabilitation. 

Workers  know  that  sickness  comes  oftener  and 
lasts  longer  and  death  comes  earlier  in  the  homes 
of  the  poor.  Members  of  families  with  incomes 
under  $ 1 ,000  have  nearly  twice  as  many  days  of  dis- 
ability as  those  in  families  with  incomes  of  $3,000. 
Although  the  poor  have  greater  and  more  frequent 
need  for  care,  they  get  less. 

We  cannot  predict  the  costs  of  illness.  Families 
can  budget  for  their  other  expenditures,  but  not  for 
medical  care.  We  find  that  nearly  $4  billion  was 
spent  in  1942  on  account  of  illness  and  disability— less 
than  4 per  cent  of  the  total  national  income.  A spread 
of  these  expenditures  through  an  insurance  system 
would  enable  each  family  to  obtain  needed  medical 
and  hospital  care  on  the  basis  of  making  a contribu- 
tion proportionate  to  its  income. 

But  you  may  say  that  such  an  insurance  system  is 
“socialized  medicine.”  That  is  a generality  which 
needs  some  explanation.  If  we  look  at  your  own 
records  for  a moment  we  will  see  that  the  Journal 
of  March  27,  1943  said  that  97  per  cent  of  the  beds 
in  mental  hospitals  and  85  per  cent  of  those  in  tuber- 
culosis sanatariums  were  in  governmental  hospitals. 
That  would  seem  to  indicate  that  there  is  agreement 
that  the  care  of  the  mentally  ill  and  tuberculous  per- 
sons is  the  responsibility  of  government. 

Another  argument  which  has  the  workers  con- 
fused, is  that  a system  of  insurance  would  place 
many  physicians  on  a salary  basis.  We  find  that  there 
were  about  33,000  physicians  holding  salaried  posi- 
tions on  January  31,  1942  and  we  can  probably  add 
about  45,000  in  the  armed  services.  We  simply  re- 
fuse to  believe  that  those  thousands  of  physicians 
will  provide  anything  but  the  best  of  care  regard- 
less of  the  methods  of  payment. 


Workers  are  concerned  because  we,  as  a nation, 
insist  on  having  capable  doctors  to  serve  our  citizens 
in  the  armed  services,  while  at  the  same  time  we  are 
unwilling  to  extend  the  benefits  of  adequate  medical 
attention  to  the  soldiers  of  the  production  line  whose 
efforts  are  so  necessary  to  sustain  our  economy. 

Time  has  demonstrated  that  our  present  methods 
are  inadequate.  Only  in  few  cases  can  the  worker, 
whose  earning  power  is  crippled  by  accident  or  ill- 
ness, afford  the  care  he  needs.  We  agree  with  you  on 
the  necessity  for  prompt  diagnosis  and  medical 
attention  for  those  who  are  ill  but  remind  you  the 
obstacles  are  almost  insuperable  for  the  great  major- 
ity in  the  absence  of  a system  of  health  insurance. 

Workers  want  to  establish  a complete  health  in- 
surance program  for  all  wage  earners.  They  do  not 
agree  that  such  insurance  should  be  restricted  to 
voluntary  programs  among  the  more  prosperous, 
and  which  leave  a fringe  of  wealthy  persons  paying 
high  fees  to  finance  free  clinics  and  non  collectible 
services  rendered  to  the  one-tlurd  of  our  people. 

Workers  recognize  clearly  that  the  cooperation 
of  the  medical  profession  is  essential  to  the  efficient 
operation  of  any  program  providing  for  medical 
care.  We  know  that  you  are  familiar  with  the  signifi- 
cant changes  in  medical  knowledge  and  the  im- 
proved techniques  of  medicine.  We  are  also  familiar 
with  the  fact  that  only  a few  have  the  benefits  of 
your  knowledge  and  improved  techniques. 

As  a representative  of  an  organization  of  nearly  7 
million  men  and  women,  I can  sincerely  say  that  we 
are  anxious  for  your  help  and  advice.  What  we  pro- 
pose may  not  be  a finished  product,  but  we  remem- 
ber the  long  struggle  to  get  workmen’s  compensa- 
tion which  we  have  not  vet  won.  We  remember  the 

w 

struggle  to  get  compensation  for  occupational 
diseases  which  we  have  not  yet  half  won.  And  we 
remember  that  in  almost  every  state  we  have  made 
the  fight  alone,  and  some  of  our  older  folks  won- 
der, even  if  we  tried,  could  we  always  be  wrong. 

Workers  want  to  provide  the  essential  ground- 
work for  a system  of  medical  care  insurance  which 
will  enable  the  people  of  the  United  States  to  pay 
for  their  medical  care  in  small  regular  amounts 
through  pay-roll  deducations  during  employment 
without  disturbing  the  professional  aspects  of  medi- 
cal practice. 

We  believe  only  the  methods  of  payment  will  be 
changed.  We  believe  the  choice  of  a doctor  should 
be  assured  under  any  system  and,  even  more  im- 
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portant,  the  opportunity  for  change  of  physician 
should  be  left  to  the  individual. 

x 

Under  ordinary  circumstances,  the  workers  would 
continue  to  be  treated  by  the  same  doctors  if  they 
have  a doctor.  Unfortunately,  far  too  many  of  our 
people  no  longer  have  a family  doctor.  They  wait 
until  sickness  comes  before  calling  on  one.  But  an 
insurance  system  would  provide  an  incentive  for 
families  to  choose  their  doctors  in  advance,  since 
they  will  know  that  payment  in  time  of  illness  will 
be  provided  to  the  physicians  they  select.  We  be- 
lieve that  the  relationship  between  the  physician  and 
che  patient  should  be  improved  since  the  important 
financial  barrier  will  be  removed. 

There  is  nothing  more  essential  in  the  life  of  the 
modern  community  than  the  promotion  of  the  health 
of  the  individual.  But  aside  from  that  we  have  a 
primary  interest,  right  now,  in  conserving  every 
possible  man-hour  for  production. 

A government  release  on  January  20,  1944  pointed 
out  that  industrial  casualties  since  Pearl  Harbor  to 
January  1,  1944  were  37,600  killed— 7,500  more  than 
the  military  dead;  210,000  permanently  disabled  and 
4,500,000  temporarily  disabled— 60  times  more  than 
the  wounded  and  missing. 

At  the  same  time  estimates  by  the  National  Indus- 
trial Conference  Board  show  that  our  losses  from  ill- 
ness are  now  approximately  350  million  man-days 
per  year.  1 his  problem,  which  we  have  done  little 
about,  is  becoming  more  important  not  only  in 
terms  of  human  suffering  but  in  terms  of  our  effort 
to  hasten  victory. 

Workers  believe  that  physicians  and  labor  and 
management  should  take  the  initiative  in  getting 
started  on  a joint  approach  to  the  problem  of  pro- 
moting health  and  preventing  accidents.  We  realize 


that  it  may  not  be  a spectacular  job,  but  the  oppor- 
tunity it  presents  should  appeal  to  every  worthwhile 
instinct  we  possess. 

A joint  effort  would  not  only  give  full  scope  to 
the  effort  of  doctors,  labor  and  management.  It 
would  help  avoid  human  suffering  and  family  dis- 
tress, and  help  prevent  the  heavy  financial  burden 
on  the  worker  and  help  avoid  the  need  for  relief 
and  charity. 

If  the  American  community  is  to  preserve  itself, 
a great  segment  of  working  people  cannot  be  set 
apart  as  a group  of  worthy  poor  for  the  community 
to  assist  when  illness  strikes.  Your  professsion  in- 
cludes perhaps  the  highest  percentage  of  any  group 
who  are  utterly  unselfish,  eager  to  improve  their 
skills  and  sincerely  interested  in  helping  solve  the 
problems  of  the  group  that  needs  you  most. 

We  don’t  believe  that  a system  of  health  insurance 
would  dull  those  instincts  of  public  service.  Quite 
the  contrary,  we  believe  that  health  insurance  would 
enable  a doctor  to  practice  medicine  full  time  instead 
of  having  to  be  part  doctor  and  part  collection 
agency  and  business  man.  We  believe  that  the  medi- 
cal profession  will  achieve  new  heights  of  public- 
service  and  personal  unselfishness  when  we  have  a 
health  insurance  which  enables  a doctor  to  minister 
to  those  who  need  his  aid  most  but  who  now  are 
unable  to  get  competent  medical  care. 

We  urge  you  to  give  sympathetic  consideration 
to  this  problem.  Try  to  think  of  it  in  terms  of  the 
worker  who  is  ill,  and  if  adequate  medical  care  is 
not  available  may  remain  a burden  to  their  families 
and  to  the  community.  We  urge  you  to  lend  your 
great  skill  and  resources  in  working  out  the  best 
possible  system  in  one  of  the  few  lands  where  we 
can  still  search  for  truth,  progress  and  human  service. 
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THE  TREATMENT  OF  DIABETES  WITH  COMBINATIONS  OF  ORDINARY  AND 

OF  PROTAMINE  INSULIN 

Alexander  W.  Winkler,  m.d.,  New  Haven 


The  Author.  Assistant  Professor  of  Medicine,  Yale 
School  of  Medicine,  Associate  Physician,  New 
Haven  Hospital 


Treatment  of  the  same  patient  simultaneously 
with  ordinary1  insulin  and  with  protamine  in- 
sulin has  only  a restricted  field  of  usefulness,  first 
of  all,  it  has  no  place  in  the  treatment  of  the  acute 
emergencies  to  which  the  diabetic  patient  is  subject, 
such  as  infections,  operations  and  coma.  Here  ordi- 
nary insulin  is  always  the  instrument  of  choice,  since 
rapidity  of  action  is  essential.  The  long  continued 
action  of  protamine  insulin  is,  indeed,  a clear  contra- 
indication to  its  use  in  acute  conditions,  since  it  is 
obviously  impossible  to  foresee  at  the  time  of  each 
injection  what  the  insulin  requirements  will  be 
twelve  to  twenty-four  hours  later.  Secondly,  it  has 
no  place  in  the  treatment  of  any  diabetic  patient 
who  can  be  satisfactorily  regulated  by  simpler 
means.  In  perhaps  a majority  of  all  diabetic  patients 
no  insulin  at  all  is  regularly  required;  dietary  adjust- 
ment alone  suffices  to  keep  them  aglycosuric  and 
in  good  nutritional  state.  Of  those  requiring  some 
insulin,  the  majority  can  be  satisfactorily  controlled 
with  a single  small  dose  of  ordinary  insulin  taken 
once  a day  before  breakfast.  The  field  of  usefulness 
of  combinations  of  the  two  insulins  is  therefore  con- 
fined to  that  minority  of  diabetic  patients  in  whom 
a single  small  morning  dose  of  insulin  fails  to  con- 
trol glycosuria  throughout  the  day.  Attempts  to 
remedy  this  situation  by  increasing  this  single  morn- 
ing dose  of  insulin  unduly  almost  inevitably  results 
in  hypoglycemic  reactions  at  some  time  during  the 
day.  With  ordinary  insulin  alone  such  reactions  are 
most  apt  to  occur  just  before  lunch  on  the  same  day. 
With  protamine  insulin  they  usually  occur  in  the 

1.  The  term  “ordinary”  insulin  includes  both  older  amorph- 

ous and  more  modern  crystalline  insulin  preparations,  d heir 
action  is  apparently  identical  (1). 


early  morning  hours  before  breakfast  on  the  suc- 
ceeding day  when  they  are  especially  dangerous 
because  of  the  difficulty  in  recognition.  Excessive 
single  doses  of  either  insulin  not  only  produce 
hypoglycemic  reactions,  but  provoke  excessive 
hyperglycemia  and  glycosuria  following  the  re- 
actions. 

Before  the  advent  of  protamine  insulin,2  this 
dilemma  could  only  be  resolved  by  giving  two  or 
even  three  separate  injections  of  ordinary  insulin  at 
intervals  throughout  the  day.  Early  experience  with 
single  large  doses  of  protamine  insulin  indicated 
that  protamine  insulin  alone  was  no  more  satisfac- 
tory than  was  ordinary  insulin  in  the  regulation  of 
glycosuria  throughout  the  twenty-four  hour  period. 
Excessive  nocturnal  glycosuria  could  be  avoided, 
but  only  at  expense  of  diurnal  glycosuria.  The  use 
of  protamine  insulin  and  of  ordinary  insulin  given 
at  the  same  time  met,  however,  with  more  success. 
Ordinary  insulin,  acting  rapidly,  prevented  glyco- 
suria throughout  the  day,  while  protamine  insulin, 
exerting  its  maximal  effect  throughout  the  long 
period  of  overnight  starvation,  abolished  the  over- 
night rise  in  the  blood  sugar  and  with  it  the  noc- 
turnal glycosuria.  Various  modes  of  combining  the 
two  insulins  and  various  techniques  of  administra- 
tion have  been  proposed.  Before  proceeding  to  a 
discussion  of  their  relative  advantages  and  disad- 
vantages, some  consideration  of  the  chemical  be- 
havior of  insulin  towards  protamine  is  desirable. 

The  term  “protamine”  refers  to  any  one  of  a cer- 
tain group  of  simple  water  soluble  proteins,  not 
coagulable  by  heat,  having  strongly  basic  properties. 
They  precipitate  other  proteins  from  their  aqueous 
solutions,  and  advantage  is  taken  of  this  property  in 
the  preparation  of  protamine  insulin.  The  pH  of 
the  body  fluids  is  approximately  that  at  which  prota- 
mine insulin  has  its  minimum  solubility  (i.e.,  its 
isoelectric  point),  so  that  the  rate  of  absorption  of 
a suspension  of  precipitated  protamine  insulin 
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buffered  to  pH  7.3  is  much  less  than  that  of  ordinary 
insulin.  Commercial  preparations  of  protamine  in- 
sulin contain  a considerable  excess  of  uncombined 
protamine.  There  is  also  zinc  present,  which  stabil- 
izes the  preparation.3  The  combination  of  protamine 
and  of  insulin  is  a reversible  one,  and  may  be  repre- 
sented by  a simple  chemical  equation: 

Protamine  -f-  Insulin  = Protamine  Insulin 

In  such  a system  all  three  products  are  always 
present  and  in  equilibrium.  Addition  of  free  prota- 
mine will  diminish  the  amount  of  free  insulin  and 
increase  the  amounts  of  protamine  and  of  protamine 
insulin;  vice  versa,  addition  of  free  insulin  will 
diminish  the  amount  of  protamine  and  increase  the 
amounts  of  free  insulin  as  soon  as  equilibrium  is 
established.  Since  commercial  preparations  of  prota- 
mine insulin  contain  a considerable  excess  of  free 
protamine,  very  little  free  insulin  is  present.  If 
ordinary  insulin  is  mixed  with  such  a commercial 
preparation,  some  of  it  will  combine  with  the  free 
protamine  to  form  protamine  insulin,  but  some  of  it 
will  remain  as  free  insulin.  The  greater  the  amount 
of  ordinary  insulin  added,  the  more  free  insulin  there 
will  be  in  the  resultant  mixture  after  equilibrium  has 
been  established.  In  Figure  1 (redrawn  from  Peck4), 
are  presented  schematically  the  fractions  of  free 
insulin  which  will  finally  be  present  in  mixtures  of 
commercial  protamine  insulin  and  of  ordinary  in- 
sulin in  varying  proportions.  The  line  as  drawn  is 
only  very  approximate,  and  its  exact  location  might 
vary  somewhat  from  preparation  to  preparation,  but 
it  illustrates  the  magnitudes  involved.  Until  com- 
mercial protamine  insulin  and  ordinary  insulin  are 
mixed  together  in  about  equal  proportions,  the 
amount  of  free  insulin  remaining  is  quite  small.  In  a 
one  to  one  mixture,  about  one  half  of  the  added 
ordinary  insulin  will  be  precipitated  and  one  half 
free;  in  other  words,  one-quarter  of  the  insulin  in 
the  preparation  will  be  in  the  free  form.  As  more 
ordinary  insulin  is  added,  the  proportion  of  free 
insulin  in  the  resultant  mixture  increases  sharply. 

Because  of  this  excess  of  free  protamine  in  com- 
mercial preparations  of  protamine  insulin,  two 
separate  injections  of  ordinary  and  of  the  protamine 
insulin  at  two  different  sites  at  one  time  was  com- 
monly advised,  lest  the  rapid  action  of  ordinary 
insulin  be  lost  through  precipitation  by  the  prota- 
mine. Such  a procedure  is  physiologically  entirely 
unobjectionable.  Simple  superimposition  of  the 
separate  effects  of  each  insulin  results,  and  the 
administration  of  a great  excess  of  protamine  insulin 


does  not  in  any  way  inhibit  the  full  effect  of  a small 
dose  of  regular  insulin.  From  the  clinical  point  of 
view,  however,  the  making  of  two  separate  hypo- 
dermic injections  constitutes  a serious  burden  to  the 
patient  over  a long  period  of  time.  Obviously  a 
single  injection  is  to  be  preferred  if  it  can  achieve 
the  same  results.  Extensive  experience  in  this  clinic 
and  elsewhere  indicates  that  the  use  of  the  two 
insulins,  drawn  into  a single  syringe  and  injected 
together  at  once,  gives  a combination  of  rapid  and 
prolonged  action.  The  result  is  as  satisfactory  as  that 
with  the  two  injection  method  in  the  control  of 
glycosuria  throughout  the  twenty-four  hour  cycle. 
This  is  only  to  be  expected  from  Figure  1,  since 
ordinary  insulin  in  mixtures  of  suitable  proportions 
of  the  two  insulins  is  only  partly  precipitated.  The 
effects  of  the  two  insulins  given  this  way  are  not 
necessarily  exactly  the  same  as  that  produced  when 
they  are  separately  injected.  Since  some  of  the 
ordinary  insulin  is  converted  to  protamine  insulin, 
it  is  usually  necessary  to  give  a somewhat  larger 
proportion  of  ordinary  insulin  than  in  the  separate 
injection  method.  However,  the  results  of  giving 
the  two  in  a certain  proportion  are  quite  repro- 
ducible in  any  given  patient.  All  that  is  necessary, 
therefore,  is  that  the  single  injection  technique  be 
consistently  employed.  Actually,  we  have  usually 
had  the  best  results  when  ordinary  and  protamine 


Figure  i 

A schematic  representation  of  the  results  of  mixing 
commercial  protamine  insulin  with  ordinary  insulin 
in  various  proportions,  the  final  pH  being  adjusted 
to  7.3.  Part  of  the  ordinary  insulin  is  precipitated  as 
protamine  insulin,  part  continues  to  be  present  as 
free  insulin.  From  the  data  of  Peck  (4). 
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insulin  are  employed  in  approximately  equal 
amounts.  Exceptional  cases  may  require  some  excess 
of  ordinary  insulin.  Administration  of  a considerable 
excess  of  protamine  insulin  by  this  method  does 
not,  however,  always  abolish  all  rapid  action, 
although  such  a result  might  be  expected  from 
Figure  i.  This  may  be  due  to  the  incompleteness 
of  mixing  with  this  technique. 

The  use  of  mixtures  of  the  two  insulins  made  some 
time  before  injection  has  recently  been  advocated.5*6’7 
Although  this  method  can  undoubtedly  be  made  to 
work  satisfactorily,  there  is  no  evidence  at  present 
that  it  has  any  advantage  over  partial  mixture  in  the 
syringe  just  before  injection.  It  has  the  obvious 
disadvantage  that  it  is  impossible  to  vary  the  pro- 
portions once  the  insulins  are  mixed.  This  means,  in 
effect,  that  the  patient  must  take  exactly  the  same 
proportion  of  regular  to  protamine  insulin  every 
day  until  his  bottle  is  exhausted.  Few  diabetics  are 
so  stable  that  this  procedure  is  entirely  desirable. 
The  only  alternative  appears  to  be  the  preparation 
or  purchase  of  a whole  series  of  mixtures  of  the  two 
insulins  in  various  proportions.  At  the  moment  there 
would  seem  to  be  little  advantage  in  this  procedure, 
and  the  costliness  of  treatment  would  undoubtedly 
be  enhanced. 

The  present  method  of  choice  in  our  opinion  con- 
sists, therefore,  in  the  single  injection  technique, 
using  insulins  which  are  kept  separate  until  being 
drawn  into  the  syringe  just  before  injection.  I he 
ordinary  insulin  should  be  drawn  up  first  in  order 
to  avoid  contamination  of  its  bottle  with  traces  of 
protamine.  The  proportion  of  one  to  the  other 
must  be  worked  out  for  the  individual  patient,  bear- 
ing in  mind  the  fact  that  a great  excess  of  protamine 
is  probably  undesirable.  It  should  be  recalled  in 
closing  that  the  use  of  ordinary  insulin,  administered 


twice  daily,  is  a valid  alternative  to  the  use  of  any 
combination  of  protamine  and  ordinary  insulin  in  a 
single  dose.  Indeed,  in  many  cases  it  remains  the 
method  of  choice.  Occasional  patients  find  them- 
selves subject  to  early  morning  hypoglycemic  re- 
actions whenever  they  are  taking  protamine  insulin 
in  sufficient  doses  to  control  nocturnal  glycosuria. 
Others  find  the  persistent  action  of  protamine  in- 
sulin undesirable  because  their  daily  routine  may 
be  subject  to  sudden  and  unpredictable  changes. 
The  main  objection  to  regulation  by  two  doses  of 
ordinary  insulin  arise  from  the  necessity  of  going 
through  all  the  routine  of  sterile  hypodermic  injec- 
tion at  two  separate  times  of  the  day.  In  patients  to 
whom  this  procedure  is  not  especially  burdensome, 
and  in  those  frequently  reacting  unfavorably  to 
protamine  insulin,  it  has  much  to  recommend  itself. 

BIBLIOGRAPHY 

1.  Ricketts,  H.  T.,  and  Wilder,  R.  M.:  Solutions  of  amorph- 
ous insulin  and  solutions  of  zinc  insulin  crystals;  clinical 
studies  on  comparative  speed  and  duration  of  action.  J.  Am. 
Alcd.  Ass.,  113:131  (1939). 

2.  Hagedorn,  H.  C.,  Jensen,  B.  N.  Krarup,  N.  B.,  and  Wod- 
strup,  I.:  Protamine  insulinate.  Acta  Med.  Scandinav.  Supple- 
ment 78:678  ( 1936) . 

3.  Scott,  D.  A.,  and  Fisher,  A.  M.:  Effect  of  zinc  salts  on 
the  action  of  insulin.  J.  Pharmacol,  and  Exper.  Therap., 
58:93  (1936). 

4.  Peck,  F.  B.:  Action  of  insulins.  Proc.  Am.  Diabetes  Ass., 
2:69  (1942). 

5.  Colwell,  A.  R.,  Izzo,  J.  W.,  and  Stryker,  W.  A.:  Inter- 
mediate action  of  mixtures  of  soluble  insulin  and  protamine 
zine  insulin.  Arch.  lnt.  Med.,  69:931  (1942). 

6.  Ulrich,  H.:  Clinical  experiments  with  mixtures  of  stand- 
ard and  protamine  zinc  insulin.  Ann.  Int.  Med.,  14:1166 
( 1941 )• 

7.  MacBrvde,  C.  M.,  and  Roberts,  H.  K.:  “Three  to  one” 
modified  protamine  zinc  insulin.  J.  Am.  Med.  Ass.,  121:1243 
(1943). 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


294 


THE  CLINICAL  SIGNILICANCE  OE  BLEEDING  IN  THE  FIRST  HALF  OF 

PREGNANCY 

William  E.  Studdiford,  Jr.,  m.d.,  New  York 


The  Author.  Director , Obstetric  and  Gynecolog- 
ical Service , Bellevue  Hospital;  Professor  of  Obstet- 
rics and  Gynecology,  New  York  University  College 
of  Medicine 


While  pregnancy,  particularly  in  the  early 
months,  is  ordinarily  associated  with  amenor- 
rhea, bleeding  from  the  genital  tract  is  encountered 
not  uncommonly.  This  symptom,  in  the  vast  major- 
ity of  instances,  occurs  during  the  first  three 
months  and  far  less  frequently  during  the  fourth 
and  fifth.  It  may  be  noted  during  the  first  trimester 
of  a pregnancy  which  otherwise  pursues  a normal 
course.  Much  more  frequently  it  signifies  an  ab- 
normal nidation  site,  or  a deficiency  or  abnormality 
in  the  ovum  itself.  Lastly  it  must  not  be  forgotten 
that  bleeding  may  occur  from  other  lesions  of  the 
cervix  or  vagina,  totally  unrelated  to  but  possibly 
influenced  by  pregnancy.  In  considering  the  signif- 
icance of  bleeding  during  the  early  months  of  this 
condition,  it  must  be  remembered  that  with  the 
exception  of  the  last  group,  the  source  of  hemor- 
rhage cannot  be  determined  by  any  direct  method 
of  examination.  The  importance'  of  this  symptom 
can  only  be  determined  by  careful  bimanual  exam- 
ination together  with  inspection  of  the  vagina  and 
cervix.  Such  examinations  may  have  to  be  per- 
formed repeatedly  before  one  can  arrive  at  a logical 
explanation  of  the  underlying  cause.  The  character, 
amount  and  duration  of  bleeding  together  with  the 
accompanying  signs  and  symptoms  must  be  con- 
sidered along  with  the  results  of  such  examinations. 

When  one  considers  the  process  of  nidation  of 
the  early  human  ovum  followed  by  its  subsequent 
rapid  development,  the  destructive  changes  pro- 
duced by  the  trophoblast  in  the  surrounding  pro- 
gestational and  decidual  endometrium  and  the  rapid 
and  extensive  vascular  development  adjacent  to  the 
ovum,  it  does  not  seem  remarkable  that  slight  bleed- 
ing may  occasionally  occur  in  the  early  months  of 
otherwise  normal  intrauterine  pregnancies.  Indeed 


it  is  more  surprising  that  it  is  not  a more  common 
occurrence,  as  it  is  in  some  of  the  animals,  in  whom 
this  symptom  is  termed  by  the  veterinary  surgeon 
“the  placental  sign.”  Bleeding  may  occur  in  the  first 
week  of  pregnancy  and  is  caused  by  the  embedding 
of  the  ovum  in  the  progestational  endometrium. 
Such  bleeding  is  characterized  usually  by  a scanty 
pink  discharge  of  short  duration.  Rarely  it  may 
persist  in  small  amounts  for  several  days  or  even 
for  a few  weeks.  It  is  sometimes  interpreted  by  the 
patient  as  a menstrual  period  although  it  usually 
appears  before  the  date  of  the  expected  menses. 
The  occurrence  of  this  type  of  bleeding  can  give 
rise  to  errors  in  calculating  the  date  of  confinement. 
Hemorrhage  from,  the  nidation  site  should  always 
be  suspected  when  the  patient  states  that  her  last 
period  was  scanty,  early,  and,  when  on  bimanual 
examination,  the  uterus  is  found  to  be  larger  than 
it  should  be.  Bleeding  may  occur  on  one  or  more 
occasions  during  the  first  three  months  in  preg- 
nancies which  subsequently  prove  to  be  normal. 
As  a rule  such  hemorrhage  is  scanty,  bright  red  at 
first,  but  rapidly  becoming  brownish  and  tending 
to  disappear.  Rarely  it  may  be  profuse,  or  prolonged 
over  several  days  or  weeks.  Such  patients  often  state 
that  they  have  “menstruated”  during  the  early 
months  of  gestation,  if  such  bleeding  occurs  with 
any  semblance  of  regularity.  The  true  explanation 
must  lie,  however,  in  degenerative  and  ulcerative 
areas  in  the  thin  layer  of  the  decidua  capsularis 
which  is  being  carried  further  and  further  away 
from  its  blood  supply  by  the  expanding  ovum.  This 
type  of  bleeding  is  rarely  seen  after  the  third  month 
when  the  decidua  capsularis  and  the  decidua  vera 
fuse  and  obliterate  the  uterine  cavity.  The  nature 
of  this  symptom  cannot  be  determined  at  its  onset. 
Its  short  duration,  the  absence  of  any  painful  uter- 
ine contractions  or  backache,  the  finding  on  bi- 
manual examination  of  a uterus  of  the  expected  size 
and  consistency,  and  the  absence  of  any  vaginal  or 
cervical  lesions  on  speculum  examination,  should 
make  one  fairly  certain  of  its  origin.  Such  a con- 
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elusion  may  not  be  reached  with  any  certainty  for 
several  days  during  which  time  the  patient  should 
be  put  at  complete  rest  and  treated  as  a threatened 
abortion.  Limited  activity  can  be  permitted  once 
the  bleeding  has  ceased  and  examination  reveals  that 
the  uterine  pregnancy  is  developing  at  a normal 
rate.  During  this  period  sedatives  may  be  of  some 
value  in  calming  a nervous  patient.  The  use  of  pro- 
gesterone in  daily  doses  of  2-5  milligrams  for  forty- 
eight  hours  may  have  some  value  in  reducing  the 
tone  of  the  uterine  musculature  and  thus  minimizing 
any  disturbance  to  the  ovum.  It  must  be  realized, 
however,  that  this  dosage  represents  but  a small 
fraction  of  the  quantity  of  this  hormone  produced 
daily  in  the  course  of  a normal  pregnancy  and  that 
its  real  value  in  such  situations  is  open  to  doubt.  In 
some  instances  the  lesion  of  the  decidua  capsularis 
may  be  extensive  giving  rise  to  profuse  hemorrhage, 
and  irreparable  damage  to  the  ovum.  As  a rule  such 
an  extensive  accident  is  followed  rapidly  by  the  signs 
and  symptoms  of  abortion,  terminating  in  the  ex- 
pulsion of  an  ovum  which  appears  grossly  and 
microscopically  normal.  In  the  presence  of  profuse 
hemorrhage  which  does  not  cease  or  diminish  with- 
in a short  time,  much  blood  loss  will  be  avoided  by 
immediate  evacuation  of  the  ovum  by  curettage. 

While  bleeding  occasionally  appears  during  the 
early  course  of  otherwise  normal  pregnancies,  it  is 
noted  with  much  greater  frequency  when  the  preg- 
nancy is  in  any  way  abnormal.  Among  the  condi- 
tions with  which  it  is  associated  are  degeneration  of 
the  ovum  in  intrauterine  gestation,  ectopic  preg- 
nancy, hydatidiform  mole,  and,  occasionally,  in 
early  placenta  previa.  The  character  of  the  bleed- 
ing and  the  associated  findings  in  each  of  these 
conditions  must  be  considered  in  some  detail. 

Abortion  is  the  most  frequent  of  these  conditions, 
occurring  in  about  10%  of  all  pregnancies.  Examina- 
tion of  large  numbers  of  early  aborted  ova  has 
revealed  the  fact  that  at  least  three-quarters  of  these 
specimens  show  developmental  failures  or  degenera- 
tive changes  undoubtedly  preceding  by  weeks  the 
expulsive  process.  Failure  of  chorionic  development 
or  degenerative  changes  in  the  ovum  following  the 
death  of  the  embryo  lead  to  a repression  of  the 
mechanism  which  enables  the  uterus  to  retain  the 
developing  pregnancy.  It  is  probable  that  insufficient 
or  diminishing  quantities  of  chorionic  hormone  lead 
to  degenerative  changes  in  the  corpus  luteum.  1 hese 
in  turn  are  followed  by  a breakdown  of  the  uterine 
decidua  which  is  announced  clinically  by  the  ap- 


pearance of  a brownish  uterine  discharge.  I his  may 
be  followed  almost  immediately  by  the  onset  of 
painful  uterine  contractions  and  backache  accom- 
panied by  bright  red  bleeding,  followed  by  the 
usual  course  of  uterine  abortion.  On  the  other  hand 
days  or  weeks  may  go  by  before  the  expulsive 
mechanism  becomes  active.  Rarely,  in  the  condi- 
tion of  missed  abortion,  the  uterus  fails  to  expel  the 
degenerating  ovum  and  may  retain  it  for  periods  as 
long  as  one  or  two  years.  In  cases  of  this  type  in 
which  the  active  process  of  abortion  is  delayed,  the 
patient  should  be  put  to  bed  and  observed.  As  a rule 
the  brownish  or  dark  red  uterine  discharge  becomes 
more  profuse  as  time  goes  on.  Bimanual  examination 
may  reveal  a uterus  which  is  boggy  in  consistency, 
and  smaller  than  the  history  would  indicate,  signi- 
fying cessation  of  ovular  development.  As  a rule  no 
tenderness  or  adnexal  mass  is  found.  Failure  of  the 
development  of  any  of  the  secondary  symptoms  of 
pregnancy,  or  their  abrupt  cessation  in  the  first 
month  of  pregnancy,  is  strongly  suggestive  that  a 
defective  ovum  is  present.  Hormonal  tests  may  be 
performed,  but  must  always  be  considered  in  rela- 
tion to  the  clinical  findings  which  are  of  much  more 
value.  The  Aschheim-Zondek  test  may  remain  posi- 
tive for  long  periods  after  the  ovum  has  begun  to 
degenerate  due  to  the  survival  of  groups  of  chorionic 
cells,  but  a negative  test  is  of  some  value.  When  the 
ovum  is  degenerate  only  small  quantities  of  preg- 
nandial  will  be  found  in  the  urine.  As  long  as  any 
doubt  is  entertained  in  regard  to  vitality  of  the 
ovum,  conservatism  can  be  practiced.  Once  one  is 
certain  that  development  has  stopped,  prompt 
efforts  should  be  made  to  empty  the  uterus  by  the 
use  of  oxytoxic  drugs.  Should  these  fail,  and  the 
size  of  the  uterus  not  exceed  that  of  a three  months’ 
pregnancy,  the  ovum  should  be  promptly  evacuated 
by  curettage.  When  the  uterus  is  larger  than  three 
months,  it  is  safer  to  await  spontaneous  abortion 
w hich  w ill  eventually  occur  in  most  patients.  In  this 
type  of  case  it  is  useless  to  employ  corpus  luteum 
hormone  except  for  a few  days.  Continued  use 
represents  the  w-aste  of  an  expensive  agent  and,  in 
addition,  may  favor  the  retention  of  the  disinte- 
grating pregnancy.  Profuse  bleeding  in  the  first 
trimester  which  does  not  diminish  abruptly  warrants 
the  immediate  evacuation  of  the  ovum  by  dilitation 
and  curettage. 

Patients  w ith  extrauterine  gestation,  the  incidence 
of  which  is  estimated  to  occur  once  in  four  hundred 
pregnancies,  develop  symptoms  necessitating  inter- 
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vention  in  most  instances  during  the  first  half  of 
pregnancy.  According  to  a recent  analysis  of  over 
250  cases  observed  on  the  Gynecological  Service  at 
Bellevue  Hospital,  uterine  bleeding  occurs  in  over 
95%  of  these  patients.  The  source  of  bleeding  in 
such  patients  is  twofold,  both  being  present  in  many 
instances.  In  certain  cases,  the  bloody  discharge 
may  be  derived  from  a hemorrhagic  transudate  from 
the  thin  necrotic  layer  of  tubal  mucous  membranes 
which  simulates  in  an  ineffectual  fashion  the  decidua 
capsularis  of  the  uterine  nidation  site.  This  bloody 
discharge  drains  downward  through  the  tube  and 
escapes  through  the  cervix.  At  operation  a viable 
ovum  will  be  found  and  associated  with  it  will  be 
noted  a thick  well  preserved  uterine  decidua.  More 
often,  however,  the  bleeding  may  be  ascribed  to 
degeneration  of  the  decidua  secondary  to  disinte- 
gration  of  the  ovum,  probably  due  to  the  excessive 
hemorrhage  produced  by  its  growth  at  a site  not 
functionally  adapted  to  this  process.  The  breakdown 
of  this  mucous  membrane  causes  a brownish  or 
bloody  discharge.  Occasionally  this  process  may  be 
accompanied  by  profuse  bleeding  simulating  that 
accompanying  uterine  abortion.  Still  more  rarely 
the  patient  may  pass  a complete  cast  of  decidua 
resembling  an  early  uterine  abortion.  When  one 
examines  such  a specimen  grossly  and  microscopic- 
ally and  finds  no  evidence  of  chorionic  tissue,  one 
should  immediately  suspect  the  presence  of  an 
extrauterine  pregnancy.  The  examination  of  the 
tubal  specimen  removed  from  such  a patient  will 
always  show  degeneration  of  the  chorion.  The 
uterine  decidua  is  regressing  or  absent. 

Because  of  the  varied  sources  from  which  uterine 
bleeding  may  occur  during  this  condition,  the 
pattern  of  bleeding  varies  widely  in  different  cases. 
Many  of  these  patients  do  not  have  any  extended 
periods  of  amenorrhea,  over  one-third  of  them 
beginning  their  history  of  bleeding  within  40  days 
of  the  last  normal  menstruation.  In  the  remainder  a 
definite  period  of  amenorrhea  is  present  which  sug- 
gests the  possibility  of  early  pregnancy.  Bleeding 
may  vary  from  spotting  of  only  a few  hours  dura- 
tion to  several  weeks.  In  the  latter  instance  it  is 
often  intermittent  in  character,  the  quantity  varying 
from  scanty  to  fairly  profuse. 

Ectopic  pregnancy  may  present  a characteristic 
clinical  picture  or  it  may  simulate  pelvic  inflamma- 
tory disease  or  early  uterine  pregnancy.  It  is  with 
the  last  type  of  case  that  we  are  chiefly  concerned 
in  this  discussion.  One  should  never  be  too  critical 


of  the  colleague  who  mistakes  an  ectopic  pregnancy 
for  2n  early  uterine  gestation.  Such  patients  fre- 
quently report  the  onset  of  slight  bleeding  after 
several  weeks  of  amenorrhea.  On  bimanual  examina- 
tion at  this  time,  the  tubal  mass  produced  by  the 
growing  ovum  may  be  so  small  as  to  escape  detec- 
tion. Advanced  destructive  changes  in  the  tube  and 
intraperitoneal  hemorrhage  have  not  occurred  as  yet 
so  that  tenderness  is  absent.  Sufficient  uterine  en- 
largement and  softening  may  occur  due  to  the  de- 
velopment of  the  decidua  and  to  loss  of  uterine  tone 
so  that  the  characteristics  of  early  uterine  pregnancy 
are  closely  imitated.  The  initial  diagnosis  in  such 
cases  is  often  that  of  early  uterine  pregnancy  with 
threatened  abortion.  Such  a picture  may  change 
rapidly  so  that  within  a few  hours  or  days  it  is 
equally  characteristic  of  extrauterine  gestation.  Some 
warning  may  take  place  in  the  appearance  of  uni- 
lateral cramp-like  or  knife-like  pain,  or  the  change 
may  be  ushered  in  by  violent  pain  accompanied  by 
a period  of  temporary  syncope  and  the  appearance 
of  abdominal  tenderness  usually  most  marked  over 
one  side  of  the  lower  abdomen.  Bimanual  examina- 
tion of  such  a patient  will  almost  always  yield 
definite  evidence  of  an  extrauterine  pregnancy  in 
the  presence  of  a unilateral,  exquistely  tender,  in- 
definite mass  and  in  marked  sensitivity  to  the  motion 
of  the  uterus.  If  clinical  evidence  of  intraperitoneal 
hemorrhage  is  present  as  indicated  by  a rapid 
pulse,  a fall  in  blood  pressure,  and  abdominal  dis- 
tention, immediate  laparotomy  is  indicated.  When 
evidence  of  internal  hemorrhage  is  absent,  particu- 
larly if  any  doubt  exists  as  to  the  diagnosis,  the 
patient  may  be  put  at  complete  rest  under  observa- 
tion. It  should  be  emphasized  that  such  observa- 
tion should  always  take  place  in  a hospital  because 
of  the  danger  of  a sudden  internal  hemorrhage  which 
may  necessitate  immediate  surgical  intervention. 

Hydatidiform  mole,  a rare  disease  of  the  ovum 
occurring  about  once  in  every  1,^00  pregnancies, 
is  almost  always  accompanied  by  uterine  bleeding. 
The  sanguineous  discharge  usually  begins  after  a 
short  period  of  amenorrhea  and  persists  for  varying 
lengths  of  time.  The  untreated  case  usually  ter- 
minates by  spontaneous  abortion  between  the  second 
and  fourth  month.  In  such  cases,  the  source  of 
bleeding  is  most  likely  from  lesions  of  the  decidua 
capsularis  which  is  subjected  in  many  instances  to 
overdistention  by  the  rapid  growth  of  the  mole.  The 
decidua  capsularis  may  also  be  weakened  by  the 
abnormal  chorionic  activity  of  this  pathological 
ovum. 
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While  continued  slight  bloody  discharge  may 
lead  to  the  suspicion  of  the  presence  of  a mole, 
other  clinical  evidence  must  be  present  to  assure 
the  diagnosis.  A uterus  enlarging  twice  as  rapidly 
as  it  should  and  the  absence  of  clinical  and  x-ray 
evidence  of  the  presence  of  a fetus,  make  the  diag- 
nosis almost  certain.  It  must  be  remembered  that  in 
many  cases  rapid  growth  does  not  take  place  so 
that  often  one  cannot  be  certain  until  abortion  takes 
place  or  the  ovum  is  evacuated  surgically.  On  rare 
occasions  the  passage  of  a hydatid  vesicle  in  the 
uterine  discharge  makes  the  diagnosis  clear.  Too 
much  dependence  should  not  be  placed  on  the 
demonstration  of  excessive  amounts  of  chorionic 
hormone  by  means  of  the  quantitative  Aschheim- 
Zondek  test.  Such  test  must  always  be  considered  in 
relation  to  the  clinical  signs  and  symptoms  since 
equally  large  quantities  of  hormone  occasionally 
may  be  present  in  normal  pregnancies,  particularly 
if  multiple. 

Clean  cut  evidence  that  a hydatid  mole  is  present 
is  an  indication  for  immediate  evacuation  of  the 
uterus.  It  must  be  remembered  that  such  cases  must 
be  carefully  followed  for  several  months,  tests  for 
chorionic  hormone  and  bimanual  examinations  being 
performed  at  regular  intervals.  1 he  failure  of 
chorionic  hormone  to  disappear  within  ten  days  of 
the  evacuation  of  a mole,  slow  involution  of  the 
uterus,  and  continuation  of  bleeding,  usually  indicate 
that  one  is  dealing  with  the  invasive  destructive  type 
which  will  require  hysterectomy  for  ultimate  cure. 

Placenta  previa  rarely  causes  bleeding  in  early 
pregnancy.  In  a series  of  1 14  cases  reviewed  at 
Bellevue  the  earliest  bleeding  occurred  at  the  25th 
week.  Nevertheless  bleeding  has  occurred  in  such 
cases  as  early  as  the  second  or  third  month.  If  such 
bleeding  is  due  to  placenta  previa,  it  will  recur  at 
intervals  and  w ill  become  profuse  at  some  time  in  the 
last  trimester.  It  is  believed  that  most  placenta 
previas  are  formed  according  to  the  theory  of  Hoff- 
meier,  and,  therefore,  bleeding  in  early  pregnancy 
should  not  occur  more  often  than  in  normal  gesta- 
tions. On  the  other  hand,  at  least  a few  cases  of 
placenta  previa  are  caused  by  the  actual  nidation  of 
the  ovum  in  or  close  to  the  isthmus  under  which 
circumstances  bleeding  may  occur  at  a very  early 
date. 

Finally,  slight  bleeding  in  early  pregnancy  may 
occur  from  cervical  erosions  of  polyps,  or  from 
acute  vaginal  inflammations  caused  by  trichomonads 
or  monilia.  The  appearance  of  hemorrhage  in  cerv- 


ical lesions  may  be  related  to  the  congestion  and 
marked  hyperplasia  of  the  cervical  mucous  mem- 
brane occurring  during  gestation.  The  frequency  of 
vaginal  inflammations,  particularly  by  the  monilia, 
is  related  to  the  change  in  the  hydrogen  ion  con- 
centration of  the  vaginal  secretions  during  preg- 
nancy. The  fact  that  such  lesions  can  produce  bleed- 
ing during  pregnancy  can  only  be  determined  by 
speculum  examination  and  visual  identification  of 
the  actual  source  of  the  bleeding.  Blood  will  not 
be  seen  coming  from  the  cervical  canal  and  on  bi- 
manual examination  the  pregnant  uterus  seems 
normal.  Cervical  polypi  can  be  removed  by  torsion, 
and  catarrhal  lesions  of  the  portio  vaginalis  can  be 
cauterized  with  safety,  but  the  latter  treatment 
should  never  be  carried  above  the  external  os.  When 
any  suggestion  of  malignancy  is  present  a specimen 
for  biopsy  should  be  taken  to  exclude  the  rare  case 
of  carcinoma  of  the  cervix.  The  diagnosis  of  the 
etiology  of  the  common  vaginal  inflammations  is 
easily  carried  out  by  the  microscopic  examination 
of  stained  smears  and  wet  preparations  of  the  vagina! 
discharge.  Appropriate  treatment  can  be  instituted 
regardless  of  the  pregnancy.  Both  monilia  and 
trichomonads  are  easily  controlled  by  continued 
treatment  but  cures  are  rarely  obtained  until  the 
end  of  the  puerperium. 

Summary 

While  bleeding  may  occasionally  occur  in  the 
early  course  of  a pregnancy  which  otherwise  fol- 
lows a normal  course,  it  is  much  more  likely  to  be 
the  initial  evidence  of  some  serious  abnormality  of 
the  ovum.  Most  frequently  it  announces  the  more 
or  less  imminent  abortion,  sometimes  due  to  spon- 
taneous injuries  of  the  decidua  capsularis  (which 
might  be  termed  accidental  hemorrhage  of  early 
pregnancy)  but  much  more  often  due  to  the  pres- 
ence of  a disintegrating  and  defective  ovum.  Much 
less  frequently  bleeding  may  be  the  initial  symptom 
of  an  extrauterine  pregnancy  and  even  less  com- 
monlv  it  may  be  caused  by  the  presence  of  a hyda- 
tidiform  mole.  Occasionally  bleeding  may  occur 
from  some  cervical  or  vaginal  lesion.  The  more  pro- 
longed the  bleeding  and  the  greater  its  quantity, 
the  more  likely  that  some  serious  complication  is 
present.  The  exact  nature  of  the  specific  complica- 
tion can  be  determined  in  many  instances  only  by 
prolonged  observation  and  repeated  bimanual  exam- 
ination. In  arriving  at  a diagnosis  the  hormone  tests 
are  of  limited  assistance  and  can  only  be  considered 
together  with  the  clinical  picture. 
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MASKED  ABSCESS  IN  COLLOID  GOITER  — A CASE  REPORT 

Marcus  Backer,  m.d.,  Bridgeport 


A cute  suppurative  thyroiditis  is  unanimously  ad- 
T*-  niitted4  to  be5  a rare  disease.1  For  example,  the 
toatl  number  of  cases  of  this  disease  observed  in  a 
period  of  twenty-two  years  at  the  iVlayo  Clinic 
amounted  to  only  twenty-four  instances.2  At  the 
Massachusetts  General  Hospital  a diagnosis  of 
thryroiditis  figures  in  about  one  per  cent  of  all 
thyroid  cases.  This  figure  is  based  on  all  possible 
forms,  acute  and  chronic,  and  therefore  still  further 
reduces  the  percentage  of  acute  suppurative  thy- 
roiditis alone.3 

The  incidence  of  mortality  in  acute  suppurative 
thyroiditis  is  over  twenty  per  cent.2  The  range  of 
complications  in  cases  of  frank  abscess  formation 
includes  not  only  compression  of  the  trachea  but 
also  possible  perforation  of  the  abscess  into  the 
trachea  or  elsewhere  with  most  disastrous  conse- 
quences. 

The  following  case  report  is  published  because  of 
the  rarity  of  this  disease  as  well  as  because  the  clini- 
cal 'picture  involved  in  this  particular  patient  is  in 
some  essential  respects  at  striking  variance  from  its 
hitherto  described  pattern.  Also,  so  far  as  could  be 
ascertained,  the  literature  contains  no  record  of  any 
experience,  favorable  or  otherwise,  with  the  employ- 
ment of  sulfonamide  therapy  in  acute  suppurative 
thyroiditis.  In  this  patient  such  treatment  was  used 
without  avail,  and  the  patient  did  not  improve  until 
after  conservative  treatment  was  discontinued  and 
operative  interference  resorted  to. 

Mrs.  I.  K.  is  a white  married  woman.  She  was  28  years 
old  at  the  time  of  her  illness  early  in  September  1942.  At 
that  time  she  complained  of  sore  throat,  headache,  dizziness, 
and  insomnia.  She  was  examined  by  her  family  physician 
who  diagnosed  “grippe”  and  prescribed  symptomatic  medi- 
cation. She  failed  to  improve,  her  temperature  rose  to  102°  F. 
and  she  became  dyspneic.  On  the  fourth  day  of  her  illness 
she  was  given  sulfadiazin  and  she  took  10.00  gms.  of  this 
drug  within  the  ensuing  four  days.  There  was  no  improve- 
ment. On  September  17th  the  patient  commenced  having 
pain  in  the  back  of  the  neck.  This  pain  was  of  considerable 
severity  and  radiated  into  the  right  ear.  It  caused  the  patient 
to  hold  her  neck  stiffly  in  extension  and  to  refrain  from 
moving  her  head  altogether.  She  also  complained  of  mild 
dysphagia.  At  no  time  was  there  any  chill. 


Her  physician  became  concerned  and  believed  his  patient 
had  contracted  cerebrospinal  meningitis.  On  September  18, 
eleven  days  after  the  onset  of  the  initial  sore  throat,  she 
was  transferred  to  the  hospital  and  placed  under  the  care  of 
the  writer. 

The  external  appearance  of  the  patient  did  not  suggest 
anything  alarming.  She  was  lying  in  bed  fully  conscious,  in- 
telligent and  cooperative.  The  chief  complaints  were  general 
malaise,  pain  in  the  back  of  the  neck  and  difficulty  in  swal- 
lowing. In  front  of  the  neck  there  was  no  pain  at  all.  Her 
face  was  mildly  flushed  but  not  cyanotic,  and  there  was 
no  respiratory  distress.  The  rectal  temperature  was  102° 
and  the  heart  rate  no  per  minute  at  the  time  of  admission 
to  the  hospital.  The  blood  pressure  was  144/90.  There  was 
no  trace  of  the  original  sore  throat  on  inspection  of  the 
nasopharynx.  The  peripheral  reflexes  were  normal.  None  of 
the  deep  reflexes  characteristic  of  meningitis  could  be 
elicited.  The  Kernig  sign  was  negative.  The  neck  was  stiff 
but  the  patient  could  be  induced  to  bend  it  somewhat 
despite  increased  local  pain  upon  doing  so.  The  remainder 
of  findings  on  complete  physical  examination  disclosed  noth- 
ing unusual  over  the  cervical  spine,  in  the  chest,  or  else- 
where, except  for  a colloid  goiter  of  many  years  duration. 

This  goiter  had  become  rather  large  following  childbirth 
six  years  previously.  From  then  on  it  remained  essentially 
unchanged  for  a period  of  four  years  but  had  grown  moder- 
ately large  in  the  past  two  years.  Also,  the  patient’s  history 
contained  some  episodes  of  occasional  mild  dysphagia  in  the 
preceding  two  years.  There  had  been  no  appreciable  loss 
of  weight  except  for  irrelevant  fluctuations  during  the  sum- 
mer and  winter.  In  her  eleven  years  of  married  life  and,  more 
especially,  in  the  last  six  years  she  has  pursued  an  uneventful 
mode  of  living  without  any  illness  or  complaints  except  for 
frontal  headaches  about  twice  each  month.  Here  remote  his- 
tory included  diseases  of  childhood  and  many  attacks  of  sore 
throat  in  the  winter  months. 

The  family  history  was  significant  because  of  the  existence 
of  thyroid  pathology  in  other  members.  A sixty-six  year  old 
mother  had  a simple  colloid  goiter  which  became  conspicu- 
ous after  she  had  given  birth  to  the  present  patient.  Mother 
and  daughter  thus  presented  not  only  a common  finding  of 
colloid  goiter  but  also  the  same  provacative  precursor  of  this 
change  in  the  thyroid  gland,  namely,  parturition.  One  thirty- 
two  year  old  brother  had  a benign  thyroid  enlargement, 
and  one  younger  sister  had  had  a thyroidectomy  because  of 
thyrotoxicosis. 

Without  the  least  clinical  evidence  upon  which  to  estab- 
lish a diagnosis  it  was  deemed  best  to  carefully  examine  the 
only  obvious  pathological  organ— the  hitherto  ignored  colloid 
goiter.  Palpation  of  the  thyroid  gland  did  not  establish  the 
existence  of  an  acute  process.  There  was,  furthermore,  no 
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local  heat  or  redness.  However,  pressure  over  the  right  side 
of  the  thyroid  conglomerate  brought  about  a decided  sensa- 
tion of  deep  seated  pain,  though  the  patient  was  otherwise 
free  from  pain  in  front  of  the  neck.  A tentative  admission 
diagnosis  of  acute  thyroiditis  was  made. 

On  the  following  day,  approximately  eighteen  hours 
after  the  patient  entered  the  hospital,  her  white  blood  cell 
count  was  found  to  be  only  5,200  and  the  percentage  of 
polymorphonuclear  leucocytes  67.  These  figures  persisted 
essentially  unchanged  two  days  later.  The  red  blood  cell 
count  was  3,060,000  and  the  Hgb.  11.5  gm.  The  Kahn  test 
was  negative.  Urinalysis  yielded  normal  findings. 

The  complete  absence  of  leucocytosis,  although  wholly 
unexpected,  was  not  considered  to  militate  against  the  diag- 
nosis. Treatment  was  instituted  therefore  for  an  acute  infec- 
tion of  the  thyroid  gland.  Sulfadiazin  administration  was 
continued  to  the  extent  of  additional  preoperative  intake 
of  7.5  gms.  of  the  drug.  This  brought  the  total  preopera- 
tive sulfadiazin  dosage  up  to  17.5  gms.  The  patient  was  kept 
at  absolute  rest  in  bed.  Cold  compresses  were  applied  over 
the  front  of  the  neck  and  fluids  were  forced  by  mouth. 
The  patient  was  given  also  sufficient  sedative  medication. 

The  course  of  the  patient’s  illness  seemed  at  first  to  have 
been  altered  favorably.  On  September  19,  i.e.  the  day  fol- 
lowing her  admission  to  the  hospital,  the  patient  enjoyed 
a feeling  of  general  wellbeing,  her  dysphagia  diminished,  and 
her  termperature  fell  to  99°  F.  This  remission  proved  to  be 
of  brief  duration,  however.  Within  the  following  three 
days  the  temperature  ranged  between  990  and  105°.  Further- 
more, tenderness  to  pressure  over  the  right  thyroid  lobe 
was  mildly  increasing.  On  September  21  operative  interfer- 
ence was  decided  upon,  and  the  patient  was  recommended 
to  Dr.  W.  H.  Curley  for  incision  and  drainage. 

The  operation  was  performed  on  September  24.  A cystic 
structure  was  encountered,  filled  with  several  ounces,  of  foul 
smelling  pus.  The  cyst  was  excised  and  the  operative  field 
was  drained.  Unfortunately,  no  culture  was  obtained  from 
the  purulent  material.  Examination  by  Dr.  H.  R.  DeLuca 
disclosed  occasional  papillary  architecture  in  the  wall  of  the 
cyst,  scanty  colloid  material  here  and  there,  and  much  necro- 
tic change  throughout  the  firmly  encapsulated  mass. 

The  subsequent  progress  of  the  patient  was  satisfactory. 
On  October  1 she  was  discharged  from  the  hospital  entirely 
well.  Postoperative  follow-up  examinations  were  extended 
over  a period  of  nearly  three  months  after  the  patient’s 
recovery.  The  results  were  gratifying.  Prior  to  entering 
the  hospital  the  patient  weighed  183  pounds.  Upon  leaving 
the  hospital  her  weight  was  164  pounds.  Within  the  ensuing 
few  weeks  she  regained  most  of  the  lost  weight  and  there- 
after, her  weight  ranged  about  180  pounds.  The  frequent 
frontal  headaches  of  some  years’  duration  became  exceed- 
ingly rare  and  mild  but  there  was  a residual  tendency 
towards  easy  fatigue.  Evidence  of  disturbed  thyroid  function 
could  not  be  elicited. 

COMMENT 

In  the  accompanying  tables  an  effort  is  made  to 
present  an  analysis  of  this  case  with  regard  to  its 
many  interesting  features.  It  may  be  seen  readily  that 
the  patient  conformed  to  the  generally  described 


picture  of  acute  thyroid  gland  infection  in  some 
respects  but  in  most  others  she  ran  counter  to  all 
expectations. 

Table  A — Expected  Data 

Sex  incidence: female Mrs.  I.  K. 

Age  incidence: third  decade 28  years  old 

Predisposition: previous  goiter previous  colloid  goiter 

Often  secondary  to:  infection  elsewhere. initial  sore  throat 

In  contrast  with  the  data  in  table  A,  nearly  all  the 
clinical  elements  in  the  case  recorded  in  Table  B 
show  a remarkable  departure  from  the  facts  known 
to  be  linked  with  the  onset  and  course  of  acute 
thyroiditis. 

Table  B — Conflicting  Signs  and  Symptoms 

Pain  in  front  of  neck: Patient  had  pain  in  the  back  of 

her  neck 

Painful  to  extend  neck:  Above  pain  increased  on  flexing 

her  neck 

Sudden  dysphagia: Occurred,  on  and  off,  past  2 

years 

Local  swelling: Indistinguishable  from  goiter 

Local  heat  and  redness: Absent 

Stridor  or  hoarseness: Absent 

Chills: Absent 

1 xucocytosis: Absent 

Fever: Present 


The  fever  was  indisputable,  and  tenderness  to 
pressure  over  the  right  thyroid  lobe  only  could  be 
elicited  instead  of  spontaneous  pain  in  front  of  the 
neck.  Instead  of  getting  relief  by  flexing  her  neck, 
this  patient  experienced  the  very  opposite  and  pre- 
ferred to  keep  her  neck  extended  notwithstanding 
the  usual  satements  to  the  contrary. 

A complete  knowledge  concerning  the  organic 
and  functional  past  history  of  this  patient’s  thyroid 
gland  could  not  be  elicited.  Nevertheless,  it  is  reason- 
able to  evaluate  the  pathological  background  in 
retrospect  as  follows:  The  thyroid  gland  in  this 
patient’s  family  has  a record  of  constitutional  in- 
adequacy in  at  least  four  members  of  two  successive 
generations  with  a ratio  of  1 : 3 between  affected 
males  and  females.  Parturition  is  the  manifestation 
time  of  this  constitutional  stigma  in  at  least  two  of 
the  involved  females.  At  first,  this  patient  probably 
developed  a thyroid  adenoma.  Later,  i.e.,  after  a 
stage  of  moderate  activity,  this  adenoma  reached  a 
“colloid  resting  stage.”6  Between  its  inception  as  a 
thyroid  adenoma  in  the  hyperplastic  stage  and  its 
ultimate  form  of  a large  cystic  colloid  goiter,  the 
gland  has  gone  through  changes  of  involutional 
atrophy6  and  necrosis7  with  disappearance  of  walls 
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between,  and  confluence  of,  smaller  cystic  clumps.4 
Actually,  residual  colloid  material  as  well  as  vestiges 
of  papillary  structures  were  found  in  the  removed 
cyst  clinging  to  its  firm  fibrous  capsule. 

Such  cysts  are  prone  to  become  subject  to  meta- 
static infection  either  by  the  hematogenous  or  by  the 
lymphatic  route.  In  our  patient,  a “sore  throat”  pre- 
ceded the  acute  suppurative  process  by  a period  of 
about  one  week. 

SUMMARY 

1.  A case  of  masked  abscess  in  a colloid  goiter  is 
presented. 

2.  A strikingly  atypical  behavior  is  emphasized 
and  contrasted  with  the  usual  text  book  picture. 


3.  The  pathological  background  is  discussed. 

4.  The  ineffectiveness  of  sulfadiazin  therapy 
stands  in  contrast  with  the  prompt  recovery  follow- 
ing surgical  intervention. 
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SOME  NOTES  ON  THE  MEDICAL  HISTORY  OF  TOLLAND  COUNTY 

William  L.  Higgins,  m.d.,  South  Coventry 


'"p here  is  but  little  recorded  history  of  early  medi- 
cal  practices  in  Tolland  County  for  the  records 
of  the  County  Association  have  been  lost  or  de- 
stroyed. Copies  of  the  Proceedings  of  the  State 
Society  have  lists  of  the  officers  elected  annually 
and  also  biographical  sketches  of  deceased  members. 
These  need  not  be  repeated  in  any  great  detail. 
Tolland  and  Middlesex  Counties  were  incorporated 
in  1785.  Prior  to  that  date  Tolland  County  was 
divided  between  Hartford,  Windham  and  New  Lon- 
don Counties  so  that  our  history  as  a separate  county 
began  at  that  time.  On  May  25,  1871  Dr.  Charles  F. 
Sumner  of  Bolton  who  was  then  president  of  the 
Connecticut  State  Medical  Society  read  a paper  at 
the  annual  meeting  which  was  composed  largely  of 
biographical  sketches  of  Tolland  County  physicians 
past  and  present.  In  1888  he  revised  the  same  and 
brought  it  up  to  that  date  for  Cole’s  History  of 
Tolland  County.  , 

At  the  May  session  of  the  legislature  held  in 
Hartford  in  1792  the  following  Bill  which  is  quoted 
in  part  was  passed.  “An  Act  incorporating  a Medical 
Society.”  “Whereas  well  regulated  Medical  Societies, 
have  been  found  to  contribute  to  the  diffusion  of 
true  science,  and  particularly  the  knowledge  of  the 
healing  art;  Therefore,  Be  it  enacted  by  the  Gov- 


ernor and  Council,  and  House  of  Representatives,  in 
General  Court  assembled,  That  there  be  a Medical 
Society  formed  within  this  State.”  T hen  follows  the 
names  of  forty-seven  physicians  who  are  to  con- 
stitute the  Society  and  provides  for  additions  to 
their  numbers,  and  specifies  how  and  when  the 
organization  shall  be  set  up  both  as  to  the  State 
Society  and  the  County  Associations.  Full  authority 
is  given  in  the  Act  to  make  all  rules  and  regulations 
necessary  to  carry  into  effect  the  objects  of  the 
organization. 

Pursuant  to  the  provisions  of  the  Act  on  the 
fourth  Tuesday  of  September  1792  nineteen  physi- 
cians and  surgeons  in  the  county  of  Tolland  met  in 
the  town  of  Tolland  and  organized  the  Tolland 
County  Medical  Association  with  the  following 
named  members:  Ichabod  Warner;  David  Sutton; 
Miner  Grant;  Asa  Hamilton;  Jeremiah  West;  Joseph 
Parker;  William  Grosvenor;  Joseph  Kingsbury; 
Daniel  Avery;  Ebenezer  Hunt;  Samuel  Willard; 
Elijah  F.  Reed;  Ruggles  Carpenter;  Caleb  Merrick; 
Lewis  Collins,  Ichabod  M.  Warner;  Dan  Arnold; 
Simeon  Field;  and  Stephen  Preston. 

Of  the  forty  seven  physicians  named  to  consti- 
tute the  State  Medical  Society  in  its  beginning  five 
were  from  Tolland  County,  namely,  Doctors  War- 
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ner;  West;  Sutton;  Grant;  and  Hamilton.  To  perfect 
the  State  organization  it  was  provided  that  five  per- 
sons should  be  selected  by  ballot  from  each  county 
except  Tolland  and  Middlesex  and  they  should  have 
three  each.  Three  men  were  to  compose  a conven- 
tion which  was  to  meet  in  Middletown  Court  House 
the  second  Tuesday  of  October  next  at  io  of  the 
clock  in  the  forenoon.  This  convention  was  author- 
ized to  select  officers,  adopt  by-laws  and  transact 
other  necessary  business.  “The  convention  so  formed 
shall  be  known  by  the  Name  of  the  President  and 
Fellows  or  the  Connecticut  Medical  Society.” 

For  the  period  of  four  years  Tolland  County  had 
two  medical  societies.  The  Peters  Medical  Associa- 
tion was  organized  at  a meeting  of  physicians  at  the 
residence  of  Dr.  Norman  Brigham  at  Mansfield 
Depot  who  met  there  on  his  invitation  January  ist., 
1856.  “Its  object  is  to  do  good:  to  protect  the  pub- 
lic; to  produce  a warm  friendship  among  the  pro- 
fession; to  aid  and  assist  each  other  and  favor  the 
advancement  of  true  medical  science.”  Dr.  Norman 
Brigham  was  chosen  President;  Dr.  Timothy  Dim- 
ock, First  Vice-President;  Dr.  Alden  Skinner, 
Second  Vice-President;  Dr.  Edwin  G.  Sumner, 
Secretary  and  Dr.  Francis  L.  Dickinson,  Treasurer. 
Meetings  were  held  semi  annually  at  the  residences 
of  some  of  the  members  until  April  19th.,  i860 
when  the  final  one  was  held  at  the  County  Court 
House  at  Tolland.  It  had  a total  membership  of 
twenty-eight  and  it  is  not  known  why  its  existence 
was  terminated.  As  quite  a number  of  its  members 
lived  in  Hartford  County  some  differences  of 
opinion  might  have  developed  or  possibly  it  might 
have  been  thought  that  it  was  unnecessary  to  have 
two  medical  associations  in  one  small  county  which 
contained  only  thirteen  towns. 

In  addition  to  their  professional  duties  many  of 
the  physicians  in  Tolland  County  found  time  to 
devote  themselves  to  political  and  other  public 
service  matters  as  a rule  concurrently  with  their 
practice  of  medicine.  Several  have  been  presidents 
of  our  state  society  and  many  have  held  the  posi- 
tions of  Vice-President,  Secretary  and  Treasurer 
and  minor  offices.  Many  have  been  Selectmen,  Town 
Clerks,  Treasurer  and  held  other  offices  in  their 
respective  towns  and  some  have  represented  their 
towns  and  districts  in  the  House  of  Representatives 
and  the  Senate.  Many  have  been  Judges  of  Probate. 
Physicians  of  Tolland  County  have  held  State  offices 
such  as  Secretary,  Treasurer,  Comptroller,  Lieuten- 
ant Governor  and  Governor.  The  latter  two  posi- 
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tions  were  filled  by  Dr.  John  S.  Peters.  He  was 
elected  Lieutenant  Governor  in  1827  which  office  he 
held  until  1831.  He  was  elected  Governor  in  1831 
and  re-elected  in  1832. 

In  the  early  days  in  this  county  the  practice  of  the 
healing  arts  was  not  materially  different  from  that  in 
other  parts  of  rural  Connecticut.  No  medical 
diplomas  were  required  by  law  and  many  of  the 
early  practitioners  read  a little  and  rode  a little  with 
the  local  doctor  and  hung  out  their  shingles,  and  after 
some  years  many  became  quite  proficient.  The  prac- 
tice of  medicine  in  those  times  was  probably  more 
empirical  than  now  for  there  were  no  trained  nurses 
and  no  hospitals.  The  very  ill  had  to  depend  on 
neighbors  for  “Night  Watchers”  while  members  of 
the  family  did  the  nursing  by  day.  More  or  less 
experienced  women  did  a large  part  of  the  obstetri- 
cal work  in  this  vicinity  and  frequently  administered 
herbs  and  other  remedies  to  the  mother  and  baby 
as  well  as  to  other  members  of  the  family. 

In  some  communities  the  Clergy  practiced  the 
healing  art,  a notable  example  may  be  found  in  the 
person  of  Lorenzo  Dow  of  Coventry.  He  was  very 
eccentric.  He  applied  three  times  to  the  Methodist 
Conference  for  a license  to  preach  but  his  request 
was  each  time  refused.  The  last  time  the  presiding 
Elder  stated  that  he  had  neither  the  education,  grace 
nor  tact  to  be  a preacher.  He  went  ahead  just  the 
same  preaching  and  travelling  all  over  the  then 
known  United  States,  into  parts  of  Canada  and  three 
times  crossed  the  ocean  to  England,  Ireland  and 
Wales.  The  churches  for  the  most  part  were  closed 
to  him.  He  would  preach  from  high  rocks,  in  groves, 
in  barns  or  other  available  places,  and  people  would 
flock  by  the  thousands  to  hear  him. 

It  is  interesting  to  note  that  there  is  located  in  the 
Borough  of  Stafford  Springs  some  mineral  springs 
the  waters  of  which  have  been  used  for  medicinal 
purposes  first  by  the  Indians  and  then  by  the  White 
Man  from  the  earliest  settlement  of  that  locality. 
They  drank  the  water  and  they  bathed  in  it.  The 
Indians  said  it  made  them  feel  lively. 

As  the  fame  of  the  curative  properties  of  the 
water  spread  people  flocked  to  the  place  in  such 
numbers  that  it  was  necessary  to  provide  quarters 
for  their  entertainment.  A hotel  was  built  and  en- 
larged from  time  to  time  to  accommodate  the  ever 
increasing  patrons. 

Prior  to  this  the  historian  Trumbull  says  that  at 
the  time  of  the  settlement  of  Stafford  by  the  English, 
the  Indians  were  in  the  habit  of  resorting  to  the 


3°2 


C ()  N N E'CTICU  T S T A T E M ED1CA  L J O U R N A L 


spring  in  great  numbers  during  the  summer  months. 
They  pitched  their  wigwams  around  the  spring  and 
remained  for  weeks  to  drink  the  water  and  bathe  in 
it.  The  white  settlers  soon  learned  to  value  highly 
the  mineral  waters  of  the  spring  for  their  curative 
properties,  and  as  early  as  1750  resort  was  made  to 
the  spring  by  patients  from  other  towns  of  the 
colony,  and  they  also  came  from  the  neighboring 
colony  of  Massachusetts,  and  still  later  from  more 
western  and  southern  parts  of  the  United  States, 
Cuba  and  other  countries. 

“In  1765  a case  of  famous  cure  occurred.  A Mr. 
Field  of  Windsor,  Conn,  had  been  for  a long  time 
afflicted  with  an  obstinate  cutaneous  complaint 
which  had  resisted  all  medical  treatment.  In  the 
summer  of  1765  Mr.  Field  came  to  the  Stafford 
Adineral  Spring  and  was  completely  healed.  In  con- 
sequence of  the  publication  of  this  case,  patients 
began  to  flock  to  the  spring  from  all  quarters.  No 
mineral  spring  in  America  was  so  widely  patronized 
as  was  the  Stafford  Mineral  Spring.  T his  is  no  ran- 
dom statement,  but  an  assertion  which  is  borne  out 
by  the  testimony  of  the  historians  Trumbull,  Barber, 
Peters  and  others.  Another  wonderful  cure  was 
effected  in  1766  in  the  case  of  Thomas  Symmons, 
who  was  afflicted  with  partial  paralysis  which  had 
followed  from  a fever.  He  had  been  treated  by  the 
most  eminent  physicians  of  the  time  in  New  York, 
Connecticut  and  Boston,  but  to  no  purpose.  By  no 
treatment  except  the  use  of  this  mineral  water  his 
health  was  completely  restored.” 

One  of  the  most  distinguished  patrons  of  the 
spring  in  those  early  days  was  John  Adams  later 
President  of  the  United  States.  In  July  1775  he  made 
a journey  on  horseback  from  his  home  in  Quincy  to 
the  spring  remaining  there  several  days  drinking  the 
water  and  bathing  in  it.  On  July  5th.,  1775  in  his 
diary  Mr.  Adams  says,  “Thirty  people  have  been 
here  today,  the  halt,  the  lame,  the  vapory,  hypo- 
chondriac, scrofulous,  all  resort  here.” 

Peters  writing  in  1781  speaks  of  the  spring  as 
having,  “the  reputation  of  curing  the  gout,  pul- 
monary disease,  hysteries,  etc.,  and  is  the  New  Eng- 
land Bath,  where  the  sick  and  rich  resort  to  prolong 
life  and  acquire  the  polite  accomplishments.”  In 
1804  Dr.  Samuel  Willard  read  an  essay  before  the 
Connecticut  State  Medical  Society,  which  called  to 
the  attention  of  the  medical  profession  in  a marked 
way  the  curative  properties  of  this  celebrated  water. 
Among  other  claims  it  is  said  “This  water  acts  as  a 
diruetic  in  every  instance.  Its  effect  upon  the  kid- 


neys is  to  keep  them  in  an  active  condition.  The 
dread  Bright’s  disease  may  be  warded  off  and 
checked  in  its  development  by  a free  use  of  this 
water. 

It  asserted  with  deliberation  that  no  mineral  water 
surpasses  this  water  for  beneficial  action  upon  the 
kidneys.  Also  the  quantities  of  soda  and  magnesia  in 
the  water  make  it  nature’s  soverign  remedy  for 
dyspepsia  and  inactive  conditions  of  the  stomach 
and  liver.” 

For  many  years  the  water  was  bottled,  sold  and 
distributed  as  a commercial  enterprise  to  meet  a 
popular  demand.  This  practice  was  discontinued  in 
1 937- 

The  analysis  of  the  Stafford  mineral  spring  water 
is  as  follows: 

One  U.  S.  Gallon  contains 


Chloride  of  Sodium 0.310 

Sulphate  of  Potassium 0.210 

Sulphate  of  Sodium 0.979 

Bicarbonate  of  Sodium 0.461 

Phosphate  of  Sodium 0.215 

Peroxide  of  Iron 0.671 

Protoxide  of  Iron o.Trace 

Alumina  0.111 

Lime  0.414 

Silicic  Acid  2.004 

Magnesia  0.029 

Moisture  and  Volatile  Matter 1 .7 1 7 


7.121 

It  also  contains  25  cubic  inches  of  carbonic  acid 
gas  in  solution. 

In  closing  I wish  to  mention  the  career  of  the 
most  outstanding  physician  of  the  county.  In  Cole’s 
History  of  Tolland  County,  we  find  on  pages  1 1 6, 
1 17  and  193  the  following  information:  John  S. 
Peters,  m.d.,  l.l.d.  of  Hebron  was  born  September 
21st.,  1772.  He  was  a self-made  man  who  by  his  own 
exertion  became  highly  noted  in  his  profession  and 
in  public  affairs  generally.  He  was  a member  of  the 
Tolland  County  Medical  Association  and  one  of  its 
fellows  for  eighteen  years.  He  was  treasurer  of  the 
State  Medical  Society  ten  years,  was  vice-president 
two  years  and  president  of  the  association  from 
1829  to  1832.  He  was  town  clerk  about  twenty 
years,  and  was  justice  of  the  peace  many  years.  He 
was  Judge  of  Probate  for  the  District  of  Hebron  a 
long  time,  and  frequently  a member  of  the  legisla- 
ture. In  1824  the  Connecticut  Senate  elected  him  as 
its  choice  to  the  United  States  Senate  but  the  House 
chose  Calvin  Wiley  of  Tolland  bringing  about  dis- 
agreeing action.  The  next  session  Wiley  was  chosen 
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by  both  houses.  This  constituted  the  only  major 
political  defeat  of  his  life.  Dr.  Peters  was  an  exten- 
sive land  holder,  and  took  much  pains  to  improve 
his  holdings.  He  used  to  ride  on  horse  back  and 
thought  that  mode  of  travelling  better  for  one’s 
health,  if  less  convenient  and  agreeable  than  riding 
in  a carriage.  He  was  a bachelor  and  lived  to  the 


age  of  84.  About  that  time  he  made  the  following 
memorandum:  “I  am  now'  in  my  84th  year.  I enjoy 
good  health,  and  have  a competency  of  this  world’s 
good,  and  am  waiting  patiently  for  that  change 
which  I know  must  soon  come.”  He  died  March 
30th.,  1857.  His  body  rests  in  St.  Peter’s  cemetery 
in  Hebron. 
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EDITORIALS 


The  Annual  Meeting 

The  meeting  of  the  Connecticut  State  Medical 
Society,  to  be  held  in  Bridgeport  May  2,  3,  and  4, 
records  one  hundred  and  fifty-two  years  since  that 
day  in  1792  when,  under  the  leadership  of  Leverett 
Hubbard,  the  Society  was  organized.  The  first  meet- 
ing was  held  in  Middletown,  the  second  in  Hartford 
and  the  next  at  New  Haven,  and  thus  was  early 
established  the  pleasant  idea  of  peregrination.  This 
year  our  Society  once  more  becomes  the  guests  of 
die  Fairfield  County  Medical  Association  and,  judg- 
ing from  past  experience,  we  may  be  assured  of  a 
hearty  welcome  and  fine  hospitality.  The  program 
speaks  for  itself.  The  physicians  of  Connecticut  sel- 
dom have  been  presented  with  so  much  which  is  of 
distinct  interest  to  them.  The  general  scientific  pro- 
gram, the  special  scientific  sessions,  the  discussion  of 
our  business  affairs,  the  messages  of  our  distinguished 
guests  at  the  annual  dinner,  the  technical  exhibits— 
each  of  these  features  holds  importance  for  each  of 
our  members.  1 he  organization  meeting  of  the 
Woman’s  Auxiliary  will  be  a landmark  in  our  annals 
and  it  is  hoped  that  the  wives  of  many  of  our  mem- 


bers who  have  shown  keen  interest  in  the  project 
will  be  present,  lo  the  committees  who  have  given 
time  and  thought  to  the  many  arrangements,  the 
thanks  of  the  Society  should  be  recorded.  It  is  appro- 
priate that  in  honor  of  the  Fairfield  County  Medical 
Association  the  Journal  memorializes  in  this  issue 
one  of  their  distinguished  sons,  their  one-time  Presi- 
dent, and,  also,  former  President  of  the  Connecticut 
State  Medical  Society,  D.  Chester  Brown,  now  of 
cherished  memory. 

Labor  and  Medical  Care 

Robert  Watt,  author  of  an  article  in  this  issue  of 
the  Journal,  is  qualified  to  give  a well  informed 
opinion  about  what  labor  wants  in  the  way  of 
health  insurance  and  his  utterances  cannot  be  re- 
garded lightly. 

Particularly  significant  is  the  statement  that 
“Workers  believe  that  physicians  and  labor  and 
management  should  take  the  initiative  in  getting 
started  on  a joint  approach  to  the  problem  of  pro- 
moting health  and  preventing  accidents.”  He  says 
nothing  about  government  interference  and  con- 
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trol.  Labor  wants  that  no  more  than  medicine. 
Connecticut  would  seem  to  offer  an  extraordinary 
opportunity  to  develop  a plan  of  operation  guided 
by  these  agencies  self-reliantly  working  out  a solu- 
tion that  would  be  mutually  satisfactory  without 
remote  control  by  a tedious  and  top  heavy  bureau- 
cracy. Industry,  labor  and  medicine,  including 
medical  education,  must  face  the  industrial  medical 
situation  squarely  in  the  post  war  years. 

There  is  something  undeniable  in  Mr.  Watt’s  plea 
“We  urge  you  to  give  sympathetic  consideration  to 
this  problem.  Try  to  think  of  it  in  terms  of  the 
worker  who  is  ill  and  if  adequate  medical  care  is 
not  available  may  remain  a burden  to  their  families 
and  to  the  community.  We  urge  you  to  lend  your 
great  skill  and  resources  in  working  out  the  best 
possible  system  in  one  of  the  few  lands  where  we 
can  still  search  for  truth,  progress  and  human 
service.” 

What  They  Are  Thinking 

The  results  of  the  recent  survey  made  by  the 
National  Physicians  Committee  shows  that  the 
American  people  approve  of  and  desire  the  maxi- 
mum of  Social  Security  consistent  with  personal 
freedom.  Furthermore,  they  recognize  the  need  for 
facilities  which  are  designed  to  aid  in  meeting  the 
cost  of  unusual  and  prolonged  illness.  While  this 
Committee  is  not  connected  with  other  medical 
organizations,  its  work  has  received  the  endorsement 
of  the  House  of  Delegates  of  the  American  Medical 
Association  and  the  present  activity  represents  a 
most  important  contribution  to  a timely  subject.  In 
July  1943  the  Committee  employed  the  largest 
opinion  research  group  in  this  country  to  make  a 
survey  of  public  opinion  on  certain  phases  of  medi- 
cal care.  The  results  show  that,  contrary  to  opinions 
emanating  from  certain  agencies  in  Washington,  the 
great  majority  of  laymen  do  not  favor  Federal  con- 
trol of  medicine  or  compulsory  sickness  insurance. 
Prepayment  plans  were  especially  approved  by  those 
who  are  not  participating  and  the  physicians  in 
those  areas  where  such  plans  are  operating  approve 
of  such  plans  and,  in  addition,  a majority  favored  the 
operation  by  industries  of  such  plans  for  the  benefit 
of  employees.  In  summarizing  the  report,  the  Com- 
mittee makes  these  observations: 

“The  American  people  want  none  of  the  Nation- 
al Government’s  meddling  in  the  vital  field  of  medi- 
cal service. 


“The  American  people  understand  and  believe  in 
our  effective  system  of  personalized  medical  care. 

“There  is  an  economic  problem  involved.  To 
some  people  the  prospect  of  emergency  need,  un- 
usual or  prolonged  illness,  is  a source  of  fear  and  of 
worry. 

“The  American  people  know  about  and  desire- 
demand— a plan  or  plans— a method  for  the  prepay- 
ment of  medical  care  costs.  This  demand  must  be 
met. 

“It  is  not  exclusively  a medical  responsibility.  It 
is  an  economic  problem. 

“Equally  involved  in  the  final  settlement  are  all  of 
the  Professions,  the  Insurance  Companies,  American 
Labor,  all  of  Business  and  all  of  Industry. 

“Methods  have  been  devised— mechanisms  have 
been  perfected.  Plans  have  been  tested.  They  are 
satisfactory  to  a previously  unbelievable  extent. 
They  are  adequate  to  the  need.  The  period  of  ex- 
perimenting is  at  an  end. 

“The  need  is  for  movement  forward  on  all  fronts 
by  all  forces;  to  extend  to  all  the  people— 100,000,000 
people— the  benefits  that  are  accruing  to  approxi- 
mately 25,000,000  through  the  plans  and  methods 
now  in  operation. 

“This  is  the  task  of  every  individual— every 
group— every  agency— every  business  and  every  in- 
dustry interested  in  preserving  for  the  United  States 
The  Private  Enterprise  System.” 

The  American  Bar  Association  Speaks 

The  American  Bar  Association  has  released  the 
report  of  its  special  committee  to  study  the  portions 
of  the  Wagner-Murray  bill  relating  to  federal  con- 
trol and  regulation  of  medical  practice  and  hospitali- 
zation. This  report  considers  in  detail  the  provisions 
and  implications  of  S.  1161,  and  fills  thirty-five 
double  spaced  typewritten  pages.  The  following 
summary  has  been  taken  from  the  last  two  pages  of 
the  report: 

The  American  Bar  Association  is  limited  to  an 
expression  of  opinion  and  judgment  with  respect  to 
those  fields  which  relate  to  the  administration  of 
justice  and  which  directly  affect  the  safeguards  and 
protection  of  the  rights  and  liberties  of  the  citizens 
of  this  country.  Under  normal  circumstances,  there- 
fore, it  is  not  the  function  of  this  Association  to 
attempt  to  influence  substantive  legislation  by  the 
Congress  of  the  United  States.  But  when  under  the 
pretext  of  the  general  welfare  legislation  is  proposed 
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iii  Congress  which  either  inadvertently  or  with 
deliberate  subtlety  constitutes  a direct  attack  on  the 
rights  and  liberties  of  the  citizens  of  this  country,  it 
becomes  the  duty  of  this  Association  actively  to 
voice  its  objections,  a summary  of  which  is  as  fol- 
lows: 

1.  Local  self-government  must  be  preserved  in  our 
federal  system.  State  governments  directly  respon- 
sible to  the  will  of  the  people  are  best  adapted  to 
exercise  such  supervisory  control  as  may  be  insti- 
tuted over  the  health  and  medical  care  of  our 
citizens. 

2.  S.  1161  seeks  to  invest  in  the  Surgeon  General 
who  is  not  an  elected  servant  of  the  people  and 
who  is  not  amenable  to  their  will  the  power  arbitrar- 
ily to  make  rules  and  regulations  having  the  force 
and  effect  of  law  which  directly  affect  every  home. 

3.  The  measure  furnishes  the  instrumentality  by 
which  physicians  for  their  practice,  hospitals  for 
their  continued  existence  and  citizens  for  their  health 
and  that  of  their  families  can  be  made  to  serve  the 
purposes  of  a federal  agency. 

4.  The  bill  fails  to  safeguard  the  rights  of  patients, 
citizens,  hospitals  or  doctors  with  respect  to  dis- 
putes arising  or  rights  denied  through  the  arbitrary 
or  capricious  action  of  one  man. 

5.  The  bill  fails  to  provide  for  any  appeal  to  any 
court  from  the  action  of  the  Surgeon  General. 

6.  The  vicious  system  whereby  administrative 
officials  judge  without  court  review  the  actions  of 
their  subordinates  in  carrying  out  orders  issued  to 
them  is  extended  in  this  bill  to  a point  foreign  to  our 
system  of  government  and  incompatible  with  the 
adequate  protection  of  the  liberties  of  the  people. 

The  Constitution  of  the  United  States  is  designed 
to  protect  the  citizens  of  this  republic  in  the  exer- 
cise of  the  rights  of  free  men.  The  provisions  of  that 
instrument  can  be  rendered  impotent,  when  our  citi- 
zens, for  the  sake  of  an  apparent  immediate  benefit, 
surrender  to  their  government  such  direct  control 
over  their  lives  that  government,  by  imposing  a con- 
stant fear  upon  them  of  having  those  benefits  with- 
held or  withdrawn,  can  compel  from  them  obedience 
and  subservience  to  its  dictates. 


Dr.  Bayne- Jones  Receives  Rank  of 
Brigadier  General 

Dr.  Stanhope  Bayne-Jones,  the  former  dean  of 
the  Yale  School  of  Medicine,  has  recently  been 
promoted  to  the  rank  of  Brigadier  General.  Dr. 
Bayne-Jones  was  called  to  Washington  in  February 
1942  where  he  was  assigned  to  the  Division  of  Pre- 
ventive Medicine  and  Epidemiology  in  the  office  of 
the  Army  Surgeon  General.  While  in  service  he 
continues  to  serve  as  Director  of  the  Childs  Memo- 
rial Fund  for  Medical  Research.  Dr.  Bayne-Jones 
served  in  the  first  world  war  as  a major  in  the  medi- 
cal corps.  Fie  was  with  the  British  and  American 
armies  in  France,  Italy  and  Germany  from  1917  to  j 
1919.  He  received  the  military  cross  and  Croix  de 
Guerre. 

Dr.  Barker  Elected 

Dr.  Creighton  Barker  was  elected  a member  of 
the  Board  of  Directors  of  The  National  Conference 
on  Medical  Service  at  its  annual  meeting  recently  in 
Chicago. 

j 

Southwest  Medicine  Becomes  Arizona 
Medicine 

On  January  1,  1944,  Southwest  Medicine,  which 
for  27  years  has  continuously  represented  the 
physicians  of  Arizona,  New  Mexico  and  El  Paso  ; 
County,  Texas,  passed  into  retirement  and  in  its 
place  was  born  Arizona  Medicine,  published  bi- 
monthly by  the  Council  of  the  Arizona  State  Medi- 
cal Association.  Dr.  Spearman’s  valedictory  in  the 
last  issue  of  Southwest  Medicine,  which  he  has 
edited  for  eight  years,  is  a delightful  expression  of 
satisfaction  for  an  untiring  period  of  devoted  service 
to  the  physicians  of  the  Southwest.  Our  best  wishes 
to  the  new  baby  among  the  state  journals.  This  gives 
the  Connecticut  Journal  a second  younger  brother. 


Annual  Meeting,  Bridgeport,  May  2-4 


ByiCTORY 
BUY 


UNITED 

STATES 

WAR 

BONDS 

AND 

STAMPS 


GOT  A MATCH?  You  don’t  need  to  have,  to  test  for  urine  sugar 
with  the  new  “Galatest”  method,  which  dispenses  with  the  need  for  bunsen 
burner  and  other  laboratory  equipment.  A single  drop  of  urine  on  a few 
grains  of  Galatest  powder  instantly  reveals  the  presence  or  absence  of  sugar. 
Price?  $1.00  per  hundred  tests.  The  Professional  Equipment  Co. 


(See  PAGE  2) 
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FROM  THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  m.d. 

258  Church  Street  New  Haven 


Council  Meeting 

The  regular  monthly  meeting  of  the  Council  was 
held  in  New  Haven  on  A-larch  23,  1944.  There  were 
present:  James  R.  Miller,  Chairman;  Samuel  F. 
Mullins,  Fairfield;  Arthur  B.  Landry,  Hartford; 
Charles  H.  Turkington,  Litchfield;  Charles  Russ- 
man,  Adiddlesex;  Herbert  Thoms,  New  Haven; 
George  H.  Gildersleeve,  New  London;  Charles  T. 
LaMoure,  Tolland;  Robert  C.  Paine,  Windham; 
George  M.  Smith,  President;  H.  Gildersleeve  Jarvis, 
President-Elect;  Hugh  B.  Campbell,  Treasurer; 
Thomas  P.  Murdock,  Delegate;  Stanley  B.  Weld, 
Editor;  Creighton  Barker,  Secretary. 

Absent:  None. 

1.  The  nominations  of  officers  and  committees  for 
the  year  1944-45  were  completed  and  a complete 
list  of  these  nominations  will  be  included  in  the 
Agenda  for  the  House  of  Delegates  annual  meeting. 

2.  The  Council  voted  that  the  temporary  liaison 
committee  to  the  State  First  Aid  Conference  be  dis- 
continued for  the  present,  to  be  reappointed  when 
and  if  occasion  arises. 

3.  It  was  voted  to  recommend  to  the  House  of 
Delegates  that  the  Council  be  directed  to  appoint  a 
special  committee  of  three  members  of  the  Society 
to  study  osteopathic  licensure  and  the  practice  of 
osteopathy  in  Connecticut  and  that  that  committee 
report  to  the  Society  later  this  year  and  concern 
itself  with  legislative  activity  if  a bill  amending  the 
osteopathic  practice  act  is  introduced  into  the  1945 
General  Assembly. 

4.  It  was  voted  that  the  letter  relative  to  obtaining 
new  telephone  service  for  sick  persons  which  had 
been  prepared  by  representatives  of  the  Southern 
New  England  Telephone  Company  and  the  Secre- 
tary’s office  be  mailed  to  all  members  of  the  Society 
with  the  approval  of  the  Council. 

5.  The  subject  of  a medical  consultant  for  the 
physical  restoration  program  that  is  to  be  carried 
out  by  the  Bureau  of  Rehabilitation  Service  of  the 
Department  of  Education  was  discussed,  including 
a communication  from  Mr.  E.  P.  Chester,  the  Direc- 
tor of  that  Bureau,  asking  if  the  State  Society  would 


approve  the  appointment  of  a Chief  Medical  Officer 
as  consultant  in  the  field  of  physical  restoration.  It 
was  voted  to  inform  Mr.  Chester  that  the  Council 
on  behalf  of  the  Society  would  approve  such  ap- 
pointment. 

6.  An  item  in  the  Agenda  was  a report  of  the 
Trustees  of  the  Building  Fund.  Dr.  George  Ad. 
Smith,  speaking  for  the  Trustees,  said  that  there  was 
no  report  to  be  presented  at  this  time  but  that  a 
report  would  be  forthcoming  in  the  near  future. 

7.  Dr.  Adurdock  reported  for  the  special  com- 
mittee, of  which  he  is  chairman,  that  is  studying  the 
inclusion  of  payment  for  professional  services  in  the 
contract  of  the  Connecticut  Plan  for  Hospital  Care. 
The  deliberations  of  this  Committee  have  not  been 
completed  but  Dr.  Murdock  stated  that  a final  re- 
port would  be  submitted  to  the  Council  at  its  next 
meeting. 

8.  It  was  voted  that  each  County  Councillor  be 
instructed  to  bring  in  a name  of  a member  of  his 
County  Association  and  that  the  members  thus 
proposed  would  constitute  a State  Committee  on 
War  Participation. 

9.  It  was  voted  that  the  previous  action  whereby 
the  Council  had  constituted  itself  as  a committee 
from  this  Society  to  cooperate  with  the  Council  on 
Medical  Service  and  Public  Relations  of  the  Ameri- 
can Medical  Association  be  superseded  and  that  the 
Society’s  Committee  on  Public  Relations  be  desig- 
nated as  the  Committee  from  this  Society  to  cooper- 
ate with  that  Council  and  coordinate  its  activities 
in  Connecticut. 

10.  The  special  committee  appointed  by  the 
chairman  of  the  Council,  consisting  of  the  Treas- 
urer, Dr.  Campbell,  Dr.  Landry,  Dr.  Mullins  and 
Dr.  Thoms,  to  study  methods  for  the  collection  of 
State  Society  dues  reported  that  it  had  explored  the 
subject  as  directed  and  recommended  to  the  Council 
that  a resolution  be  presented  to  the  House  of  Dele- 
gates advocating  that  the  By-Laws  of  the  County 
Associations  be  amended  to  provide  that  the  collec- 
tion of  State  and  County  Association  dues  be  made 
by  the  State  office  of  the  Society  under  the  direc- 
tion of  the  Treasurer  of  the  State  Society  and  that 
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County  dues  collected  by  this  manner  be  paid  regu- 
larly to  the  several  County  Associations.  After  the 
meeting,  in  conference  with  the  Treasurer,  it  was 
agreed  that  the  Treasurer  would  prepare  such  a 
resolution  for  presentation  to  the  House  of  Dele- 
gates in  May. 

1 1 . Dr.  Landry  presented  informally  certain  criti- 
cisms that  had  arisen  in  Hartford  County  relative 
to  inadequacy  of  reporting  in  the  Journal  of  the 
deliberations  and  transactions  of  the  Council.  1 his 
subject  was  discussed  at  length  but  no  formal  action 
was  taken. 

12.  It  was  voted  that  the  next  meeting  of  the 
Council  be  held  on  Wednesday,  April  12. 

Physicians  Recommended  For  Licensure 

The  Connecticut  Medical  Examining  Board  has 
announced  the  results  of  the  March  written  and  oral 
examinations.  A list  of  the  successful  candidates  who 
have  been  recommended  for  licensure  is  given 
below: 

Donald  T.  Rice,  University  of  Nebraska;  Hartford 
William  A.  Ahroon,  University  of  Maryland;  New 
Haven 

Edward  F.  Keenleyside,  University  of  Toronto; 
West  Hartford 

Joseph  B.  Rogoff,  University  of  Paris;  East  Haven 
John  C.  Olsavsky,  Georgetown;  Bridgeport 
Earl  G.  Witenberg,  University  of  Rochester; 
Middletown 

Walter  Pick,  Harvard;  Windham 
Henry  L.  Allen,  Temple;  Philadelphia 
James  H.  Scully,  Georgetown;  New  Britain 
Jerome  Beloff,  Columbia;  Meriden 
Frank  M.  Beresford,  Marquette;  Ardmore,  Penn. 
John  Brodv,  Tufts;  New  Haven 
Frederick  Carpenter,  Columbia;  Corona,  New  York 
Frank  D.  Carroll,  Yale;  Rye,  New  York 
Donald  C.  Gordon,  Harvard;  Hartford 
Jacob  Greenblatt,  Louisiana  State;  White  Plains, 
New  York 


Bert  Guterman,  Washington;  New  Haven 
John  W.  Haine,  Albany  Medical;  Lakewood,  Ohio 
Ruth  K.  Herrick,  Columbia;  New  York 
Frank  L.  Karlin,  St.  Andrews,  Scotland;  Brooklyn, 
New  York 

Johann  Kertesz,  Vienna;  New  Haven 
Joseph  P.  Kriss,  Yale;  New  Haven 
Kenneth  R.  Morgan,  Yale;  New  Haven 
Shirlev  H.  Olmstead,  McGill;  New  Haven 
Elsa  B.  Redlich,  Vienna;  Wallingford 
Anthony  F.  Sava,  Long  Island  College;  Brooklyn, 
New  York 

Lewis  G.  Shepler,  Harvard;  Brooklyn,  New  York 
Gertrude  Slater,  Vienna;  White  Plains,  New  York 
Henry  B.  Turner,  Johns  Hopkins;  Darien 
Charles  E.  Vigue,  George  Washington;  Hartford 
Darrell  G.  Voorhees,  Yale;  Yonkers,  New  York 
Dr.  Joseph  Thomas  Calmar,  an  osteopath  from 
Stamford,  was  recommended  for  a license  to  prac- 
tice surgery. 

Promotions 

John  T.  Bracken,  Jr.,  of  Hartford,  formerly  at 
Hines  Hospital,  Hines,  Illinois,  promoted  to  Captain, 
MC— AUS,  and  stationed  at  Fort  Howard,  Mary- 
land. 

William  C.  Carey  of  Meriden  promoted  to  Major, 
MC— AUS,  stationed  at  Fort  Dix,  N.  J. 


Use  of  X-ray  In  Welded  Joints 

The  Bigelow  Company,  New  Haven,  according 
to  Connecticut  Industry , has  installed  a 200,000  volt 
industrial  x-ray  unit  to  investigate  welded  joints  in 
boiler  drums  and  pressure  vessels  in  order  to  be  sure 
that  such  welds  are  sound  and  free  from  slag  inclu- 
sion or  porosity.  Using  proper  technique,  shading 
on  films  will  show  defects  to  within  2%  of  plate 
thickness,  assuming  that  welded  joint  is  98%  as 
strong  as  plate  welded. 


MAKING  A MOUNTAIN  OUT  OF  A MOLE  — 

is  easy  for  a dermatologist  using  a Magni-Focuser.  This  new  eye  loop  enables 
all  medical  specialists  to  magnify  objects  with  the  binocular  clarity  of  normal 
vision.  The  Magni-Focuser  is  light,  easy  to  wear,  fits  comfortably  over  eye 
glasses,  leaves  both  hands  free,  relieves  eye  strain,  and  provides  maximum 
efficiency  in  minimum  time.  Many  uses  in  all  branches  of  medicine  will  read- 
ily occur  to  you.  One  hint:  try  reading  an  x-ray  film  with  a Magni-Focuser! 
Ask  Professional  Equipment  Company,  36  Howe  Street,  New  Haven,  Con- 
necticut. 


(See  PAGE  2) 


MEDICINE  AND  THE  WAR 


3 1 1 


MEDICINE  AND  THE  WAR 


Surgical  Service 


59TH  General  Hospital  A.P.O.  715  1943 

1 st  row:  W.  S.  Perham,  L.  N.  Claiborn,  F.  M.  Sutherland,  E.  S.  Ottenheimer,  E.  J.  Manwell,  F.  A.  Wies,  C.  C.  Bishop 
2nd  row:  F.  A.  Post,  L.  M.  Strayer,  M.  Teffel,  J.  W.  Major,  R.  M.  Fuldner,  S.  Fevder,  R.  M.  Edmondson 
3rd  row:  H.  Merriman,  L.  A.  Erskine 


War  Medicine:  Vol.  5,  No.  2,  February  1944 

This  issue  of  War  Medicine  contains  two  articles 
on  shock,  “Bacteria  and  The  ‘Toxic  Factor’  in 
Shock”  by  Joseph  Aub,  M.n.,  and  others  in  Boston, 
and  “Pathogenesis  and  Treatment  of  Shock  Result- 
ing from  Crushing  of  Muscle”  by  members  of  the 
Harold  Brun  Institute,  California.  There  is  a short 
article  on  the  use  of  thrombin  in  hemorrhage  from 


the  U.  S.  Naval  Hospital,  Norfolk,  Va.,  and  the 
National  Naval  Medical  Center,  Bethesda,  Maryland. 
Sir  Arthur  S.  MacNalty,  editor  in  chief  of  the 
British  Official  History  of  the  War,  outlines  the 
plans  for  a medical  history  of  the  present  war. 
Majors  McGuinness  and  Gall,  MC— AUS,  report 
the  results  of  an  investigation  of  mumps  at  Army 
camps  in  1943.  A plan  for  preventive  psychiatry  by 
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mass  psychotherapy,  entitled  “Factors  in  Adjust- 
ment to  Army  Life”  is  contributed  by  Lieut.  Col. 
R.  Robert  Cohen,  MC— AUS.  Major  Abraham  G. 
Cohen,  MC— AUS,  presents  the  results  of  a study  of 
an  early  form  of  chronic  bronchitis  in  Panama.  In 
“Occupational— Recreational  Programs  in  Neuro- 
psychiatric Sections  of  Army  Station  Hospitals,” 
Major  Norman  R.  Shulack,  MC— AUS,  outlines  the 
therapeutic  indications  for  and  the  desirability  of 
providing  such  programs  in  army  station  hospitals. 

Abstracts  from  Current  Literature  and  several 
book  reviews  complete  the  issue. 

Aid  to  War  Invalids 

According  to  Information  Bulletin , Embassy  of 
U.S.S.R.,  the  Soviet  Union  shows  the  greatest  solici- 
tude for  war  invalids,  granting  them  State  aid  and 
providing  them  with  work.  Thus  the  right  of  every 
citizen  of  the  U.S.S.R.  to  social  insurance  is  realized. 

When  treatment  at  a hospital  is  completed,  the 
invalid  is  placed  on  the  files  of  his  district  branch 
for  social  insurance,  which  means  that  thereafter  he 
is  cared  for  entirely  by  the  State.  There  are  special 
stores  catering  to  war  invalids  and  special  work- 
shops for  them;  they  receive  pensions  and  living 
quarters.  The  State  has  organized  a wide  network 
of  homes  for  permanently  maimed  fighters,  where 
they  receive  the  best  of  care.  Special  music  schools 
have  been  opened  for  soldiers  who  have  become 
blind  as  a result  of  injuries  received  in  battle.  Thou- 
sands of  invalids  are  acquiring  new  trades,  such  as 
watchmaking,  beet  cultivation  and  fruit  and  vege- 
table raising. 

Sergeant  Ivan  Pitertsov,  who  before  the  war  was 
a tailor,  lost  his  hand  in  battle.  Pitertsov  has  now 
finished  a course  in  bookkeeping  and  has  been  em- 
ployed by  the  People’s  Commissariat  of  the  Coal 
Industry.  Peter  Trushin  was  a fitter  before  the  war. 
The  serious  injuries  he  received  in  battle  near  Stalin- 
grad resulted  in  the  amputation  of  his  leg.  He  has 
become  a skilled  watchmaker,  earning  more  than  he 
did  before  the  war.  Former  laborer  Peter  Alex- 
androv lost  an  arm  and  leg  in  the  war.  When  he  left 
the  hospital,  he  went  to  work  as  labor  inspector  at 
the  Krasnaya  Rosa  factory. 

Many  blind  veterans  are  studying  at  one  of  the 
Moscow  music  schools.  Former  students  who  are 
now  war  invalids  have  resumed  their  studies  in  vari- 
ous institutes.  The  Soviet  people  render  every  pos- 
sible aid  to  those  incapacitated  by  war. 


A Soviet  Maternity  Hospital 

Dr.  Nikolai  Krainov 

From  Information  Bulletin , Embassy  of  U.S.S.R. 

Professor  Agrippina  Blizny anskay a,  Doctor  of  Medical 
Sciences,  has  been  engaged  in  the  practice  of  obstetrics  and 
gynecology  for  30  years.  She  heads  a department  in  the 
Third  Moscow  Medical  Institute  and  for  the  past  17  years  has 
been  director  of  the  Clara  Zetkin  Maternity  Hospital,  the 
foremost  in  Moscow.  Recently  Dr.  Bliznyanskaya  gave  the 
author  the  following  facts  concerning  the  work  of  the 
hospital: 

Eighty  thousand  infants  have  been  born  in  the 
Clara  Zetkin  Maternity  Hospital  during  Professor 
Bliznyanskaya ’s  17  years  as  director.  The  hospital 
serves  three  large  Moscow  districts— the  Pervomai- 
skv,  Tagansky  and  Molotov— in  which  live  many  i 
workers. 

In  the  Soviet  Union  there  is  a consulting  office  in  i 
connection  with  each  maternity  hospital,  where  ex- 
pectant mothers  come  regularly  throughout  their 
pregnancy  period  for  examination  and  advice.  If  the 
pregnancy  is  complicated  by  a heart  ailment,  toxic  j 
condition  or  other  cause,  the  mother-to-be  enters 
the  hospital  some  time  before  delivery  is  expected 
and  remains  as  long  as  is  necessarv  afterward. 

In  normal  cases  women  are  discharged  from  the 
hospital  seven  days  after  delivery.  However,  thev 
remain  under  the  regular  care  of  the  consulting 
office,  which  keeps  a record  of  each  case,  with  the 
medical  report  on  the  deliverv  and  any  complication 
that  may  have  arisen. 

The  doctors  of  the  consulting  office  and  the  hos- 
pital keep  in  close  touch  with  each  other.  The  for- 
mer visit  the  patients  assigned  them  by  the  hospital, 
and  in  addition  serve  at  the  hospital  once  each  week. 
Joint  conferences  are  held  each  month,  at  which 
difficult  and  complicated  cases  are  discussed  and 
reports  made  on  them. 

Postnatal  medical  care  in  the  home  for  both 
mother  and  child  is  offered  by  the  consulting  offices. 
Nurses  teach  new  mothers  to  care  for  and  feed  the 
children. 

The  Clara  Zetkin  Hospital  includes  the  regular 
maternity  department,  pathological  pregnancy  de- 
partment and  gynecology  department.  In  addition, 
there  is  a tuberculosis  lying-in  department  of  which 
Professor  Bliznyanskaya  is  justly  proud,  for  hers  is 
the  only  hospital  so  far  to  introduce  such  a depart- 
ment. 

“There  is  a prejudice,”  said  Professor  Bliznyan- 
skaya, “against  women  with  tuberculosis  bearing 
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children— the  opinion  being  that  tubercular  lungs 
are  always  aggravated  by  pregnancy  and  the  chil- 
dren born  infected.  It  has  been  proved  that  this  is 
not  true— everything  depends  upon  the  form  of 
tuberculosis  and  the  social  and  living  conditions  of 
the  expectant  mother.  If  pneumothorax  is  applied  at 
the  proper  time  during  pregnancy  and  the  patient 
placed  in  a sanatorium  where  she  can  receive  correct 
treatment  and  care,  her  state  of  health  will  not  only 
not  be  aggravated,  but  the  mother  will  give  birth  to 
a sound  and  healthy  infant.  I deal  with  this  problem 
in  my  monograph  on  tuberculosis  and  pregnancy. 
After  handling  thousands  of  such  cases  we  have 
proved  that  it  is  exceptionally  rare  for  a child  to  be 
born  with  tuberculosis.” 

As  a rule,  methods  of  painless  childbirth  are  prac- 
ticed at  the  Clara  Zetkin  Hospital.  A study  of  the 
medical  records  for  the  past  five  years  reveals  that 
exceptions  were  made  only  where  the  health  of  the 
woman  rendered  it  inadvisable  to  use  such  methods, 
or  where  delivery  proceeded  so  rapidly  they  were 
unnecessary. 

In  addition  to  expert  obstetricians  the  hospital 
staff  includes  three  pediatricians,  a consulting  physi- 
cian, a tuberculosis  specialist  and  an  ear  and  throat 
specialist.  The  hospital  is  equipped  with  the  most 
modern  x-ray,  clinical  and  biochemical  laboratories 
and  a dissecting  room. 

There  is  a telephone  at  each  bed  for  the  con- 
venience of  patients,  and  friends  and  relatives  may 
call  at  stated  hours.  Meals  are  appetizing  and  nour- 
ishing. Patients  in  need  of  extra  nourishment  receive 
double  portions,  and  special  diets  are  given  where 
indicated. 

The  patients  include  women  from  every  occupa- 
tion and  profession:  a worker  from  a clothing  fac- 
tory, the  wife  of  a professor,  a woman  lathe  opera- 
tor in  a war  factory,  a doctor  in  the  Red  Army,  an 
engineer,  a student  from  the  Agricultural  Academy. 
The  hospital  services  are  entirely  free. 

While  the  mothers  remain  at  the  hospital,  talks 
are  given  daily  by  doctors  on  postnatal  care,  how 
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to  care  for  the  child,  the  prevention  of  contagious 
diseases,  the  importance  of  nursing  in  the  develop- 
ment of  the  child,  etc.  These  talks  are  of  great  help, 
especially  to  mothers  bearing  their  first  child. 

The  highest  tributes  to  the  hospital  are  the  entries 
made  by  patients  in  the  visitors’  book.  It  is  filled 
with  enthusiastic  praise  of  the  work  of  the  per- 
sonnel, their  consideration,  and  the  excellent  care 
and  attention.  Gratitude  to  the  hospital  and  best 
wishes  for  its  continued  success  are  expressed  over 
and  over. 

And  indeed,  Professor  Bliznyanskaya  and  her  per- 
sonnel have  done  splendid  work.  During  the  war 
year  of  1943,  1,800  women  have  been  admitted  to 
the  hospital.  There  were  70  Caesarian  operations 
without  a single  fatality. 
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From  Captain  Alexander  J.  Mozzer, 
MC— AUS 

March  18,  1944 

To  the  Editor: 

I have  received  the  December  and  January  issues 
of  the  Connecticut  State  Medical  Journal,  and  I 
wish  to  thank  you  and  the  Society  for  sending  them. 
These  are  the  first  issues  I have  received.  I do  not 
believe  you  had  my  complete  address  before. 

As  you  probably  know  I am  on  “Leave  of  Ab- 
sence” from  the  Middlesex  County  Society  since 
May  14,  1942  and  I have  been  overseas  since  May 
22,  1942.  I am  still  “Somewhere  in  Australia.”  In  the 
early  days  of  the  War  here  I was  one  of  the  pioneers 
in  the  air  evacuation  of  patients  and  also  had  some 
experience  with  portable  hospitals.  At  present  my 
duties  consist  of  general  medical  and  surgical  nature 
in  addition  to  that  of  psychiatric  consultant  for  the 
dispensary. 

A.  J.  Adozzer 
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YOU  CANT  GO  WRONG-  Treatment  of  such  common  skin 
lesions  as  verrucae,  angiomas,  clavi,  keratoses,  etc.,  is  made  simple  and  sure  with 
the  Specialties  Dry  Ice  Apparatus.  The  CO2  snow,  confined  within  tip  of 
Specialties  Applicator,  is  pressed  against  the  lesion.  It  is  as  simple  as  that! 
Available  at  The  Professional  Equipment  Company,  36  Howe  Street,  New 
Haven,  Connecticut. 


(See  PAGE  2) 
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SURVEY  ON  MEDICAL  CARE 

The  National  Physicians  Committee  for  the  Extension  of  Medical  Service  has  released  the  findings  of 
the  survey  conducted  by  the  Opinion  Research  Corporation  of  Princeton,  New  Jersey.  This  survey 
revealed  the  following  interesting  facts: 


That  the  people  of  the  United  States  do  not  under- 
stand the  issues  involved  in  the  Wagner-Murray- 
Dingell  bill. 

That  when  they  do  understand  these  issues  an 
overwhelming  majority  are  unqualifiedly  opposed 
to  the  proposals. 

That  they  do  sense  the  need  for  an  extension  of 
facilities  designed  to  aid  in  meeting  the  costs  of 
unusual  or  prolonged  illness. 

That  only  16%  of  all  the  people  favor  a 6%  pay- 
roll deduction  from  wages  for  the  federal  govern- 
ment to  provide  medical  care  and  hospitalization  as 
proposed  in  the  Wagner-Murray-Dingell  bill;  only 
19%  favor  medical  care  of  the  indigent  by  the  fed- 
eral government. 

That  only  13%  expressed  the  opinion  that  com- 
pulsory insurance  would  provide  a satisfactory 
solution  to  the  problem  of  payment  for  medical 
care  costs;  only  24%  thought  it  would  be  a good 
thing  for  the  medical  profession  to  be  controlled  by 
the  federal  government. 

That  57%  opposed  the  fixing  of  physicians  fees, 
56%  opposed  paying  the  expenses  of  medical  stu- 
dents and  56%  opposed  the  limitation  of  the  choice 
of  physician  by  the  federal  government. 

That  16%  would  be  willing  to  pay  $2  to  $6  a 
month  to  guarantee  themselves  full  medical  care. 

That  22%  of  American  workers  already  are  pro- 
tected by  health  payment  plans. 


That  less  than  10  persons  interviewed  regarded 
the  American  Medical  Association  as  a “trust”  or 
a “union.” 

That  a predominant  majority  of  the  people  who 
participate  in  prepayment  plans  approve  them,  and 
that  in  every  instance  such  people  believe  they  are 
better  off  than  their  neighbors  who  have  no  such 
opportunities. 

That  over  50%  of  the  physicians  in  areas  where 
such  plans  are  in  operation  consider  themselves  as 
well  off  and  the  people  better  off  because  of  the 
operation  of  the  plans. 

That  more  than  50%  of  these  physicians  state 
that  it  would  be  a good  thing  if  all  industries  in  the 
United  States  would  operate  prepayment  medical 
and  hospital  service  plans  for  their  employees. 

This  survey  covered  a three  months  period  from 
November  1,  1943,  to  February  15,  1944  with  final 
tabulations  on  March  1,  1944.  Answers  to  questions 
were  secured  from  about  an  equal  number  of  men 
and  women,  scattered  over  all  age  groups,  10% 
being  from  the  Negro  race.  All  sizes  of  communities 
were  canvassed  in  all  sections  of  the  country  and 
including  a wide  variety  of  occupations.  Interviews 
were  conducted  and  replies  were  secured  to  a num- 
ber where  responses  varied  to  a maximum  of  only 
1%.  More  than  45%  of  additional  replies  were 
secured  to  insure  the  accuracy  of  final  tabulations. 


THOUSANDS  HAVE  SAID “Cleverest  little  device  I’ve 

seen  in  thirty  years  of  practice!”  Thus,  they  refer  to  the  $37.50  “Hyfrecator,” 
for  the  permanent  removal  of  foreign  growths  by  the  proven  electrodesic- 
cation method.  Write  or  phone  for  your  free  twenty-four  page  booklet 
“Symposium  on  Electrodesiccation.”  No  obligation;  but  we  shall  offer  to 
sell  you  one  of  the  “Hyfrecators”,  of  course.  Professional  Equipment  Com- 
pany, 36  Howe  Street,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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How  To  Reform  the  A.  M.  A. 

In  an  article  in  the  Westchester  Medical  Bulletin, 
March  1944,  entitled  “Can  We  Make  the  American 
Medical  Association  an  Effective  Political  Instru- 
ment,” Dr.  James  F.  Parsons  offers  some  very  con- 
structive suggestions  of  timely  interest  to  all 
members  of  the  A.  AI.  A.  Apropos  of  the  proposed 
Congress  of  State  Medical  Societies  the  author 
writes:  “What  a job  we  would  have  in  setting  up 
another  federacy!  What  a waste  of  time  even  to 
consider  it  when  there  is  already  a national  organi- 
zation which  could  he  made  to  carry  out  our  wishes! 
Why  not  reform,  the  A.  M.  A.  so  that  it  does  our 
work?  This  is  the  easier  course  and  reform  is  not 
unknown  in  the  history  of  this  organization.”  And 
again:  “The  first  fault  lies  not  with  the  national 
organization  but  rather  with  our  states.” 

The  writer  then  goes  on  to  propose  that  the  state 
should  be  broken  into  electoral  districts  for  better 
and  more  direct  representation,  that  preliminary 
endorsement  of  the  choice  of  the  Speaker  of  the 
A.  M.  A.  House  of  Delegates  by  vote  of  the 
assembled  delegates  would  make  for  better  checks 
and  balance,  that  some  provision  be  made  for  read- 
ing of  reports  before  the  House  from  opposition 
groups,  and  that  the  Board  of  Trustees  operate  on  a 
budget  approved  at  the  beginning  of  the  year. 

Such  a reform  as  suggested  would  make  unneces- 
sary The  National  Physicians  Committee,  The  Asso- 
ciation of  American  Physicians  and  Surgeons,  and  a 
Washington  office  operated  only  by  The  Western 
States  Public  Health  League. 

Sudden  Death  in  Young  Adults  in 
Association  With  Fatty  Liver 

Robert  Lee  Graham  of  Baltimore  reports  in  the 
January  issue  of  Bulletin  of  the  Johns  Hopkins  Hos- 
pital five  cases  of  sudden  death  in  young  adults  in 
association  with  marked  fat  infiltration  of  the  liver, 
all  occurring  within  the  past  year.  He  cites  six 
similar  cases  reported  by  other  writers.  No  known 
reason  for  the  cause  of  death  has  been  ascertained 
hut  the  author  suggests  that  a vitamin  deficient 
state,  with  or  without  hypoglycemia,  might  be 
responsible. 


California  Disapproves 

1 he  California  Aledical  Association  has  expressed 
approval  of  the  objective  of  the  Maternity-Pediatric 
Program  of  the  Federal  Children’s  Bureau  to  pro- 
vide adequate  obstetrical  and  pediatric  care  to  wives 
and  infants  of  enlisted  men.  The  Council  of  the 
California  Association,  however,  has  not  given  ap- 
proval to  the  regulations  whereby  the  payments 
must  he  made  to  the  attending  physician.  Each 
physician  in  California  has  been  left  free  to  decide 
for  himself  under  what  conditions  he  is  willing  to 
give  the  indicated  professional  services. 

Quarterly  Reviews  of  Medicine  and  Surgery 

In  addition  to  the  Quarterly  Review  of  Obstetrics 
and  Gynecology  which  made  its  first  appearance  in 
April  1943,  there  is.  now  being  published,  beginning 
in  November  1943,  a Quarterly  Review  of  Medicine 
and  a Quarterly  Review  of  Surgery . The  same  busi- 
ness office  in  Washington,  D.  C.,  serves  all  three  of 
these  publications.  As  in  the  case  of  their  predecessor 
in  obstetrics  and  gynecology,  these  new  quarterly 
reviews  each  has  an  editorial  board  comprising  lead- 
ing physicians  in  the  specialties  represented.  Francis 
G.  Blake  is  a member  of  the  editorial  board  of  the 
Quarterly  Review  of  Medicine.  The  subscription 
rates  are  the  same,  $9  per  year,  $25  for  three  years. 
Address  all  correspondence  to  314  Randolph  Place, 
N.E.,  Washington,  D.  C. 

More  About  Physicians  On  Salary 

Alan  Gregg,  director  of  Aledical  Education  of  the 
Rockefeller  Foundation,  believes  that  in  the  future 
the  best  medical  care  will  be  considered  a civic  right 
rather  than  a luxury.  He  suggests  an  “anchor  salary” 
for  young  doctors  associated  with  hospitals  so  that 
they  may  best  serve  the  community  under  expe- 
rienced supervision  rather  than  waiting  till  thev  are 
able  to  establish  their  own  practice. 

One  Hundred  Years  1843  - 1943 

Bound  in  an  attractive  pocket  edition,  The  Blakis- 
ton  Company  of  Philadelphia  has  published  a short 
history  of  book  printing  in  Philadelphia,  recording 
the  development  of  this  particular  publishing  firm 
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over  a period  of  one  hundred  years.  Printing  in 
Philadelphia  is  associated  with  the  name  of  Benjamin 
Franklin  who  hist  came  to  that  city  at  the  age  of 
seventeen  and  found  employment  as  a printer.  It  was 
Franklin  who,  later  on  returning  from  England, 
brought  to  Philadelphia  the  knowledge  of  improved 
types,  presses,  and  materials  which  made  that  city 
the  leader  in  publishing  in  Colonial  days. 

Council  Withdraws  Approval  of  Mineral 
Oil  in  Food  Products 

The  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  has  called  attention 
to  the  results  of  investigations  on  the  efFect  of 
mineral  oil  on  the  various  vitamins  and  minerals 
Vitamin  A,  vitamin  D,  calcium,  phosphorus  and 
vitamin  K are  all  affected  by  mineral  oil  within  the 
body  tissues.  The  Council  believes  that  mineral  oil 
may  be  properly  used  as  a laxative  under  medical 
supervision  but  should  not  be  used  indiscriminately. 
There  is  also  sufficient  evidence  of  possible  harmful 
effects  to  justify  the  conclusion  that  “its  indiscrimi- 
nate use  in  foods  or  in  cooking  is  not  in  the  interests 
of  good  nutrition,  and  any  such  use  should  be  under 
careful  supervision  of  a physician.”  Because  of  the 
abuses  which  have  developed  through  the  sale  to 
the  public  of  food  products  containing  mineral  oil, 
the  Council  has  voted  to  withdraw  its  acceptance  of 
these  products. 

Metric  System  Adopted 

“Attention  is  called  to  the  announcement  else- 
where in  this  issue  that  future  editions  of  New  and 
Nonofficial  Remedies,  Useful  Drugs,  the  Epitome  of 
the  U.  S.  Pharmacopeia  and  National  Formulary 
and  Interns’  Manual  (with  the  consent  of  the  Coun- 
cil on  Medical  Education  and  Hospitals  [of  the 
American  Medical  Association])  as  well  as  other 
Council  publications,  will  give  quantities  and 
dosages  exclusively  in  the  metric  system,”  The  Jour- 
nal of  the  Association  says  in  its  December  4 issue. 
“This  step  is  in  harmony  with  the  growing  and  cur- 
rent practice  of  prescribing  vitamins,  hormones  and 
sulfonamide  preparations.  The  Council’s  concise 
historical  presentation  of  the  units  of  measure  for- 
merly in  common  use  emphasizes  the  value  of  adopt- 
ing a uniform  method  of  presenting  quantities  and 
dosages.  While  daily  living  may  have  been  governed 
for  many  years  by  grains  and  barley  corns,  the 
kingly  nose  and  regal  thumb,  and  the  combined 


length  of  the  left  feet  of  ‘sixteen  men  who  lined  up 
heel  to  toe  as  they  left  church  on  a Sunday  morn- 
ing,’ workers  in  the  exact  sciences  appreciate  the 
value  of  the  simplicity,  convenience  and  precision 
of  the  metric  system.  Universal  adoption  of  this 
system  will  be  a manifestation  of  rationality  and  of 
interprofessional  and  international  cooperation  of 
great  practical  utility.” 

Voluntary  Health  Protection  For  All 

With  ten  per  cent  of  America’s  citizens  protected 
today  by  Blue  Cross  hospitalization,  the  nation-wide 
system  of  voluntary  hospital  insurance  faces  its 
gravest  challenge  and  most  fruitful  opportunity 
during  the  coming  year,  according  to  C.  Rufus 
Rorem,  ph.d.,  writing  in  a recent  issue  of  Hospitals, 
the  journal  of  the  American  Hospital  Association. 

Dr.  Rorem,  director  of  the  association’s  Hospital 
Service  Plan  Commission,  contends  that  a net  in- 
crease of  four  million  enrollments  during  1944  must 
be  made  “to  impress  the  American  people  with  the 
advantages  and  possibilities  of  voluntary  health  pro- 
tection for  the  entire  population.” 

It  is  up  to  the  Blue  Cross  system  to  prove  to  em- 
ployers, employees,  hospital  administrators  and  hos- 
pital trustees  that  its  plan  is  “the  best  possible 
method  by  which  they  can  finance  adequate  hos- 
pital care  for  the  greatest  possible  number  of  those 
who  need  service,”  he  points  out. 

Brazil,  United  States  Cooperate  Against 
Insect-Borne  Diseases 

According  to  Inter- American  Economic  News, 
Brazil  and  the  United  States  have  broadened  their 
cooperation  in  the  field  of  health  and  sanitation  to 
include  measures  to  prevent  the  spread  of  insect- 
borne  diseases  from  Africa  to  the  Western  Hemi- 
sphere. 

These  measures  are  in  recognition  of  the  hazards 
from  insect-borne  diseases  as  a result  of  greatly 
increased  wartime  air  traffic  between  African  air- 
ports and  Brazil,  hopping-off  place  and  arrival  point 
for  heavy  trans-Atlantic  air  traffic. 

Brazil  is  expected  to  designate  two  public  health 
officers  to  act  as  liaison  officers  with  United  States 
Army  authorities  in  African  ports,  under  an  arrange- 
ment made  in  a recent  conference  betwen  Dr.  Fabio 
Carneiro  de  Mendonca,  of  the  Brazilian  Ministry  of 
Education  and  Health,  and  Lieut.  Colonel  Karl  R. 
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Lundeberg,  of  the  Office  of  the  Surgeon  General, 
United  States  Army.  The  Brazilian  doctors  will 
work  with  United  States  Army  officers  on  the  sani- 
tation of  aircraft  departing  for  Brazil  from  Africa. 

This  arrangement  supplements  the  extensive  co- 
operation between  Brazil  and  the  United  States  for 
control  of  malaria  and  other  tropical  diseases  in  the 
Amazon  Valley  and  in  the  Rio  Doce  Valley,  sources 
of  strategic  materials  for  Brazilian  and  United  States 
industries. 

Extension  of  malaria  control  measures  in  Brazil 
and  other  countries  in  Latin  America  is  being- 
carried  out  partly  in  recognition  of  the  disease 
hazards  resulting  from  the  increase  in  air  transport. 
Many  new  airports  have  been  built  in  the  Western 
Hemisphere  in  the  last  few  years  and  air  travel  and 
freight  is  on  the  largest  scale  in  history,  augmented 
by  trans-Atlantic  air  travel  by  way  of  Brazil  and 
Africa. 

Airline  operators  anticipate  continuation  of  inter- 
American  air  travel  at  a high  level  after  the  war. 
Many  United  States  lines,  in  fact,  have  applied  to 
the  United  States  Civil  Aeronautics  Board  for  per- 
mission to  establish  new  air  services  to  Latin 
America  after  the  war. 

The  Controversy  Over  Hospital  Practice 

According  to  Medical  Care , the  number  of  salaried 
physicians  in  hospitals  was  estimated  at  10,000  just 
before  the  war.  Probably  half  of  them  are  doing- 
clinical  rather  than  administrative  work.  Such  em- 
ployment of  salaried  physicians  has  already  been 
determined  by  the  high  Federal  courts  as  not  illegal 
“corporate  practice.”  Medical  Care  believes  this 
issue  resolves  itself  into  “whether  the  hospital  is  an 
organization  for  professional  service  or  whether  it  is 
merely  a hotel  with  a hypocritic  flavor.”  The  hos- 
pital is  becoming  more  and  more  a medical  service 
center  and  this  is  serving,  according  to  Medical  Care , 
to  bring  all  hospitals  up  to  the  level  at  which  the 
best  ones  operate  today. 

The  Unfortunate  Controversy 

The  editor  of  Minnesota  Medicine,  in  the  October 
1943  issue  of  that  publication,  calls  attention  to  “the 
unfortunate  controversy  which  has  arisen  between 
the  American  Hospital  Association  and  the  Ameri- 
can Medical  Association.”  This  controversy  centers 
around  the  question  of  the  propriety  of  furnishing 
the  services  of  physicians  such  as  those  in  charge 


of  x-ray  departments,  laboratories  and  anesthetics 
in  addition  to  room,  board,  nursing,  et  cetera.  The 
A.  M.  A.  opposes  the  inclusion  of  such  services  in 
prepaid  hospital  service  plans  on  the  basis  that  the 
hospital  thereby  is  furnishing  medical  care. 

As  Editor  Drake  puts  it,  “A  hospital  to  be  more 
than  a hotel  must  supply  certain  medical  services. 
The  hospital  must  have  x-ray  and  laboratory  equip- 
ment and  should  have  a medically  trained  individual 
in  charge.”  The  public  is  demanding  this  form  of 
medical  care  in  its  prepaid  hospital  service  contracts. 
In  order  to  lessen  the  cost  of  medical  care  and  cor- 
rect a situation  now  existing  where  the  low  income 
worker  finds  himself  unable  to  meet  the  expense  of 
catastrophic  illness,  it  is  necessary  to  include  these 
basic  medical  services  in  hospital  prepaid  contracts. 
Because  certain  hospitals  are  exploiting  their  x-ray 
specialists,  their  pathologists,  or  their  anesthetists 
should  not  be  an  argument  against  the  principle  it- 
self. Rather,  it  calls  for  a correction  of  the  abuse. 
Provided  a roentgenologist  receives  adequate  com- 
pensation for  his  work,  why  should  he  not  receive 
this  in  the  form  of  a salary  from  the  hospital,  thus 
obviating  a lot  of  bookkeeping? 

Lowering  the  cost  of  illness  is  one  of  the  aims  of 
the  medical  profession.  Has  it  ever  occurred  that 
the  charges  for  x-ray  work  might  be  excessive  and 
more  than  are  justified  by  the  cost  of  equipment, 
replacement,  and  operation?  We  wonder.  As  the 
medical  director  of  the  Hartford  Hospital  recently 
expressed  it:  “Surely  these  problems  can  be  solved 
in  the  American  way,  but  the  solution  cannot  be 
deferred.  We  must  solve  them  without  medical 
economies  being  a major  consideration.  Medical 
care  stands  secondary  only  to  food  and  shelter.” 

On  the  Government  Payroll 

The  Journal  of  the  South  Carolina  Medical  Asso- 
ciation reports  the  following  incident  which  has  its 
implications  in  the  realm  of  free  speech: 

Medical  College  Navy  Students  Get  Warning 

Navy  regulations  against  participation  in  political 
activities  were  invoked  yesterday  to  forbid  further 
protest  by  navy  students  of  the  Medical  College  of 
the  State  of  South  Carolina  against  the  passage  of  the 
Wagner-Murray-Dingell  socialized  medicine  bill 
now  pending  in  Congress. 

A notice  on  the  bulletin  board  in  the  lobbv  of  the 
college  read  as  follows:  “All  navy  V-12  students  by 
regulations  are  not  allowed  to  participate  in  anv 
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form  of  political  activity  or  join  in  any  movement 
concerning  government  policy.  Orders  of  Captain 
Needham,  commanding  officer.” 

Captain  R.  C.  Needham,  USN,  retired,  is  the 
commanding  officer  of  the  naval  units  at  the  Medi- 
cal College  and  at  the  University  of  South  Carolina. 

It  was  understood  last  night  that  the  students  felt 
upset  about  the  matter,  although  no  comment  for 
the  press  was  forthcoming  from  them.  At  a meeting 
held  Thursday  night  at  the  call  of  the  class  presi- 
dents, they  had  unanimously  backed  up  the  position 
of  the  Medical  Society  of  South  Carolina,  a local 
organization,  in  protesting  against  passage  of  the 
bill,  which  they  termed  “totalitarian,”  and  had  made 
plans  to  enlist  support  of  students  of  the  sixty  odd 
accredited  medical  colleges  in  the  nation  to  fight 
the  bill. 

Students  who  are  in  the  army  are  not  affected  by 
the  navy  order,  but  it  is  expected  that  similar  regu- 
lations will  be  enforced  with  regard  to  them. 

Increased  Maternity  Allowances  in 
Australia 

J he  Australia  Maternity  Allowance  Act  of  1912, 
amended  in  1942,  was  again  amended  in  1943.  The 
Child,  published  by  the  U.  S.  Department  of  Labor, 
Children  s Bureau,  reports  that  this  1943  amendment 
abolishes  the  means  test  and  increases  the  rates  of  the 
maternity  allowance,  payable  as  a lump  sum  on  the 
birth  of  each  child,  to  the  following  amounts:  for 
the  first  child,  £ 5 (about  $16.15):  for  the  second 
or  third  child,  £6  (about  $19.38):  for  the  fourth 
and  each  subsequent  child,  7^10  s (about  $24.21). 
In  addition  under  the  amendment  the  mother  also 
receives  a benefit  consisting  of  an  allowance  of  25  s. 
(about  $4)  a week  for  the  four  weeks  before  and  the 
four  weeks  after  the  birth  of  the  child. 

Students  in  New  Course  From  19  Hospitals 

Representatives  of  19  different  hospitals  have  been 
em  oiled  in  the  new  course  in  hospital  administration 
at  Northwestern  University,  Chicago,  and  only  8 
of  the  39  students  taking  this  course  are  not  con- 
nected with  a hospital,  the  university  has  informed 
the  Johnson  & Johnson  Research  Foundation,  New 
Brunswick,  N.  J.,  which  recently  made  a grant  to 
Northwestern  to  aid  in  making  possible  this  special 
course.  Of  the  eight  persons  not  associated  with  a 
hospital,  two  persons  are  employed  on  hospital 
magazines,  two  are  physicians,  one  is  director  of  a 
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hospital  council  and  one  is  employed  by  the  Ameri- 
can College  of  Surgeons,  the  university  said. 

Pennsylvania  Formulary  Rejected  by 
Medical  Society 

In  the  October  1943  issue  of  the  Journal  The 
Joint  Committee  of  Medicine  and  Pharmacy  in 
Pennsylvania  was  congratulated  on  the  publication 
of  Pennsylvania  Formulary.  The  Medical  Society 
of  the  State  of  Pennsylvania  has  now  withdrawn  its 
sanction  of  the  Formulary  because  of  written  criti- 
cisms which  are  believed  to  be  justified.  One  of 
these  criticisms  is  aimed  at  the  coining  of  new  names 
applied  to  preparations  in  Pennsylvania  Formulary. 
1 he  Joint  Committee  had  no  right  to  grant  such 
authority  to  any  manufacturer. 

A New  Solution  for  the  Radiologist 

Under  the  heading,  “A  Radiologist  Squawks,” 
Paul  F.  Cole,  m.d.,  of  Springfield,  Missouri,  in  the 
Bulletin  of  Greene  County  Medical  Society  (Spring- 
field,  111.),  reprinted  in  Philadelphia  Medicine , advo- 
cates that  the  American  College  of  Radiology  set  up 
a refinancing  corporation  to  assist  diplomates  of  the 
board  in  establishing  themselves  in  practice  inde- 
pendent of  any  hospital.  Too  many  radiologists  are 
splitting  fees  for  their  services  with  hospitals.  Dr. 
Cole  believes  the  radiologist  should  own  all  x-ray 
equipment  under  his  supervision  and  pay  a just  rent 
for  hospital  space  where  located.  This  is  not  a new 
idea,  but  the  suggestion  of  loans  to  young  radiolo- 
gists, subject  to  approval  of  the  American  College 
of  Radiology  finance  corporation,  is  new.  The 
author  believes  that,  unless  some  such  step  is  taken, 
other  special  branches  of  medicine  will  be  making 
contracts  with  hospitals  on  a percentage  basis  of  fees 
collected. 

Prescriptions  Filled  Reach  All-time  High 

John  J.  Dugan,  chairman  of  the  Connecticut 
Association  for  the  Advancement  of  Professional 
Pharmacy,  in  an  article  in  a recent  issue  of  Con- 
necticut Pharmacist,  entitled  “A  Great  Heritage,” 
has  pointed  out  that  more  prescriptions  have  been 
compounded  in  this  state  by  pharmacists  than  in 
any  other  time  in  history. 

He  lists  as  the  reason  for  this  the  concentration 
of  population  in  the  busy  manufacturing  areas,  and 
calls  attention  to  the  fact  that  the  great  industrial 
activity  necessary  for  war  production  “naturally  re- 
quires more  medical  and  pharmaceutical  care.” 
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Ecuador  Now  a Leading  Source  of  United 
States  Quinine  Imports 

Ecuador,  smallest  of  the  South  American  west 
coast  republics,  has  become  one  of  the  biggest  West- 
ern Hemisphere  sources  of  quinine  and  totaquina. 

While  import  figures  have  been  discontinued  for 
security  reasons,  the  inter-American  program  for 
development  of  hemisphere  resources  is  acknowl- 
edged by  the  United  States  Foreign  Economic 
Administration  to  have  yielded  important  quantities 
of  anti-malarials  in  Ecuador. 

Ecuadoran  authorities  have  cooperated  with 
United  States  procurement  agencies  in  expanding 
production  of  anti-malarial  drugs  to  help  meet  the 
urgent  demands  of  United  Nations  military  forces. 

Quinine  and  totaquina  are  anti  malarial  alkaloids 
processed  from  the  bark  of  the  cinchona  tree,  native 
to  Ecuador  and  other  American  republics.  These 
regions  have  become  the  principal  source  of  quinine 
supply  since  the  loss  of  Far  Eastern  imports. 

Extensive  surveys  of  cinchona  areas  have  been 
carried  out  by  FEA.  These  surveys  were  followed 
by  a program  of  production,  launched  with  assist- 
ance of  a United  States  mission  of  botanists  and 
chemists  sent  to  Ecuador  by  the  Office  of  Economic 
Warfare,  now  absorbed  into  FEA.  This  agency 
handles  the  purchase  of  quinine  and  other  anti 
malarial  alkaloids  in  the  other  Americas. 

The  FEA  has  established  laboratories  for  quick 
analysis  of  cinchona  bark  at  Quito,  the  capital,  and 
at  Cuenca,  and  has  set  up  purchasing  stations  in  the 
richest  areas  of  supply. 

Now  FEA,  in  cooperation  with  Ecuador  author- 
ities, is  seeking  further  expansion  of  production 
through  organization  of  exploratory  parties  to  locate 
stands  of  cinchona  trees  best  suited  to  commercial 
production. 

Caudal  Analgesia 

The  original  promulgators  of  continuous  caudal 
| analgesia  in  obstetrics,  Hingson  and  Edwards  of  the 


U.  S.  Public  Health  Service,  have  now  made  a real 
contribution  in  an  analysis  of  the  first  10,000  deliv- 
eries under  this  method,  published  in  the  journal  of 
the  American  Medical  Association , October  30, 
1943.  The  analysis  of  the  authors’  experiences  con- 
tains a note  of  warning  which  is  healthy  and  here- 
tofore all  to  infrequent.  In  the  summary  the  authors 
state  that  under  continuous  caudal  analgesia  opera- 
tive obstetrics  is  increased,  the  incidence  of  posterior 
positions  is  increased,  the  incidence  of  transverse 
arrest  in  the  mid  pelvis  is  slightly  increased,  trapped 
placentas  occur  when  oxytocic  drugs  are  given  at 
the  end  of  the  second  stage,  and  an  understanding 
of  the  anatomy  of  the  peridural  space,  the  sacrum 
and  the  surrounding  structures  is  essential.  The  sum- 
mary closes  with  this  statement:  “For  success  with 
continuous  caudal  analgesia,  knowledge  of  the  re- 
lated principles  of  the  basic  sciences  must  be  com- 
bined with  a high  degree  of  obstetric  competence 
and  a skilful  application  of  this  new  technic  in 
anesthesiology.” 

Health  Insurance  In  Canada 

The  Dominion  Government  is  proposing  to  set 
up  in  Canada  a system  of  national  health  insurance 
under  which  every  citizen,  when  overtaken  by 
sickness,  will  be  given  free  of  charge  every  kind  of 
medical,  surgical,  nursing,  hospital  and  prescription 
service  deemed  necessary  by  the  physician  of  his 
or  her  choice. 

Legislation  for  bringing  the  scheme  into  opera- 
tion-drafted by  an  Advisory  Committee  composed 
entirely  of  civil  servants— has  been  the  subject  of 
hearings  and  study  by  the  Parliamentary  Committee 
on  Social  Security  since  March  1943.  It  consists  of 
a federal  enabling  bill  which  includes  as  one  of  its 
schedules  a model  implementing  bill  for  adoption 
by  each  of  the  provinces.  Originally  scheduled  for 
its  first  reading  in  February  1944,  the  bill  has  been 
hastily  recalled  from  the  printer,  evidence  that  the 
Government’s  plans  regarding  it  are  still  unsettled. 


See  You  In  Bridgeport,  May  2-4 


THE  PSYCHOLOGICAL  EFFECT  — on  the  fastidious  pa- 
tient is  far  reaching,  if  you  use  our  Vanco  Sanitary  Sheet  Apparatus.  Seeing 
you  provide  a new,  clean,  snow  white  sheet  for  the  examining  table  establishes 
confidence  and  places  the  patient  at  ease.  A clean  sheet  for  every  patient  at 
less  than  1 cent  each!  Made  for  wooden  or  metal  tables,  and  available  on  trial 
without  obligation.  Call  a Professional  Equipment  Company  representative, 
7-2138,  New  Haven,  Connecticut. 


(See  PAGE  2) 
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REPORT  OF  THE  TREASURER 

The  House  of  Delegates 
Connecticut  State  Medical  Society 
Gentlemen : 

This  statement,  together  with  that  of  Seward  and  Monde, 
Certified  Public  Accountants,  which  also  appears  in  the  May 
issue  of  the  Journal,  comprises  the  Treasurer’s  report  of 
the  finances  of  the  Society  for  the  calendar  year  1943. 

The  fine  service  rendered  by  Seward  and  Monde  has  been 
continued.  Their  expert  advice  is  at  all  times  readily  avail- 
able and  courteously  given. 

The  balance  sheet  for  the  year  shows  an  excess  of  income 
over  expenses  of  $3,108.42. 

In  the  Trust  Accounts,  the  Russell  Fund  shows  an  increase 
of  $294.54  and  the  Smith  Fund  an  increase  of  $21.26  over 
the  previous  year. 

The  proceeds  from  the  Connecticut  Railway  and  Lighting 
Bonds,  called  and  out  for  collection  at  the  time  of  the 
examination  by  Seward  and  Monde,  have  been  invested  in 
U.  S.  Treasury  Bonds,  214%,  1956-59. 

To  Dr.  Barker  and  his  efficient  staff  are  due  my  thanks 
and  the  thanks  of  the  membership  for  their  capable  handling 
of  the  many  details  incidental  to  the  financial  activities  of 
the  Society. 

Respectfully  submitted, 

Hugh  B.  Campbell. 


Seward  and  Monde 
Certified  Public  Accountants 
The  Trust  Company  Building 
New  Haven,  Conn. 


Current  Funds: 

Cash  in  banks  was  reconciled  and  confirmed  by  direct 
correspondence  with  the  depositories,  and  is  accounted  for 
as  follows: 

Commercial  accounts: 


1 he  Union  and  New  Haven  Trust 

Company  $3,592.70 

Phoenix  State  Bank  and  Trust  Com- 
pany   5,109.71 

The  Capitol  National  Bank  and  Trust 
Company — Journal  revolving  ac- 
count   2,000.00 

The  Second  National  Bank  of  New 
Haven  — Executive  secretary  re- 
volving account  2,000.00 

$12,702.41 


Savings  accounts: 

The  Capitol  National  Bank  and  Trust 

Company  $3,117.99 

The  New  Haven  Savings  Bank  2,618.82 

Connecticut  Savings  Bank  of  New 

Haven  2,618.83 

National  Savings  Bank  of  New  Haven  2,610.16 

Chelsea  Savings  Bank  of  Norwich  ....  2,578.71 

1 3.544-5 1 


Total  $26,246.92 

During  the  year  $2,500  U.  S.  Treasury  bonds  of  1951-53 
and  $2,500  U.  S.  Treasury  bonds  of  1964-69  were  purchased 
by  the  society.  These  were  examined  by  us  on  February  11, 
•944- 

Dues  receivable  of  $1,555.00  were  for  the  year  1943  and 
were  due  from  the  following: 


March  14,  1944. 

Doctor  Hugh  B.  Campbell,  Treasurer 
The  Connecticut  State  Medical  Society 
New  Haven,  Connecticut 
Dear  Sir: 

We  have  examined  the  balance  sheet  of  The  Connecticut 
State  Medical  Society  as  of  December  31,  1943,  and  we  have 
made  a general  review  of  the  operating  and  income  accounts 
for  the  year  then  ended.  In  connection  therewith  we  have 
examined  or  tested  accounting  records  of  the  society  and 
other  supporting  evidence  without  making  a detailed  audit 
of  the  transactions. 


COUNTY  AMOUNT 

Fairfield  $ 625.00 

Hartford  60.00 

Middlesex  172.50 

New  Haven  697.50 

1 

Total  $1,555.00 

Accounts  receivable  of  $508.51  at  December  31,  1943  were 
for  reprints,  electrotypes,  and  advertising  in  the  Medical 
Journal. 

Accrued  commissions  of  $77.75  represent  amounts  due 
county  secretaries  upon  collection  of  outstanding  1943  dues. 
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Special  Funds: 

Cash  in  special  funds  was  verified  directly  with  the  de- 
positories. 

Securities  held  in  the  Gurdon  Russell  fund  were  examined 
by  us  on  February  i r , 1944,  with  the  exception  of  the  Con- 
necticut Railway  and  Lighting  Company  bond  which  had 
been  called  and  was  out  for  collection.  The  receipt  from 
The  Hartford  Connecticut  Trust  Company  covering  this 
bond  was  inspected  by  us. 

The  following  is  a list  of  the  securities  held  in  this  fund 
and  the  market  value  as  at  December  31,  1943: 

Book  Market 

Par  Value  Value  Value 

$5,000  Connecticut  Railway  and  Xight- 
ing  Company  4/2%  first  refunding 
mortgage  bonds,  due  January  15, 

1951,  stamped  $5,350.00  $5,250.00 

$2,000  Consolidated  Railway  Company, 

(N.  H.)  4%  debenture  bonds,  due 

July  1,  1954  230.00  920.00 

$1,000  Boston  and  Albany  Railroad 
Company,  4!4%  Improvement  bonds, 


due  August  1,  1978  820.00  700.00 

Total  $6,400.00  $6,870.00 

The  analysis  of  Clinical  Congress  income  and  expenses  as 
reflected  on  the  annexed  statement  was  taken  from  the 
records  of  the  treasurer,  which  were  made  available  to  us 
at  the  time  of  our  audit. 

Attached  hereto  are  the  following  statements: 

Balance  Sheet,  December  31,  1943 
Statement  of  Current  Fund  Surplus, 

December  31,  1943 

Statement  of  General  Income  and  Expenses, 

Statement  of  Executive  Secretary’s  Expenses, 

Statement  of  Journal  Income  and  Expenses, 

Year  ended  Decemberr  31,  1943 
Statement  of  Special  Funds, 

Year  ended  December  31,  1943 

Very  truly  yours, 
Seward  & Monde. 


Balance  Sheet,  December  31,  1943 
CURRENT  FUNDS 


ASSETS 


Cash  $26,246.92 

U.  S.  Treasury  bonds — at  cost  5,000.00 

Dues  receivable — 1943  1,555.00 

Accounts  receivable — Journal  508.51 

Inventory — emblems  108.00 


LIABILITIES 

Accounts  payable: 

Treasurer  $ 30.00 

Journal  271.84 

$ 301.84 

Accrued  commissions — 1943  dues  77-75 

Surplus: 

General  $18,355.93 

Executive  secretary  2,649.51 

Journal  8,915.41 

Annual  meeting  3,11 7.99  33,038.84 


Total 


$33,418.43  Total 


$3  3 ,-t1 8.43 


SPECIAL 

FUNDS 

Gurdon  W.  Russell  Fund: 

Gurdon  W.  Russell  Fund — Capital  

...  $8,808.99 

Cash  

..  $2,408.99 

Securities  

6,400.00 

O.  C.  Smith  f und — Capital  

00 

rr 

00* 

O 

lr, 

$8,808.99 

O.  C.  Smith  Trust  Fund: 

Clinical  Congress — Capital  

3,766.16 

Principal  cash  

..  $1,000.00 

Income  cash  

508.38 

Preparedness  Fund — Capital  

ir 

'O 

00 

1,508.38 

Clinical  Congress — Cash  

3,766.16 

Building  Fund — Capital  

100.00 

Preparedness  Fund — Cash  ... 

185.65 

Building  Fund — Cash  

100.00 

Total  

$14,369.18 

Total  

Grand  Total  

$47,787.61 

Grand  Total  

*>  7 -> 
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Statement  of  Current  Funds  Surplus 


Total 

Balance,  January  i,  1943  $30,146.42 

Less,  Adjustment  of  1942  membership  dues 21.6.00 


Adjusted  balance,  January  1,  1943  $29,930.42 

Summary  of  1943  trnasactions: 

Income  $37,780.25 

Expenses  34,671.83 


Excess  of  income  over  expenses  $ 3,108.42 

Allotment  transfers  

Surplus  $ 3,108.42 


Balance,  December  31,  1943  $33,038.84 


Year  ended  December  31,  1943 


General 

$i7d79-4‘ 

216.00 

Executive 
Secretary 
$ 2,178.44 

Journal 
$ 7,301.52 

Annual 
Meeting 
$ 3,087.05 

$1 7,363 .41 

$ 2,178.44 

$ 7,301.52 

$ 3,087.05 

$22,634.35 

2,860.70 

$13,648.93 

$14,099.14 

16,085.25 

$ 1,046.76 
2,076.95 

$19,773^5 
18, 781. 13 

$13,648.93 

14,120.00 

$ 1,986.11 
3,600.00 

$ 1,030.19 
1,061.13 

$ 992.52 

$ 471-07 

$ 1,613.89 

$ 30.94 

$18,355.93 

$ 2,649.51 

$ 8,915.41 

$ 3M7-99 

Statement  of  General  Income  and  Expenses 
Year  ended  December  31,  1943 

Income: 

Dues  earned,  (net  of  $5,923.25  mili- 
tary exemption)  $23,459.25 

Less,  commissions  paid  1,138.69 

$22,320.56 

Interest  on  investments  232.97 

Miscellaneous  80.82 


Rent  1,020.00 

Light  82.00 

Telephone  and  telegraph  198.84 

Printing  and  postage  203.64 

Office  supplies  28 1 .37 

Janitor  81.50 

Miscellaneous  120.85 


Total  $13,648.93  i 


$22, 634.35 

Expenses: 

Council  $ 318-35 

Chairman  of  council  300.00 

Delegates — A.M.A.  convention  224.62 

Executive  secretary  annuity  999-94 

Legislative  committee  243-I9 

Professional  fees  360.00 

Committee  on  industrial  health  79.23 

Tumor  committee  71.28 

Committee  on  drug  addiction  27-89 

Committee  on  prepaid  medical  service  56.64 

Women’s  auxiliary  47-46 

Insurance  97. 10 

Filing  fees  8.00 

Miscellaneous  27.00 

$ 2,860.70 


Excess  of  income  over  expenses  $19,773.65 


Statement  of  Executive  Secretary  Expenses 
Year  ended  December  31,  1943 

Secretary  expense: 

Salary  $ 8,700.00 

Travel  300.00 

$ 9,000.00 

Office  salaries  $ 2,867.25 

Less,  Receipts  for  outside  services 
rendered  206.52 


Statement  of  Journal  Income  and  Expenses 
Year  ended  December  31,  1943 

Income: 

Advertising  (net  of  commissions  of 


$151-34)  $11,796.02 

Subscriptions  274-98 

Reprints  992.71 

Electrotypes  232.06 

Single  copy  28.72 

“Essentials  of  Emergency  Practice”....  235-oi 

Connecticut  Hospital  Association  484.00 

Miscellaneous  55-64 

$14,099.14 

Expenses: 

Printing  $ 8,047.67 

Postage  and  handling  57°-°5 

Electrotypes  357.64 

Reprints  7 1 6.7 1 

Editors’  salaries  4,000.00 

Office  salaries  1,5 56.55 

Rent  339-°° 

Telephone  70-84 

Office  expense  05-5 1 

Collection  expense  42-7° 

Editorial  board  and  meeting  expense  15.93 

Travel  116.00 

Miscellaneous  56.65 

$16,085.25 


2,660.73 


Excess  of  expense  over  income 


$ 1,986.11 
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Statement  of  Special  Funds 
Year  ended  December  31,  1943 


Gurdon  W. 

O.  C.  Smith 

Clinical 

Preparedness 

Building 

Total 

Russell  Fund 

Trust  Fund 

Congress 

Fund 

Fund 

Balance,  January  1,  1943  

$14,151.98 

$ 8,514.45 

$ 1,487.12 

$ 3T04-H 

$ 446.27 

Add: 

Registrations  and  luncheon 

fees  983.00 

983.00 

Interest  on  savings  accounts 

iyvo6 

52.29 

36.26 

66.5 1 

Interest  on  bonds  

32<5-25 

3 2 6 . 2 5 

Gift  

100.00 

$ 100.00 

$15,716.29 

$ 8,892.99 

$ 1 ,5  2 3-38 

$ 4.753 -65 

$ 446.27 

$ 100.00 

Less,  Expenses: 

Purchase  of  table  

$ 10.00 

$ 10.00 

Purchase  of  Venetian  blinds  . 

74.00 

74.00 

Payment  of  member’s  dues  . 

15.00 

$ 15.00 

Printing  and  postage  

352-10 

O 

q 

CN 

$ 1 1 3.10 

Clerical  expense  

58-17 

58.17 

Speakers  expense  

75-3*5 

75-3*5 

Dinners — committee  

O 

QC 

U- 

17.80 

Telephone  

33-47 

15.07 

1 8.40 

Rent  of  hall,  projector,  and 

screen  

164.00 

164.00 

Buttons  

53-44 

53-44 

Dinner  expense  

3II-78 

311.78 

Bond  

12.50 

I 2.5O 

Desk  service  

33.00 

33.00 

Committee  expense  

81.37 

8i.37 

Travel  

42.00 

42.00 

Miscellaneous  

13-12 

7-37 

5-75 

$ 1,347.1 1 

O 

q 

00 

$ 15.00 

$ 987.49 

$ 260.62 

Balance,  December  31,  1943  ... 

$14,369.18 

$ 8,808.99 

$ 1,508.38 

$ 3,766.16 

$ 185.65 

$ 100.00 

REPORT  OF  THE  AUDITORS 

Mr.  President  and  Members  of  The  House  of  Delegates: 
We  reviewed  the  report  of  Seward  & Monde,  Certified 
Public  Accounts,  as  of  December  31,  1943. 

We  made  a physical  inspection  of  the  securities  and  sav- 
ings bank  books  comprising  the  assets  of  the  Gurdon  W. 
Russell  and  the  O.  C.  Smith  Trust  Funds. 

Charles  T.  La  Moure. 
Charles  H.  Turkington. 


HARTFORD  COUNTY 

Membership  April  1,  1943  ^9 

New  Members  3^ 

603 

Died  4 

Lost  by  resignation,  transfer,  dropped  non- 
payment   7 u 

Membership  April  1,  1944  392 


REPORT  OF  THE  SECRETARY 

Report  of  Membership 

FAIRFIELD  COUNTY 

Membership  April  1,  1943  

New  Members  


LITCHFIELD  COUNTY 

449  Membership  April  1,  1943 
29  New  Members  


478 

Died  9 

Lost  by  resignation,  transfer,  dropped  non- 
payment   5 '4 


Died  

Lost  by  resignation,  transfer,  dropped  non- 
payment   


o 


83 


3 


3 


Membership  April  1,  1944 


464 


Membership  April  1,  1944 


80 


324 
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MIDDLESEX  COUNTY 

Membership  April  i,  1943  73 

New  Members  4 

77 

Died  0 

Lost  by  resignation,  transfer,  dropped  non- 
payment   o o 

Membership  April  1,  1944  77 

NEW  HAVEN  COUNTY 

.Membership  April  1,  1943  578 

New  Members  45 

623 

Died  5 

Lost  by  resignation,  transfer,  dropped  non- 
payment   7 12 

Membership  April  1,  1944  61 1 

NEW  LONDON  COUNTY 

Membership  April  1,  1943  125 

New  Members  7 

132 

Died  1 

Lost  by  resignation,  transfer,  dropped  non- 
payment   2 3 

Membership  April  1,  1944  129 

TOLLAND  COUNTY 

Membership  April  1,  1943  20 

New  Members  o 

20 

Died  o 

Lost  by  resignation,  transfer,  dropped  non- 
payment   1 1 

Membership  April  1,  1944  19 

WINDHAM  COUNTY 

Membership  April  1,  1943  40 

New  Members  o 

40 

Died  1 

Lost  by  resignation,  transfer,  dropped  non- 
payment   o 1 

Membership  April  1,  1944  39 

TOTALS 

Fairfield  464 

Hartford  592 

Litchfield  80 

Middlesex  77 


New  Haven  61 1 

New  London  129 

Tolland  19 

Windham  39 

Total  2011 

Associate  Members  9 

2020 

Net  gain  for  year  75 


REPORT  OF  THE  EDITORIAL  BOARD  OF  THE 
CONNECTICUT  STATE  MEDICAL  JOURNAL 
1943  - 1944 

Stanley  B.  Weld,  Editor  in  Chief 
Frank  S.  Jones  Paul  P.  Swett 

Herbert  Thoms  Oliver  L.  Stringfield 

Harold  S.  Burr 

Air.  President  and  Members  of  the  House  of  Delegates: 
Gentlemen: 

The  year  just  ended  has  been  one  of  progress  for  the 
Journal.  Again  it  has  been  found  unnecessary  to  spend  all 
of  the  amount  allotted  to  the  Journal  in  the  budget  for 
1943.  Although  it  is  becoming  somewhat  more  difficult  to 
secure  acceptable  manuscripts  for  publication,  yet  the  qual- 
ity of  those  published  has  in  no  way  suffered.  Our  Literary 
Editor,  Dr.  Thoms,  has  continued  to  keep  The  Journal  in 
an  extremely  enviable  position  among  its  contemporaries.  As 
in  the  previous  year,  Dr.  Thoms  has  furnished  the  major 
part  of  the  editorials  and  their  timely  interest  and  informa- 
tive content  testify  to  his  ability. 

Four  special  issues  have  been  published  during  the  year, 
the  Convention  Number  of  May,  the  Roster  Number  of 
August,  the  Clinical  Congress  Number  of  September,  and  i 
the  Army-Navy  Number  of  December.  As  in  previous  years 
the  Convention  Number  carried  cuts  of  speakers  as  well  as 
of  the  officers  and  councilors  of  the  State  Society.  For  this  i 
issue  about  twenty  extra  pages  of  advertising  were  obtained. 
The  Army-Navy  Number  brought  to  our  readers  sixteen 
letters  from  members  in  the  armed  forces,  many  from  within 
the  borders  of  the  United  States,  but  in  addition  some  from 
Persia,  Africa,  England  and  the  Southwest  Pacific.  Three 
case  histories  were  also  supplied  for  this  issue  by  members 
in  the  service.  No  other  State  Medical  Journal  has  as  yet 
published  an  Army-Navy  Number  carrying  a similar  col- 
lection of  personal  messages.  Letters  from  other  members 
of  the  armed  forces  since  December  1943  have  testified  to 
the  interest  with  which  the  Journal  is  being  read  by  these 
physicians.  Since  the  publication  of  this  particular  issue  we 
have  endeavored  to  keep  the  mailing  list  up  to  date  in  order 
to  reach  our  members  overseas  each  month. 

The  average  number  of  pages  during  the  year  has  been 
about  100  with  a peak  of  140  for  the  Convention  Number. 
The  pages  of  advertising  have  increased  steadily  from  about 
twenty-three  to  over  thirty-six  in  the  March  1944  issue. 
Many  of  these  pages  have  carried  two  colors  and  in  Janu- 
ary 1943  and  each  month  so  far  in  1944  there  has  been  added 
a colored  insert.  During  the  past  year  the  editor-in-chief  has  | 
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been  appointed  by  the  Trustees  of  the  A.M.A.  to  the  Ad- 
visory Committee  of  the  Cooperative  Medical  Advertising 
Bureau.  Our  Board  lias  unanimously  expressed  itself  as 
favoring  accepting  advertising  of  certain  clinically  proven 
products  which  have  not  yet  been  accepted  by  the  Council 
on  Pharmacy  and  Chemistry  of  the  A.M.A. 

The  Journal  Board  as  a whole  has  had  very  few  meetings. 
Two  of  the  meetings  which  it  has  held  have  been  to  discuss 
advertising  problems  with  the  representative  of  the  Co- 
operative Medical  Advertising  Bureau,  Mr.  H.  L.  Sandberg. 
Paul  P.  Swett  was  elected  to  the  Board  by  the  House  of 
Delegates  last  May  to  replace  Lee  VanAntwerp,  now  in  the 
Army.  Dr.  Swett,  though  out  of  the  State  most  of  the  year, 
has  contributed  with  his  pen  and  counsel. 

Early  in  the  year  it  became  necessary  to  replace  our  office 
secretary,  Mrs.  Dolson,  because  of  a change  in  residence. 
Mrs.  Priscilla  Hume  has  served  faithfully  in  this  capacity 
and  has  been  a valuable  assistant  in  improving  the  detail 
work  of  the  office.  It  has  been  found  necessary  to  rent  an 
additional  room  for  storage  space,  and  fortunately  one  was 
secured  adjacent  to  the  one  already  occupied  at  54  Church 
Street,  Hartford. 

It  is  with  regret  we  report  that  the  arrangements  with  the 
Connecticut  Hospital  Association  have  been  terminated  so 
that  that  organization  no  longer  is  represented  by  the  Journal 
as  its  official  publication. 

I would  be  remiss  if  I did  not  at  this  time  extend  my 
appreciation  to  the  other  members  of  the  Board,  to  the 
Secretary  of  the  Society  and  his  office  personnel  for  willing 
and  valuable  assistance  rendered.  As  the  Journal  develops 
from  year  to  year  it  becomes  increasingly  evident  that  its 
success  is  due  to  the  many  who  have  shown  their  interest 
by  both  word  and  deed. 

Respectfully  submitted, 

Stanley  B.  Weld. 


REPORT  OF  THE  CONNECTICUT  MEDICAL 
EXAMINING  BOARD 

Charles  J.  Bartlett,  President 
George  M.  Smith  Daniel  C.  Patterson 

Thomas  P.  Murdock  John  C.  Rowley 

The  Board  held  three  examination  meetings  during  1943 
in  March,  July  and  November,  as  required  by  law.  In  addi- 
tion three  special  meetings  were  held  for  the  purpose  of 
passing  upon  the  credentials  of  physicians  licensed  in  other 
states  or  by  the  National  Board  of  Medical  Examiners.  Dur- 
ing the  year  63  medical  graduates  took  the  regular  written 
examination.  These  63  candidates  took  the  examinations  69 
times.  One  candidate  appeared  three  times,  four  candidates 
appeared  twice.  Of  the  63  candidates  55  were  successful  and 
8 failed,  a failure  rate  of  approximately  11.7%.  Two  of  the 
eight  candidates  who  failed  were  graduates  of  American 
medical  schools,  one  of  them  failed  once  and  was  successful 
on  the  second  attempt,  the  other  failed  once  and  has  not 
repeated  the  examination.  Another  candidate  is  a graduate 
of  a Canadian  school,  failed  twice  and  has  not  been  success- 
ful. The  remaining  five  failure  candidates  were  graduates  of 
European  schools. 
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98  candidates  appeared  before  the  Board  presenting 
licenses  issued  by  other  states  or  the  National  Board  of 
Medical  Examiners.  Of  these  91  were  accepted  by  the  Board 
and  6 were  declined.  One  candidate  who  had  been  declined 
by  the  Board  in  a previous  hearing  entered  litigation  con- 
cerning the  issuance  of  his  license  and  the  Attorney  General 
of  the  State  of  Connecticut  carried  the  action  through  the 
Supreme  Court  of  Errors  which  court  ruled  that  the  candi- 
date must  be  issued  a license  under  the  Connecticut  statutes 
in  force  at  the  time  of  the  applicant’s  application. 

With  the  changing  trends  in  medical  education  it  may  be 
of  interest  to  state  the  schools  from  which  physicians  gradu- 
ated who  were  licensed  to  practice  medicine  in  Connecticut 
in  the  year  reported. 

16,  or  11%  of  the  total  graduated  from  the  Yale  Medical 
School;  11,  or  8%,  from  the  Columbia  College  of  Physicans 
and  Surgeons;  10,  or  approximately  7%  from  New  York 
University  and  10,  or  7%  from  Tufts;  8,  or  approximately 
5.5%  from  Cornell;  7,  or  5%,  from  the  University  of  Ver- 
mont and  the  University  of  Vienna.  Other  schools  repre- 
sented were:  Georgetown  6;  Harvard  6;  Maryland  5;  Mc- 
Gill 4;  New  York  Medical  4;  Jefferson  3;  Long  Island  3; 
Rome  3;  Chicago  2;  Cincinnati  2;  Syracuse  2;  Hamburg  2; 
Woman’s  Medical  2;  Pennsylvania  2;  Texas  2;  Zurich  2; 
Paris  2.  Berlin,  Berne,  Boston  University,  Budapest,  Buffalo, 
Cologne,  Colorado,  Duke,  Geneva,  Hopkins,  Howard,  Med- 
ical College  of  Virginia,  Minnesota,  Nebraska,  Pecs  Austria, 
Rochester,  St.  Louis,  South  Carolina,  Temple,  Tennessee, 
Toronto,  Vanderbilt,  Virginia,  Western  Ontario  each  had 
one. 

The  medical  practice  acts  of  Connecticut  permit  regis- 
tered osteopaths  to  appear  before  the  Connecticut  Medical 
Examining  Board  for  examination  in  medicine  and  surgery 
and  if  successful  in  these  examinations  they  are  licensed  to 
practice  medicine  or  surgery.  During  1943  the  examination 
in  medicine  was  passed  by  three  osteopaths  and  failed  by 
four;  the  examination  in  surgery  was  passed  by  four  and 
failed  by  two. 

The  Board  heard  charges  for  unprofessional  and  improper 
conduct  against  four  physicians  during  the  year  brought  by 
the  Attorney  General  of  Connecticut.  After  hearing  and 
investigation  two  physicians  were  officialy  reprimanded  by 
the  Board  and  the  licenses  of  two  others  were  suspended 
for  two  years  each. 

Prepared  for  the  Board  by  Creighton  Barker,  Secretary, 
and  approved  by  Charles  J.  Bartlett,  President. 


REPORT  OF  THE  CLINICAL  CONGRESS 

Francis  G.  Blake,  Chairman 
Herbert  Thoms  James  R.  Miller 

Charles  E.  Sanford  Creighton  Barker 

George  M.  Smith  Stanley  B.  Weld 

Louis  H.  Nahum 

The  Nineteenth  Clinical  Congress  was  held  in  New  Haven 
September  28-29,  '943-  Although  it  was  originally  planned 
to  hold  these  meetings  in  the  rooms  of  the  New  Haven 
Medical  Association,  it  became  obvious  to  the  Committee 
as  the  time  for  the  Congress  approached  and  the  number  of 
registrations  increased  that  these  facilities  would  not  be 
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adequate.  The  meetings  were,  therefore,  held  in  the  New 
Haven  Lawn  Club  and  even  here  special  seating  arrange- 
ments had  to  be  made.  The  total  registration  was  487,  and 
92%  of  these  were  from  Connecticut.  Thirteen  other  states 
were  represented  and  one  foreign  country— Iceland. 

Of  this  total  registration  of  487,  ninety  represented  free 
admissions.  These  latter  were  in  accord  with  the  policy  of 
the  Committee  to  admit  without  charge  members  of  the 
armed  forces  and,  also,  students  of  medicine.  This  is  the 
first  year  in  which  the  Congress  has  been  held  while  the  Yale 
School  of  Medicine  was  in  session  and,  therefore,  more  med- 
ical students  than  usual  were  afforded  the  opportunity  of 
attending. 

In  view  of  this  aspect  of  the  registration,  it  is  gratifying 
to  report  that  the  expense  of  the  meetings  showed  a surplus 
of  $62.02.  One  reason  for  this  good  showing  is  that  savings 
were  made  on  printing,  clerical  work  and  speakers’  expenses 
over  the  previous  years.  The  success  of  this  year’s  Congress, 
even  at  a time  when  so  many  of  our  Society  members  are 
absent  with  the  armed  forces,  must  be  accounted  for  chiefly 
by  the  excellence  of  the  program  and,  also,  the  fine  co- 
operation of  those  members  who  bear  the  responsibility  of 
making  the  wheels  of  this  enterprise  revolve. 

Respectfully  submitted, 

Francis  G.  Blake. 


REPORT  OF  THE  TREASURER 
CLINICAL  CONGRESS 

Charles  E.  Sanford,  Treasurer 
It  is  very  gratifying,  in  view  of  the  times,  that  your  Treas- 
urer can  report  a surplus  of  $62.02  for  the  year  ending  De- 
cember 31,  1943.  The  credit  for  this  is  due  the  chairmen  of 
the  various  committees  who  kept  down  the  expenses  without 
lowering  the  standard  of  our  Congress. 


RECEIPTS 

Registration  Fees  and  Luncheons  $983.00 

Interest,  New  Haven  Savings  Bank  66.51  $1,049.51 


DISBURSEMENTS 

Printing  $203.00 

Clerical  Work  58.17 

Dinners  and  Luncheons  3 1 1 78 

Speakers’  Expenses  75-3*5 

Miscellaneous  3 39.1 8 

Total  $987.49 

Surplus  62.02  $1,049.51 


ASSETS 

Cash  in  New  Haven  Savings  Bank  $3,375.63 

Cash  in  New  Haven  Bank  N.  B.  A 39°-53 

Total  Assets  $3,766.16 


Respectfully  submitted, 
Charles  E.  Sanford. 


REPORT  OF  THE  COMMITTEE  ON  PUBLIC 
POLICY  AND  LEGISLATION 


B.  M.  Parmclee 
George  M.  Smith 
Creighton  Barker 


Sanford  H.  Wadhams 
Harry  S.  Frank 
Theodore  S.  Evans 
Thomas  P.  Murdock  Edmund  L.  Douglass 

James  R.  Miller  Ralph  B.  Thayer 

Howard  Boyd  Gerard  M.  Chartier 

I lie  Committee  on  Public  Policy  and  Legislation  has  had 
no  meetings  since  the  last  annual  report.  At  that  time,  the 
1943  General  Assembly  was  still  in  session.  Therefore,  the 
report  of  its  activities  was  incomplete.  As  a matter  of  record, 
we  may  now  state  the  outcome  of  the  principal  bills  of 
medical  interest. 


S.  B.  486  would  have  extended  privileges  of  practice 
granted  to  osteopaths.  This  was  the  biennial  attempt  on  the 
part  of  Connecticut  osteopaths  to  find  an  entry  into  medical 
practice  by  legislation.  As  in  the  past,  the  measure  was  intro- 
duced and  actively  supported  by  Senator  Baldwin  of  the 
25th  District,  Westport.  The  measure  appeared  to  have  the 
support  of  Miss  Virginia  Blood,  of  Darien,  the  House 
Chairman  of  the  Committee  on  Public  Health  and  Safety. 
Miss  Blood’s  committee  brought  in  a favorable  report  on  the 
bill.  It  was  passed  by  the  Senate.  When  it  came  to  the 
blouse  on  May  12,  it  was  vigorously  opposed  by  Mr.  Janson, 
of  Westport,  Mr.  Koskoflf,  of  Plainville,  and  a number  of 
ethers.  Mr.  Counsell,  of  Stonington,  moved  that  the  measure 
be  tabled  and  this  motion  prevailed  with  an  overwhelming 
majority.  A substitute  bill  was  considered  by  the  Senate 
before  adjournment  of  the  session,  but  it  was  not  acted 
on.  We  should  look  forward  to  a renewal  of  his  discussion 
at  the  next  session. 

S.  B.  484  was  An  Act  To  Amend  The  Food,  Drug  and 
Cosmetic  Act  which  would  have  limited  the  use  of  bar- 
biturates and  other  dangerous  drugs  to  prescription  by 
physicians.  This  bill  had  a stormy  and  uncertain  course 
through  the  legislature.  When  it  was  in  public  hearing  be- 
fore the  Committee  on  Public  Health  and  Safety,  a rider 
was  attached  to  it  which  would  have  transferred  the  admin- 
istration of  the  act  from  the  Dairy  and  Food  Commission 
to  the  Pharmacy  Commission.  A favorable  report  was  voted 
by  the  Committee  on  Public  Health  and  Safety,  on  its  third 
consideration  of  the  measure  by  a close  margin.  Both  the 
House  and  Senate  acted  favorably  on  the  bill  during  the 
closing  hours  of  the  session.  Governor  Baldwin  vetoed  the 
bill.  A statement  issued  by  the  Governor’s  office  on  the 
veto  stated  in  part,  “In  1939  a comprehensive  act  was  passed 
amending  and  strengthening  in  many  particulars  the  power 
of  the  Dairy  and  Food  Commissioner  and  adding  to  his 
duties  supervision  of  the  sale  of  cosmetics.  There  is  no  sound 
reason  for  duplicating  in  the  Pharmacy  Commission  a staff 
of  officials  to  supervise  the  sale  of  drugs  alone,  leaving  to 
the  Dairy  and  Food  Commissioner  the  task  of  supervising 
the  sale  of  food  and  cosmetics.  This  duplication  would  mean 
an  additional  cost  to  the  taxpayers  of  the  state.  Nor  is  there 
any  assurance  that  by  this  change  the  public  will  be  better 
protected.” 

A bill  introduced  by  the  Society’s  Committee  on  Public 
Health,  which  would  permit  licensed  physicians  in  other 
states  to  collect  blood  specimens  for  premarital  tests  was 
passed. 


January  1,  1944. 
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The  Medical  Practice  Act  was  amended  to  require  a de- 
gree of  Doctor  of  Medicine  from  all  candidates.  Previously, 
the  law  had  stated  that  candidates  must  be  “graduates  of 
approved  medical  schools”.  The  requirement  of  a doctor’s 
degree  in  medicine  is  common  phraseology  in  most  State 
laws.  Provision  was  made  to  allow  unlicensed  physicians 
to  serve  as  house  officers  in  State  aided  hospitals  in  Con- 
necticut when  approved  bv  the  Connecticut  Aledical  Exam- 
ining Board.  This  is  a war  measure  and  will  cease  to  be 
operative  when  the  war  emergency  is  over. 

Respectfully  submitted, 

B.  M.  Parmelee. 

REPORT  OF  THE  COMMITTEE  ON 
NATIONAL  LEGISLATION 

J.  R.  Miller,  Chairman 

T.  P.  Murdock  C.  Barker 

The  Committee  on  National  Legislation  has  followed 
closely  the  reports  from  Washington  which  come  via  Chi- 
cago with  increasing  frequency  and  with  more  up-to-the- 
minute  comment  than  heretofore.  This  speed  up  has  been 
noticed  since  the  creation  of  the  Council  on  Public  Relations 
and  Medical  Service.  Your  committee  receives  bulletins 
which  later  appear  in  the  columns  of  the  Journal  of  the 
A.  M.  A.  The  coverage  of  National  Legislation  is  an  im- 
portant function  of  the  Council  whose  work  will  be  facili- 
tated by  the  establishment,  long  overdue,  of  an  office  in  the 
Nation’s  Capitol.  Members  of  your  committee  as  well  as  your 
Secretary  and  others  have  discussed  the  SB  1161  before 
many  audiences  and  on  the  air. 

Respectfully  submitted, 

J.  R.  Miller. 


REPORT  OF  THE  COMMITTEE  ON  PREPAID 
MEDICAL  SERVICE 

James  Raglan  Miller,  Chairman 

Thomas  P.  Murdock  Oliver  L.  Stringfield 

Berkley  M.  Parmelee  Herbert  K.  Thoms 

J.  Harold  Root  Stanley  B.  W eld 

Since  the  last  Annual  Meeting  of  the  Society,  a full  report 
was  made  by  this  Committee  at  the  special  meeting  of  the 
House  of  Delegates  on  December  8,  1943,  at  which  time 
the  following  actions  were  taken: 

(a)  That  a plan  of  prepaid  medical  service  be  developed. 

(b)  That  it  is  not  wise  for  the  Connecticut  State  Medical 
Society  to  embark  in  the  insurance  business. 

(c)  That  it  is  not  desirable  to  develop  a non-profit  plan 
as  was  contemplated  in  the  report  of  the  State  Committee 
to  the  House  of  Delegates  in  May  1943. 

(d)  That  a prepaid  medical  service  plan  should  be  de- 
veloped, if  possible,  by  a commercial  insurance  carrier  with 
the  advice  and  assistance  of  the  Connecticut  State  Medical 
Society. 

Your  Committee  regrets  that  this  report  is  merely  one  of 
progress,  for  it  is  increasingly  clear  that  a prepaid  medical 
service  of  some  kind  should  be  furnished  the  people  of 
Connecticut  without  undue  delay. 


Undoubtedly,  a definite  program  could  have  been  reported 
had  it  not  been  for  the  extreme  pressure  under  which  all 
members  of  the  Committee  and  especially  your  Executive 
Secretary  have  been  laboring  during  these  last  few  months. 
Members  of  this  Committee  also  have  been  preoccupied  with 
the  perplexing  problem  of  the  inclusion  of  x-ray  and  other 
physicians’  services  under  the  Plan  for  Hospital  Care.  Since 
it  was  highly  desirable  that  an  understanding  of  some  kind 
be  arrived  at,  some  of  us  have  met  many  times  with  the 
Special  Committee  in  the  furtherance  of  this  secondary  con- 
sideration, but  to  the  detriment  of  progress  in  our  primary 
objective. 

Notwithstanding  these  delays,  certain  revisions  in  the  fee 
table  and  contract  which  were  presented  at  the  special  meet- 
ing of  the  House  of  Delegates  were  well  under  way  by  the 
first  of  March  so  that  the  presentation  of  a finished  product 
at  this  time  was  thought  possible.  Just  at  that  time,  however, 
Mr.  Eade,  the  representative  of  the  Commercial  Casualty 
Company,  who  had  been  largely  instrumental  in  developing 
the  contract,  became  seriously  ill  and  it  has  been  impossible 
to  pursue  the  matter  further  at  this  time. 

In  presenting  the  Committee’s  report  at  the  special  meet- 
ing of  the  House  of  Delegates,  it  was  said,  “The  contract 
is  to  be  sold  by  the  company  with  the  approval  of  the  Con- 
necticut State  Medical  Society.  This  arrangement  does  not 
prevent  any  other  corporate  carrier  from  soliciting  the 
Society’s  approval  of  the  contract  and  it  is  to  be  assumed 
that  approval  would  be  granted  if  standards  are  maintained 
which  are  satisfactory  to  this  Society.” 

Your  Committee  has  been  approached  recently  by  one  of 
the  large  Connecticut  insurance  carriers,  requesting  a con- 
ference with  a view  to  the  development  by  that  company 
of  a contract  which  might  receive  the  approval  of  this 
Society. 

The  Connecticut  Plan  for  Hospital  Care,  which  hereto- 
fore had  been  reluctant  to  enter  into  active  development  of 
a service  contract,  has  within  the  past  month  approached 
our  Committee  with  a reawakened  interest  and  the  request 
for  an  early  conference  with  a view  to  developing  the  type 
of  non  profit  plan  which  was  originally  contemplated  in  the 
report  of  this  Committee  to  the  House  of  Delegates  in  May 
of  1943. 

Your  Committee  feels  that  both  of  these  requests  should 
be  answered  at  the  earliest  possible  moment  and  in  order 
to  facilitate  discussions  with  the  Hospital  Plan,  the  Commit- 
tee suggests  that  the  House  of  Delegates  reverse  the  decision 
of  December  8,  1943 — “That  it  is  not  desirable  to  develop 
a non-profit  plan  such  as  was  contemplated  in  the  report  of 
the  State  Committee  to  the  House  of  Delegates  in  May  1943.” 

Your  Committee  sees  no  reason  why  such  a non  profit 
service  plan,  properly  developed,  might  not  exist  side  by 
side  with  a commercial  cash  indemnity  plan  such  as  is  now 
carried  by  over  10%  of  Connecticut  citizens  and  which  the 
House  of  Delegates  has  authorized.  It  is  even  possible  that 
competition  in  this  field  under  the  regulating  influence  of 
the  Insurance  Commissioner  might  be  in  the  interest  of  both 
patients  and  physicians. 

Respectfully  submitted, 

James  Raglan  Miller. 
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REPORT  OF  THE  TUMOR  COMMITTEE 

Three  meetings  of  the  Tumor  Committee  were  held  dur- 
ing the  year  of  1943-1944,  one  at  the  time  of  the  Clinical 
Congress  in  September,  and  the  other  two  immediately  fol- 
owing  the  Association  of  Connecticut  Tumor  Clinic’s  Meet- 
ings. The  members  of  the  Tumor  Committee  are:  Dr. 
Charles  L.  Larkin,  Dr.  Douglas  J.  Roberts,  Dr.  Louis  P.  Hast- 
ings, Dr.  Ralph  E.  Kendall,  Dr.  Carl  C.  Harvey,  Dr.  Chris- 
topher J.  McCormack,  Dr.  William  Mendelsohn,  Dr.  Ken- 
neth K.  Kinney,  Dr.  Christie  E.  AdacLeod,  Dr.  Stanley  H. 
Osborn,  Dr.  Berkley  M.  Parmelee,  Dr.  Thomas  J.  Danaher, 
Dr.  Edward  W.  Foster,  Dr.  Hugh  Ad.  Wilson,  Dr.  Adilton  C. 
Winternitz,  anti  William  C.  Welling. 

The  Executive  Committee 

Charles  L.  Larkin  Douglas  J.  Roberts 

Louis  P.  Hastings  Ralph  E.  Kendall 

The  Executive  Committee  has  had  four  regular  meetings 
throughout  the  year.  Three  were  held  in  Hartford  and  one 
in  Watertown.  This  committee  has  again  acted  as  a Reading 
Committee  for  the  manuscripts  of  the  Association  of  Con- 
necticut Tumor  Clinic’s  Adeetings,  and  all  publicity  material 
of  the  committee  and  the  Women’s  Field  Army  of  the 
American  Society  for  the  Control  of  Cancer. 

The  Scientific  Committee 

Ralph  E.  Kendall,  Chairman 
Paul  D.  Rosahn  E.  Miles  Standish 

Hugh  Ad.  Wilson  Miss  Eleanor  J.  MacDonald 

Christopher  J.  AdcCormack 

The  Scientific  Committee  has  not  been  active  again  this 
year.  However,  its  members  are  now  working  on  a standard 
method  of  reporting  various  types  of  cancer  cases. 

The  Publicity  Committee 
Stanley  H.  Osborn,  Chairman 
William  Adendelsohn  Christie  E.  AdacLeod 

Collaborated  with  the  State  Department  of  Health  in  the 
production  of  three  radio  talks,  “The  Best  Treatment  for 
Cancer,”  “Cancer  Among  Men  in  Connecticut,”  and  “The 
Curability  of  Cancer.”  Two  of  these  talks  were  later  pub- 
lished in  the  Weekly  Bulletin  of  the  State  Department  of 
Health  and  were  used  as  a basis  for  state-wide  news  releases 
to  the  press. 

Exhibits  on  cancer  suitable  for  display  in  store  windows 
were  prepared  and  used  concurrently  by  forty-five  drug 
stores  and  four  hospitals  in  the  state.  A single  large  exhibit 
stressing  the  importance  of  early  diagnosis  was  completed 
and  shown  at  St.  Francis  Hospital. 

During  the  fiscal  year  the  State  Department  of  Health 
presented  nine  articles  and  reports  on  cancer  for  publication 
as  follows: 

“A  Cancer  Program  in  Action” — Connecticut  Health  Bulle- 
tin, June,  1943. 

“Cancer  of  the  Prostate  in  Connecticut” — Connecticut  State 
Adedical  Journal,  July,  1943. 

“Eight  Years’  Experience  in  Cancer  in  Twenty-one  Con- 
necticut Hospitals” — Connecticut  State  Medical  Journal, 
August,  1943. 

“Improvement  in  Services  Rendered  in  Connecitcut  Hos- 


pitals to  Individuals  with  Cancer” — Connecticut  Health  Bul- 
letin, August,  1943. 

“Part  Adedical  Record  Librarians  Play  in  Disease  Studies” — 
Connecticut  Health  Bulletin,  December,  1943. 

“Contributions  of  Adedical  Record  Librarians  to  the  State 
Cancer  Program”— Connecticut  Health  Bulletin,  January, 
1944. 

“Cancer  Among  Men  in  Connecticut” — Weekly  Health  Bul- 
letin of  Connecticut  Department  of  Health,  January  24, 
1944. 

“ I he  Curability  of  Cancer” — Weekly  Health  Bulletin,  Feb- 
ruary 28,  1944. 

“ I he  State-wide  Cancer  Record  Registry  in  Connecticut” — 
Presented  at  the  Cancer  Symposium  of  the  A.P.H.A.,  Octo- 
ber 1 1,  1943. 

All  but  the  last  of  these  articles  were  rewritten  in  news 
form  and  released  to  every  newspaper  in  the  state. 

The  Association  of  Connecticut  Tumor  Clinics  has 
continued  to  function  on  a curtailed  schedule.  The  annual 
meeting  was  held  at  the  time  of  the  Clinical  Congress  jointly 
v ith  the  annual  meeting  of  the  Tumor  Committee  on  Sep- 
tember 28,  1943  in  New  Haven.  Two  meetings  were  held 
during  the  year.  One  at  the  New  Haven  Hospital  on  De- 
cember 9,  1943  and  the  other  at  Waterbury  Hospital  on 
A larch  2,  1944. 

The  Therapy  Committee 
Douglas  J.  Roberts,  Chairman 

Has  no  item  of  interest  to  report.  The  committee  was  not 
called  together  during  the  year.  It  was  felt  by  the  chairman 
that  unless  some  matter  of  importance  should  arise  this  com- 
mittee need  not  meet. 

The  Pathology  Committee 
Paul  D.  Rosahn,  Chairman 
Robert  Tennant,  Secretary 

C.  J.  Bartlett  AI.  C.  Winternitz 

L.  P.  Hastings  J.  O.  Collins 

R.  E.  Kendall 

Due  to  wartime  restrictions  on  activities  and  transportation 
it  was  not  possible  to  hold  a meeting  of  this  committee. 
Recently  the  Connecticut  Society  of  Pathologists  held  its 
annual  election  and  Dr.  Ralph  E.  Kendall  was  elected  Presi- 
dent. Since  it  has  been  customary  in  the  past  to  have  the 
president  of  this  society  chairman  of  the  Pathology  Com- 
mittee, Dr.  Rosahn  has  sent  in  his  resignation. 

The  Record  Committee 
M.  H.  Griswold,  Chairman 

R.  Brae  Rafferty  John  A.  Wentworth 

Merlin  J.  Stone  C.  J.  McCormack 

B.  Ad.  Parmelee 

Did  not  meet  during  the  year.  All  business  was  transacted 
between  its  members  by  mail  and  telephone.  The  committee 
worked  on  the  improvement  of  the  Standard  Tumor  Record 
Journal. 

The  Program  Committee 
Hugh  Ad.  Wilson,  Chairman 

William  Adendelsohn  Joseph  L.  Harvey 
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Submits  herewith  the  report  of  two  Clinic  meetings  held 
in  New  Haven  and  Waterbury  respectively: 

The  first  meeting  of  the  Association  of  Tumor  Clinics  was 
held  in  New  Haven  at  the  New  Haven  Hospital  on  Thurs- 
day December  9th,  and  the  following  program  was  pre- 
sented: 

1.  Carcinoma  of  the  lip— Dr.  Edward  A.  Lawrence. 

2.  Bronchiogenic  Carcinoma — Dr.  Gustaf  E.  Lindskog. 

3.  Carcinoma  of  the  right  colon— Dr.  Samuel  C.  Harvey. 

The  second  meeting  was  held  in  Waterbury  at  the  Water- 
bury Hospital  on  Thursday  March  2nd,  and  the  following 
program  was  presented: 

1.  Carcinoma  of  the  floor  of  the  mouth — Dr.  Joseph  L. 
Harvey. 

2.  Metastatic  Carcinoma  of  the  cervical  lymph  nodes — Dr. 
Clarence  H.  Cole. 

3.  The  treatment  of  metastatic  cancer  to  the  cervical 
lymph  nodes — Dr.  Hayes  Martin,  Memorial  Hospital,  New 
York  City. 

The  Program  Committee  feels  that  the  attendance  at  these 
meetings  hardly  justifies  the  attempt  to  increase  the  number 
of  meetings  per  year  under  present  circumstances,  but  re- 
commend continuation  of  at  least  two  meetings  a year  for 
the  duration. 

Division  of  Cancer  Research,  State  Department  of  Health 

During  the  year  five  more  hospitals  have  become  actively 
affiliated  with  the  Connecticut  Cancer  Program.  This  brings 
the  total  number  of  Connecticut  hospitals  maintaining  tumor 
services  to  twenty-seven.  The  Hospitals  establishing  new 
services  are  the  Greenwich  Hospital  in  Greenwich,  St. 
Joseph’s  Hospital  in  Stamford,  Litchfield  County  Hospital 
in  Winsted,  Day  Kimball  Hospital  in  Putnam,  and  the  iMan- 
chester  Memorial  Hospital  in  Manchester.  In  addition  to 
these  and  in  conformity  with  the  principle  of  expanding  the 
cancer  program  to  include  every  general  hospital  in  the  state, 
The  Griffin  Hospital  in  Derby  was  requested  to  consider 
starting  a tumor  record  and  follow-up  service.  Following  this 
suggestion  the  matter  was  discussed  at  a meeting  of  the 
Lower  Naugatuck  Valley  Medical  Association  and  met  with 
approval.  When  the  proposition  has  been  considered  by  the 
hospital  staff  and  the  board  of  directors  and  approved  by 
them,  state  cancer  funds  will  be  allocated  to  the  institution 
and  the  Division  of  Cancer  Research  will  assist  in  establish- 
ing a tumor  record  and  follow-up  system. 

The  reports  “Eight  Years’  Experience  in  Cancer  in  the 
Affiliated  Connecticut  Hospitals”  by  Eleanor  J.  MacDonald, 
A.B.,  Research  Statistician,  and  “Cancer  of  the  Prostate  in 
Connecticut’  by  Matthew  H.  Griswold,  m.d.  Chief,  pre- 
sented before  the  April  meeting  of  the  Association  of  Con- 
necticut Tumor  Clinics  were  later  published  in  revised 
form  in  the  Connecticut  State  Medical  Journal.  Eight  other 
articles  prepared  by  the  Division  as  listed  in  the  report  of 
the  Publicity  Committee  were  also  published.  The  year  has 
seen  a marked  increase  in  the  routine  work  of  the  Division 
with  an  increasing  inflow  of  records  and  follow-up  reports 
to  be  coded,  punched  on  cards,  indexed,  and  filed. 

Statistics 

The  establishment  of  uniform  record  and  follow-up 
systems  in  five  additional  hospitals,  with  the  sixth  in  the 


initial  stages  of  doing  so,  will  give  access  to  approximately 
95  per  cent  of  the  records  of  all  cases  of  cancer  hospitalized 
in  the  state.  During  the  year  the  Division  of  Cancer  Research 
has  received  in  the  central  office  4,604  records  of  cases  of 
cancer  and  4,678  follow-up  notes.  There  are  now  in  this 
office  26,441  cancer  records  coded,  indexed,  cross-indexed, 
punch  carded  and  filed.  As  fast  as  new  records  come  in,  they 
are  indexed,  the  status  of  the  patient  determined,  the  record 
coded  and  given  a serial  number,  its  card  punched,  and 
record  and  card  filed.  Through  this  process  we  now  have 
a continuous  cancer  registry  in  Connecticut. 

Clinics 

The  amount  of  special  state  cancer  funds  has  doubled, 
making  it  possible  to  give  greater  assistance  to  already  estab- 
lished clinics  and  to  expand  the  program  to  include  the 
additional  hospitals  already  mentioned.  Frequent  visits  to  the 
clinics  have  been  made  by  personnel  of  the  division  and  aid 
given  in  the  establishment  of  new  record  and  follow-up  sys- 
tems. Already  functioning  clinics  have  been  materially 
assisted  in  keeping  their  record  systems  up  to  date. 

Follow-up  information  has  been  furnished  to  many  hos- 
pitals. The  Division  of  Cancer  research  receives  almost  daily 
requests  for  information  of  this  nature  from  the  various  hos- 
pitals and  is  usually  able,  through  its  cross-index  and  filing 
system,  to  quickly  furnish  the  information  desired.  In  some 
cases  information  on  patients  coming  to  Connecticut  from 
other  states  lias  been  obtained  and  relayed  to  a Connecticut 
hospital  within  a few  hours  of  the  receipt  of  a request  for 
it.  This  rapid  exchange  of  follow-up  information  has  proved 
of  great  value,  especially  in  those  cases  where  the  amount 
of  previously  given  radiation  therapy  is  required  before 
proceeding  with  further  treatment. 

These  active  record  and  follow-up  systems  have  done 
much  more  than  furnish  information  for  statistical  study  by 
the  Division  of  Cancer  Research.  A decided  increase  of  in- 
terest in  the  diagnosis  and  treatment  of  cancer  has  been  noted 
in  these  hospitals  participating  in  the  program. 

Tumor  Registry 

The  registry  of  specific  tumors  has  been  continued 
through  the  use  of  special  cancer  funds.  This  registry  is 
becoming  a valuable  storehouse  of  information  on  tumors 
of  lymphoid  tissues,  ovary,  bone,  and  tumors  of  neurogenic 
origin. 

Education 

As  in  the  past,  the  Division  has  collaborated  with  the 
Women’s  Field  Army  in  disseminating  information  about 
cancer.  The  department  has  furnished  sound  motion  picture 
films  and  trailers,  prepared  exhibit  material,  given  radio  talks 
and  lectures,  and  distributed  literature. 

Connecticut  State  Committee  of  the  American  Society 
for  the  Control  of  Cancer,  Inc. 

This  committee  did  not  meet  during  the  past  year  owing 
to  wartime  conditions.  The  members  are:  Charles  L.  Lar- 
kin, Douglas  J.  Roberts,  Gerald  C.  Low,  Mrs.  Douglass  O. 
Burnham,  Louis  P.  Hastings,  Richard  Barstow,  Eugene 
Beck,  John  D.  Booth,  Donald  A.  Bristoll,  W.  W.  Bunnell, 
J.  O.  Collins,  A.  Nowell  Creadick,  Thomas  J.  Danaher,  Ed- 
ward J.  Foster,  Charles  W.  Gaylord,  M.  H.  Griswold,  Carl 
C.  Harvey,  Russell  A.  Keddy,  Kenneth  K.  Kinney,  R.  E. 
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Kendall,  Louise  D.  Larimore,  Wendelin  G.  Luckner,  Christie 
McLeod,  Christopher  J.  McCormack,  William  Mendelsohn, 
D.  C.  V.  Moore,  Peter  A.  Nestos,  Ralph  T.  Ogden,  Stanley 
H.  Osborn,  Berkley  M.  Parmlee,  Howard  C.  Stevens,  Wil- 
liam C.  Welling,  Harry  J.  Wieler,  Hugh  M.  Wilson,  M.  C. 
Winternitz. 

The  purpose  of  this  committee  is  the  supervision  of  the 
activities  of  the  Connecticut  Division  of  The  Women’s  Field 
Army.  A full  report  on  the  Field  Army  may  be  obtained 
from  State  Headquarters  at  101  North  Main  Street,  Water- 
bury,  Connecticut. 


REPORT  OF  THE  COMMITTEE  ON 
PUBLIC  HEALTH 

Joseph  H.  Howard,  Bridgeport,  Chairman 
Donald  A.  Bristoll,  New  Britain 
Howard  G.  Stevens,  New  Milford 
Jessie  W.  Fisher,  Middletown 
Maurice  J.  Strauss,  New  Haven 
Albert  C.  Freeman,  Norwich 
Karl  T.  Phillips,  Putnam 
Carl  L.  1 henebe,  Hartford 
Luther  K.  Musselman,  New  Haven 
Joseph  I.  Linde,  New  Haven 
Howard  S.  Colwell,  New  Haven 
Oliver  L.  Stringfield,  Stamford 
J.  Harold  Root,  Waterbury 
Mario  L.  Palmieri,  Middletown 
Associate  Member:  Friend  L.  Mickle,  Hartford 

The  major  portion  of  the  time  of  the  Public  Healtli  Com- 
mittee during  the  past  several  months  has  been  devoted  to 
a discussion  of  the  Emergency  Maternity  and  Infant  Care 
Program  for  the  wives  and  children  of  Service  men.  This 
was  necessary  due  to  the  various  comments  and  criticisms 
of  the  program  by  members  of  our  Society  and  by  the  let- 
ters received  from  the  various  hospital  staffs  and  local  med- 
ical societies  throughout  the  State.  It  is  unfortunate  that  no 
attempt  was  made  to  canvass  the  medical  profession  through- 
out the  United  States  before  this  bill  was  passed. 

The  chief  objection  seems  to  be  the  designation  of  a fee 
for  complete  obstetrical  and  pediatric  care  by  the  Childrens’ 
Bureau  in  Washington;  secondly,  the  payment  of  this  fee 
to  the  physician  by  the  Federal  government  rather  than  by 
the  patient;  and  third,  the  disregard  of  the  question  of  needs 
in  these  patients.  The  Committee  discussed  these  various 
phases  and  adopted  a resolution  which  reads  as  follows: 

“It  is  the  opinion  of  this  Committee  that  when  Congress 
reconvenes,  proper  efforts  be  made  to  change  the  law  to  the 
effect  that  obstetrical  and  pediatric  care  be  granted  to  the 
wives  and  children  of  service  men  on  the  basis  of  needs, 
and  that  the  funds  awarded  be  paid  to  the  patients  with  the 
provision  that  it  is  to  be  used  for  the  purpose  designated.’’ 
This  resolution  was  forwarded  to  the  Council  of  the  State 
Society  and  then  sent  to  the  American  Medical  Association. 
As  you  will  recall,  when  Congress  did  reconvene,  this  mat- 
ter was  brought  to  their  attention  through  the  various  State 
Societies  and  the  American  Medical  Association,  and  the  vote 
of  Congress  was  overwhelmingly  against  our  suggestion. 
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The  objection  to  the  E.M.I.C.  program  by  the  various 
physicians  throughout  the  State  prompted  the  Council  of 
the  State  Society  to  adopt  or  present  a statement  regarding 
the  feeling  of  the  Connecticut  State  Medical  Society  on  this 
problem.  This  stated  definitely  that  we  were  opposed  to  the 
program  as  it  now  functioned  but  were  willing  to  accept 
and  cooperate  until  changes  were  made,  or  at  least  for  the 
duration  of  the  war. 

There  has  been  considerable  criticism  from  laymen  because 
certain  physicians  have  refused  to  participate  in  this  program. 

It  has  been  suggested  by  the  Committee  that  in  those  com- 
munities where  physicians  do  not  care  to  participate,  that 
they  refer  patients  to  some  physician  who  is  willing  to 
accept  these  cases,  rather  than  to  have  these  patients  going 
from  one  physician  to  another  and  being  turned  down  in 
each  case,  and  thus  causing  bad  feeling  to  exist  between  these 
service  men’s  wives  and  the  profession. 

There  has  been  some  discussion  regarding  the  fee  set  up 
by  the  Children’s  Bureau  in  Washington.  It  was  the  opinion 
of  the  Committee  that  the  fee  for  Connecticut  was  too 
small,  and  therefore,  they  recommend  the  following  resolu- 
tion: 

“The  Committee  on  Public  Health  of  the  Connecticut 
State  Medical  Society  is  concerned  with  the  maintenance  of 
a high  quality  of  maternal  and  infant  care  under  the  Federal 
Emergency  Maternal  and  Infant  Care  program  for  the 
wives  and  children  of  enlisted  men  in  portions  of  the  United 
States.  It  is  believed,  to  assure  the  continuance  of  the  quality 
of  care  that  is  expected  in  Connecticut,  the  proper  authori- 
ties should  give  considerable  to  the  revision  upward  of  fees 
paid  to  the  attending  physician.  To  this  end,  the  following 
recommendations  are  proposed  for  consideration: 

1 ) The  fee  for  pre-natal  care  be  increased  to  twenty-five 
dollars,  with  a minimum  of  eight  pre-natal  visits. 

2)  The  fee  for  delivery  be  increased  to  fifty  dollars. 

3)  Provision  be  made  for  delivery  by  Caesarian  Section  | 
with  an  operative  fee  of  one  hundred  and  twenty-five  dol- 
lars which  would  include  all  post-operative  care. 

4)  When  mothers  are  referred  by  family  physicians  for  , 
delivery  by  Caesarian  Section,  the  fee  of  twenty-five  dollars 
for  pre-natal  care  be  paid  to  the  referring  physician.” 

This  resolution  was  sent  to  the  Childrens’  Bureau  in  Wash- 
ington, and  the  reply  stated  that  the  maximum  established 
was  fifty  dollars  for  complete  maternity  care.  It  was  also 
stated  that  a fee  of  fifty  dollars  would  be  paid  the  surgeon 
for  caesarian  section.  There  is  no  provision  made  for  cir- 
cumcision unless  necessary  for  the  health  of  the  child. 

In  order  to  determine  the  attitude  of  the  various  members 
of  the  State  Society  regarding  this  E.M.I.C.  program,  postal 
cards  were  sent  to  a large  number  of  men  who  are  participat- 
ing in  this  program,  with  the  request  that  if  they  were  in- 
terested and  desirous  of  discussing  various  phases  of  the 
plan,  they  might  meet  with  some  member  of  the  sub-com- 
mittee for  such  discussion.  The  reply  was  very  encouraging, 
and  a survey  was  made  of  a portion  of  this  group  to  deter- 
mine their  reaction.  As  a whole,  they  felt  that  the  fee  for 
complete  obstetrical  care  was  smaller  than  that  usually  re- 
ceived by  members  of  the  State  Society  in  the  various  parts 
of  our  State.  The  second  part  that  stood  out  was  the  bother 
of  filling  out  so  many  forms.  Based  on  this  survey,  an 
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appeal  was  made  to  Washington  as  stated  in  the  previous 
reslution.  The  Childrens’  Bureau  recognized  the  amount  of 
paper  work  necessary  in  the  present  program  and  have 
promised  that  the  forms  will  be  simplified. 

Regarding  the  question  of  abortion,  the  Committee  de- 
cided that  there  should  be  a specific  fee  for  first,  spontaneous 
abortion,  second,  incomplete  abortion,  and  third,  therapeutic 
abortion.  It  was  also  the  feeling  of  the  Committee  that  there 
was  need  for  more  flexibility  in  the  fee  system  in  exceptional 
cases.  The  decision  as  to  whether  a case  is  exceptional  should 
be  decided  by  the  Bureau  of  Child  Hygiene  of  the  State 
Department  of  Health.  Some  question  concerning  extra  fees 
with  regard  to  caudal  anesthesia  was  discussed.  The  Com- 
mittee was  very  much  against  the  payment  of  extra  fees 
for  caudal  anesthesia. 

For  some  time  there  has  been  a discussion  as  to  whether 
or  not  a list  of  consultants  might  be  available  in  these  cases, 
and  it  was  the  opinion  of  the  Committee  that  there  should 
be  no  such  list  of  consultants,  but  to  leave  the  selection  of 
a consultant  up  to  the  attending  physician.  A consultant 
was  defined  by  the  Committee  as  a physician  recognized  in 
his  community  as  specializing  in  a particular  field.  Occa- 
sionally, a patient  through  igonrance  of  the  rules  governing 
the  E.M.I.C  program,  violates  these  rules  by  visiting  a con- 
sultant when  not  referred  by  her  attending  physician,  and  the 
question  has  arisen  as  to  whether  or  not  payment  should  be 
made  in  this  particular  case.  The  Committee,  therefore, 
feels  that  the  decision  should  be  left  in  the  hands  of  the 
Bureau  of  Child  Hygiene  of  the  State  Department  of  Health. 

Occasionally  the  question  arises  as  to  the  payment  of  fees 
to  an  x-ray  specialist  for  the  x-raying  of  the  pelvis  of  some 
woman  under  the  E.M.I.C  program.  The  Committee,  after 
discussion,  decided  that  a payment  of  ten  dollars  either  to 
a radiologist  or  to  the  hospital  would  be  sufficient  to  cover 
this  service. 

In  studying  the  reports  of  the  maternal  deaths  in  the  State 
of  Connecticut,  it  is  found  that  in  many  instances  these 
reports  do  not  give  a clear  cut  picture  of  the  reason  for 
death  or,  in  many  instances,  the  reasons  are  rather  vague. 
It  was,  therefore,  voted  that  a letter  be  sent  to  the  Obstetri- 
cal Departments  of  all  hospitals  in  the  State  urging  them  to 
request  autopsies  on  all  sudden  maternal  deaths.  It  is  also 
urged  that  physicians  in  the  State  give  more  attention  to 
pre-natal  care,  with  special  emphasis  upon  a Wasserman 
during  the  early  pre-natal  period. 

The  Committee  voted  to  recommend  that  Commissioner 
Osborn  should  appoint  a committee  from  among  the  health 
officers  of  the  State  and  from  the  Medical  Society  to  study 
the  subject  of  reporting  and  release  of  cases  of  streptococcus 
infection,  particularly  scarlet  fever. 

The  Committee  recommended  the  approval  of  a state- 
wide social  hygiene  educational  program  sponsored  by  the 
Connecticut  Pharmaceutical  Association. 

The  annual  1944-1945  plan  for  Maternal  and  Child  health 
service,  exclusive  of  the  Emergency  Maternal  and  Infant 
Care  program,  was  approved  by  the  Committee. 

I should  like  to  extend  to  the  members  of  the  Commit- 
tee my  sincere  thanks  for  their  splendid  work  during  the 
past  year.  The  attendance  has  been  most  encouraging  and 
the  enthusiasm  of  the  various  members  in  the  discussion  of 


these  various  important  points  has  done  so  much  to  make 
this  a most  successful  year  for  the  Public  Health  Committee 
of  the  Connecticut  State  Medical  Society. 

Respectfully  submitted, 

Joseph  H.  Howard. 


REPORT  OF  THE  COMMITTEE  ON  COOPERA- 
TION WITH  YALE  SCHOOL  OF  MEDICINE 

James  R.  Miller,  Chairman 
Charles  J.  Bartlett  Charles  T.  Flynn 

Berkley  M.  Parmelee  W.  Bradford  Walker 

I he  committee  on  cooperation  with  Yale  School  of  Medi- 
cine wishes  to  report  that  during  the  past  year  no  matters 
requiring  action  have  been  brought  to  its  attention. 

Respectfully  submitted, 

James  R.  Miller. 


REPORT  OF  THE  COMMITTEE  ON 
INDUSTRIAL  HEALTLI 

C.  F.  Yeager,  Chairman 


Arthur  B.  Landry 
Eugene  F.  Meschter 
Robert  W.  Kaschub 
Thomas  J.  Danaher 
Benedict  N.  Whipple 
Martin  I.  Hall 
Cole  B.  Gibson 
Paul  W.  Vestal 
Albert  S.  Gray 


Andrew  J.  Jackson 
C.  John  Satti 
Robert  P.  Knapp 
John  R.  Paul 
William  H.  Ryder 
John  N.  Gall  ivan 
James  H.  Biram 
Walter  N.  Nelson 
Ellwood  Weise 


The  continuing  expansion  of  industry  in  Connecticut 
during  the  past  year  has  demanded  increased  efforts  from  all 
the  members  of  this  Committee.  New  products,  new  processes, 
longer  hours,  rotating  shifts,  manpower  shortages,  increased 
employment  of  women,  and  a shortage  of  physicians  and 
nurses  are  but  a few  of  the  reasons  for  this  demand.  In  order 
to  keep  up  with  this  situation  the  major  problems  of  the 
Commitee  on  Industrial  Health  have  been  assigned  to  various 
subcommittees.  Meetings  were  held  at  least  once  a month 
during  the  past  year. 

In  general  the  purpose  of  this  Committee’s  work  has  been 
to  improve  the  health  of  the  industrial  worker,  with  particu- 
lar emphasis  placed  on  preventive  medicine.  A summary  of 
the  action  taken  by  the  Committee  on  Industrial  Health  to 
accomplish  our  purpose  is  outlined  below: 

1.  Contacts  were  made  with  the  officers  of  the  County 
Medical  Societies  of  this  State,  volunteering  speakers  for 
their  meetings  to  acquaint  all  physicians  with  the  present  dav 
scope  of  industrial  medicine.  1 he  Committee  furnished 
speakers  upon  request  for  four  medical  meetings  in  the  State 
during  the  past  year. 

2.  The  Committee  has  provided  the  editor  of  the  Con- 
necticut State  Medical  Journal  each  month  with  articles 
dealing  with  industrial  health  subjects. 

3.  Close  contact  has  been  maintained  with  the  State  De- 
partment of  Education,  Bureau  of  Rehabilitation  Service,  for 
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die  purpose  of  manpower  utilization  and  postwar  rehabilita- 
tion. 

4.  At  the  suggestion  of  this  Committee  a 15  hour  elective 
course  in  industrial  nursing  was  offered  to  20  senior  year 
students  at  the  St.  Francis  Hospital  in  Hartford.  Members  of 
this  Committee  assisted  in  outlining  and  presenting  the  lec- 
tures. It  is  the  feeling  of  this  Committee  that  the  excellent 
results  obtained  from  the  course  warrant  its  being  continued 
not  only  in  undergraduate  nursing  schools  but  also  in  post- 
graduate nursing  schools  and  nursing  schools  offering  a b.s. 
degree. 

5.  A joint  meeting  of  a subcommittee  of  this  Committee 
with  the  Executive  Committee  of  the  Industrial  Health  and 
Safety  Committee  of  the  Manufacturers  Association  of  Con- 
necticut was  held  in  Hartford  to  discuss  the  possibility  of  an 
industrial  health  course  at  Yale  University.  It  was  generally 
agreed  that  the  idea  was  excellent  but  that  additional  infor- 
mation was  necessary  and  that,  perhaps,  the  plan  should  be 
put  on  a larger  scale  than  originally  outlined.  This  is  under 
consideration  at  the  present  time. 

6.  As  a result  of  several  meetings  with  a Committee  on 
Industrial  Dentistry  of  the  Connecticut  State  Dental  Associa- 
tion it  was  agreed  in  1943  that  various  industries  would  be 
contacted  to  set  up  dental  facilities  on  an  experimental  basis, 
confining  their  activities  to  the  following: 

a.  Classification  of  employes’  mouths  according  to  the  ex- 
tent of  dental  disabilities. 

b.  Education  of  the  employes  concerning  the  value  of  early 
and  adequate  dental  service  and  the  maintenance  of  optimal 
dental  health. 

c.  Appointment  service  with  dentists  selected  by  employes, 
particularly  for  the  purpose  of  scheduling  dental  visits  at 
hours  not  now  readily  available  to  the  employes. 

d.  Analysis  of  dental  records  to  determine  effects  of  differ- 
ent dental  disabilities  upon  the  employes’  general  health, 
absenteeism,  efficiency,  and  morale  and  to  study  the  improve- 
ment made  by  workers  who  eliminate  dental  infection  and 
to  draft  recommendations  for  future  dental  activities.  To  this 
end  the  United  Aircraft  Corporation  in  East  Hartford  em- 
ployed a dentist  and  an  assistant  in  the  medical  department. 
Although  a final  report  of  this  work  is  not  available  at  this 
writing,  recent  progress  reports  indicate  that  this  is  a well 
worthwhile  program. 

7.  A joint  meeting  of  several  members  of  this  Committee 
with  representatives  of  the  obstetricians  of  the  State  was 
held  for  the  purpose  of  outlining  for  all  physicians  and  indus- 
try some  guiding  principles  and  regulations  regarding  the 
employment  of  pregnant  women  in  industry.  Flic  conclusions 
reached  will  be  published  in  the  near  future. 

8.  The  Committee  has  worked  closely  with  the  Committee 
on  Social  Protection  of  the  Connecticut  War  Council  and 
prepared  for  its  distribution  to  the  manufacturers  of  Con- 
necticut a paper  on  “Venereal  Disease  in  Industry.”  This 
paper  had  previously  been  presented  to  labor  groups. 

9.  During  the  past  year  many  of  the  members  of  this 
Committee  attended  industrial  health  meetings,  including  the 
following: 

a.  American  Association  of  Industrial  Physicians  and  Sur- 
geons. 


b.  Council  on  Industrial  Health  of  the  American  Medical 
Association. 

c.  Wartime  Conference  of  the  American  Public  Health 
Association. 

d.  Seminar  on  Toxicological  Problems  in  Industry  given 
at  the  Yale  University  School  of  Medicine. 

10.  It  was  felt  desirable  by  the  Committee  that  a dermatolo- 
gist be  included  in  their  group  because  of  the  importance  of 
dermatological  problems  in  industrial  medicine.  Therefore, 
the  Council  of  the  State  Society  appointed  a dermatologist 
to  the  Committee. 

The  Committee  now  has  under  consideration  for  the  future 
plans  to  prepare  for  industry  a pamphlet  acquainting  them 
with  the  scope  of  industrial  medical  practice,  which  can  be 
used  as  a guide  in  establishing  and  developing  an  industrial 
medical  program  by  all  industries,  regardless  of  number  of 
employes.  This  information  would  also  be  submitted  to  all 
physicians  in  the  State.  In  the  case  of  physicians  the  above 
pamphlet  would  be  supplemented  by  considerable  detail. 

I he  Chairman  feels  that  he  has  been  extremely  fortunate 
in  being  able  to  work  with  such  a willing  and  cooperative 
committee  and  wishes  to  thank  not  only  the  members  but 
also  the  other  groups  and  individuals  who  gave  so  freelv  of 
their  time  assisting  this  Committee  in  trying  to  develop  a 
health  program  to  meet  the  needs  of  industry  in  Connecticut. 

Respectfullv  submitted, 

C.  F.  Yeager. 


REPORT  OF  THE  COMMITTEE  ON  HONORARY 
MEMBERS  AND  DEGREES 

Arthur  B.  Landry,  Chairman 
James  D.  Gold  Roy  L.  Leak 

Mr.  President  and  Gentlemen  of  the  House  of  Delegates: 
The  Committee  on  Honorary  Members  and  Degrees  has 
had  no  names  submitted  to  it  for  consideration  and  at  this 
time  the  Committee  has  no  recommendations  to  make. 

Respectfully  submitted, 

Arthur  B.  Landry. 


REPORT  OF  THE  COMMITTEE  ON 
PUBLIC  RELATIONS 

C.  C.  Burlingame,  Hartford,  Chairman 
Barnett  Greenhouse,  New  Haven 
Mario  L.  Palmieri,  Middletown 
Donald  M.  Beckwith,  Rockville 
R.  Harold  Lockhart,  Bridgeport 
Elinor  F.  Downs,  Litchfield 
William  H.  Weidman,  Uncas-on-Thames 
William  M.  Shepard,  Putnam 
This  Committee  has  recognized  two  important  goals  toward 
which  to  direct  its  efforts;  to  educate  the  public  with  regard 
to  trends  in  medicine,  to  developments  in  techniques,  and  to 
such  pertinent  subjects  as  socialized  medicine,  specifically 
with  regard  to  the  Wagner  Bill;  and  to  educate  the  public 
in  regard  to  the  general  problem  facing  the  medical  profes- 
sion as  a result  of  the  dislocation  of  war. 


ANNUAL  REPORTS 


This  Committee  has  formulated  plans  in  the  direction  of 
those  goals  in  recommending  a speakers’  bureau  and  a means 
of  providing  information  for  the  public  of  the  State  of  Con- 
necticut through  press  and  radio  releases.  The  speakers’ 
bureau  will  function  through  each  member  of  this  Committee 
assuming  the  responsibility  of  suggesting  several  medical 
men  in  his  own  community,  with  a list  of  subjects  on  which 
they  will  speak.  This  Committee  has  agreed  to  collect  source 
material  on  these  subjects  to  send  to  each  speaker  who 
requests  it. 

The  scarcity  of  newsprint  has  necessarily  cut  down  the 
amount  of  space  allocated  to  us  by  the  press,  and  this  Com- 
mittee has  been  further  hampered  in  its  activity  in  not 
having  a trained  writer  to  handle  publicity.  However,  in 
spite  of  these  difficulties  and  of  the  increased  demands  which 
are  being  placed  on  all  medical  men  today,  this  Committee 
will  continue  to  fulfill  its  duties  as  efficiently  as  conditions 
will  permit. 

Respectfully  submitted, 

C.  C.  Burlingame. 


REPORT  OF  THE  COMMITTEE  ON  HOSPITALS 

G.  Gardiner  Russell,  Chairman 

Roy  C.  Ferguson  Charles  Russman 

Harold  W.  Wellington  Thomas  H.  Russell 

James  D.  Gold 

The  Committee  on  Hospitals  of  the  Connecticut  State 
Medical  Society  held  a joint  meeting  with  the  Board  of 
Trustees  of  the  Connecticut  Hospital  Association  and  a spe- 
cial subcommittee  from  the  Council  of  The  Connecticut 
State  Medical  Society  at  the  New  Haven  office  on  April 
20,  1943. 

The  subject,  “The  Shortage  of  Internes  and  the  Procure- 
ment of  Internes”,  was  discussed  at  length  and  a servey  of 
the  Connecticut  situation  initiated.  The  results  of  this  were 
reported  by  Dr.  Creighton  Barker  in  a report  dated  June 
10,  1943. 

On  June  11,  1943,  the  Hospital  Committee  met  with  the 
Connecticut  Hospital  Association  Board  of  Trustees  and  a 
Committee  from  the  Connecticut  State  Nurses’  Association. 
The  question  discussed  was  the  Nursing  Shortage  and  its 
Relation  to  Hospitals.  It  was  voted  to  adopt  the  following 
Resolution: 

Whereas  the  Board  of  Trustees  of  the  Connecticut  Hos- 
pital Association  and  the  Hospital  Committee  of  The  Con- 
necticut State  Medical  Society  and  the  Committee  on 
Distribution  and  Supply  of  Nurses  of  The  Connecticut 
State  Nurses’  Association  in  joint  session  are  concerned  with 
the  shortage  of  nurses  and  the  inequitable  distribution  of 
nursing  service  in  hospitals, 

Therefore,  Be  It  Resolved: 

That  private  duty  nursing  be  allowed  only  as  it  is  essential 
to  the  safety  of  the  patient. 

Provided,  however,  that  in  taking  any  such  step  a private 
duty  nurse  should  not  have  to  work  at  an  economic  loss. 

And  further  provided,  that  we  should  not  reduce  private 
duty  nursing  to  leave  nurses  unemployed. 

Respectfully  submitted, 

G.  Gardiner  Russell. 


REPORT  OF  THE  COMMITTEE  ON  THE 
WOMAN’S  AUXILIARY 

Ralph  L.  Gilman,  Chairman 
Alfred  Labensky  Jessie  W.  Fisher 

John  D.  Booth  Cole  B.  Gibson 

Martha  L.  Clifford  E.  Myles  Standish 

The  committee  made  a detailed  report  to  the  House  of 
Delegates  in  December,  1943  recommending  that  a Woman’s 
Auxiliary  be  established  and  suggesting  certain  steps  that 
should  be  taken  to  accomplish  this.  This  report  was  accepted 
and  since  it  has  already  been  published  in  the  January  Jour- 
nal it  will  not  be  repeated  here. 

In  January  the  Council  appointed  the  original  committee 
as  an  “ad  interim”  Advisory  Committee  to  serve  until  the 
annual  session  in  May.  Although  there  has  been  no  formal 
meeting  of  the  committee  the  chairman  has  conferred  a' num- 
ber of  times  with  the  Executive  Secretary.  A general  meet- 
ing for  wives  of  members  has  been  arranged  for  the  first 
afternoon  of  the  general  sessions,  with  Mrs.  Eben  Carey, 
the  President  of  the  Woman’s  Auxiliary  to  the  A.M.A.,  as 
the  principal  speaker.  A special  invitation  has  been  sent  to 
all  the  women  who  indicated  their  interest  on  the  return 
post  cards  last  fall  and  they  have  been  urged  to  recruit  as 
many  other  wives  of  our  members  as  possible  for  this  meet- 
ing. It  is  expected  that  the  women  will  form  at  least  a 
preliminary  organization  and  take  over  the  active  direction 
of  the  project  from  then  on. 

Respectfully  subinitted, 

Ralph  L.  Gilman. 


REPORT  OF  THE  CONFERENCE  COMMITTEE 
WITH  THE  CONNECTICUT  PHARMACEUTICAL 
ASSOCIATION 

Stanley  B.  Weld,  Chairman 

Walter  I.  Russell  John  H.  Foster 

William  J.  H.  Fischer 

Mr.  President  and  Members  of  the  House  of  Delegates: 
Gentlemen: 

The  Conference  Committee  with  the  Connecticut  Phar- 
maceutical Association  has  held  no  meetings  during  the  past 
year.  The  mere  fact  that  such  a committee  exists  and  that 
it  has  been  of  some  value  in  the  past  testifies  to  the  good 
feeling  existing  between  these  two  organizations. 

Respectfully  submitted, 

Stanley  B.  Weld. 


REPORT  OF  THE  ADVISORY  COMMITTEE  TO 
THE  PUBLIC  WELFARE  COUNCIL 
James  R.  Miller,  Chairman 

Chris  Neuswanger  D.  C.  Y.  Moore 

David  Gaberman  Theodore  S.  Evans 

Alfred  Labensky 

On  August  12,  1943  Commissioner  Robert  J.  Smith  of  the 
State  Department  of  Welfare  for  Connecticut  called  together 
the  following  committee  which  he  had  selected  for  the  pur- 
pose of  advising  him  concerning  the  Medical  Care  Program 
of  his  department:  Austin  Barney,  J.  R.  Miller,  m.d.,  Floyd 
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Jones,  d.d.s.,  William  B.  Sweeney,  Miss  E.  P.  Rice,  and  L.  J. 
Parente,  m.d. 

At  this  meeting  it  was  decided  to  ask  the  three  state  or- 
ganizations representing  hospitals,  medicine  and  dentistry  to 
select  further  members  to  serve  as  technical  advisory  sub- 
committees. The  following  Medical  Technical  Advisory 
Committee  was  therefore  selected  and  it  is  this  committee 
which  makes  the  following  report.  One  meeting  was  held  in 
New  Haven  on  September  29,  1943  and  advice  was  given 
concerning  medical  standards  in  regard  to  kind,  quality, 
quantity  and  cost  and  a tentative  medical  cost  standard  for 
house  calls,  office  calls,  consultants’  calls  was  developed. 
These  schedules  were  approved  by  the  Council  of  the  State 
Medical  Society  and  were  adopted  by  the  Commissioner  and 
since  then  have  been  distributed  to  the  entire  membership 
of  the  Society.  They  are  now  in  use  throughout  the  State. 
Tlie  following  comment  made  by  Leonard  Parente,  m.d., 
the  Medical  Advisor,  Office  of  Commissioner  of  Welfare, 
is  worthy  of  note.  “It  is  recognized  under  present  day  cost 
of  living  that  the  cost  standard  offered  is  not  commensurate 
with  the  value  of  the  services  given  bv  the  medical  profes- 
sion, and  this  generous  contribution  of  the  medical  profes- 
sion is  fully  appreciated.  Furthermore,  it  should  be  emphasized 
that  this  cost  standard  shall  not  be  construed  as  establishing 
the  charges  for  similar  services  in  ordinary  practice.” 

It  may  be  noted  in  passing  that  a maximum  fee  schedule 
was  also  adopted  on  the  advice  of  the  technical  sub-commit- 
tee  in  dentistry.  The  schedule  of  preliminary  medical  cost 
standards  is  appended  to  this  report. 

Respectfully  submitted, 

James  R.  Miller. 

Preliminary  Medical  Cost  Standards 

House  call — $3.00  for  first  patient.  $2.00  for  each  subse- 
quent patient. 

Night  house  call — $4.00. 

Office  call — $2.00  per  patient. 

Hospital  call  in  non-state-aided  hospitals  and  in  hospitals 
where  no  ward  service  is  available — $2.00  per  patient. 

Consultant’s  call,  home  or  office — $5.00  for  initial  call  and 
$3.00  for  subsequent  calls. 

Consultant’s  call  for  out-of-town  cases — $10.00  for  the 
initial  call.  Mileage  at  the  rate  of  5 cents  per  mile  when 
out-of-town  traveling  is  required. 


In  addition  to  consultant’s  fee,  the  following  charges  may 
be  made  for  the  following  special  services: 

For  urologist — cystoscopy — $5.00. 

For  cardiologist — for  electrocardiogram — $5.00. 
Fluoroscopic  study — $1.00  extra. 


REPORT  OF  THE  COMMITTEE  ON 
COLLECTION  OF  DUES 

Dr.  Hugh  B.  Campbell,  Chairman , Norwich 
Dr.  Herbert  Thoms,  New  Haven  County 
Dr.  Arthur  Landry,  Hartford  County 
Dr.  Samuel  Mullins,  Fairfield  County 

To  the  Council  of  The  Connecticut  State  Medical  Society: 

1 he  Committee,  whose  names  are  appended,  appointed  by 
Dr.  James  R.  Miller,  Chairman  of  the  Council,  at  the  Coun- 
cil meeting  on  February  10,  1944  to  study  methods  for  the 
collection  of  State  Society  dues,  after  deliberation  on  Thurs- 
day March  23,  1944,  later  the  same  day  at  the  Council  meet- 
ing of  the  State  Medical  Society,  submitted  the  following 
report: 

The  financial  sections  of  the  Charters  and  By-Laws  of  the 
Connecticut  State  Medical  Society  and  its  component  County 
Organizations  relating  to  dues,  their  methods  of  collection 
nd  subsequent  disposition  have  been  examined.  Following 
that  examination,  the  chief  subjects  of  discussion  were: 

A.  Present  method  of  collection  through  County  Secre- 
tary, Treasurer  or  Clerk. 

B.  Disadvantages  of  separating  the  collection  of  State  and 
County  dues. 

C.  High  cost  of  present  method  of  collection. 

D.  The  advantage  of  collection  through  State  Office  of  the 
Society. 

Following  the  discussion,  it  was  unanimously  decided  that 
it  would  be  distinctly  advantageous  to  have  all  dues,  State 
and  County,  collected  through  the  State  Office  under  the 
direction  of  the  Treasurer  of  the  State  Society  and  the 
County  dues  collected  in  this  manner  be  paid  regularly  to 
the  several  County  Associations.  If  adopted,  this  plan  will 
necessitate  the  revision  of  the  By-Laws  of  the  State  Society, 
as  well  as  those  of  the  various  County  Organizations. 
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152nd  ANNUAL  MEETING 
Connecticut  State  Medical  Society 
Bridgeport,  May  2-4 


Have  you  sent  in  your  reservation  for  the 
A.  M.  A.  at  Chicago  in  June?  See  Journal 
American  Medical  Association  for  details. 


SHIPPING  ADDRESS  FOR  YOUR  ART  EXHIBIT 

Artist-physicians  desiring  to  exhibit  their  works  at  the 
June  A.M.A.  Meeting  should  ship  their  works  not  later  than 
May  20th  to  the  following  address: 

American  Physicians  Art  Association,  Room  1302,  308  W. 
Washington  St.,  Chicago,  111.  Pack  carefully  and  ship  by 
express  collect,  including  $50  insurance. 

Mead  Johnson  & Company  have  offered  to  pay  the  express 
charges  both  ways  (including  insurance  up  to  $50). 

Art  objects  exhibited  are  automatically  eligible  for  inclu- 
sion in  the  next  Parergon,  as  well  as  for  one  of  the  numer- 
ous A.P.A.  Ass’n  prizes. 

Further  information  may  be  obtained  from  Francis  H. 
Redewill,  m.d..  Secretary,  American  Physicians  Art  Associa- 
tion, Flood  Bldg.,  San  Francisco,  Calif. 


SECOND  "WAR  CONFERENCE"  ON 
INDUSTRIAL  MEDICINE,  HYGIENE 
AND  NURSING 
St.  Louis,  May  8-14,  1944 

The  Second  “War  Conference”  of  industrial  physicians, 
industrial  hygienists  and  industrial  nurses  will  be  held  in  St. 
Louis,  Missouri,  May  8-14,  1944,  at  the  Hotel  Jefferson.  The 


participating  organizations  are  (1)  American  Association  of 
Industrial  Physicians  and  Surgeons,  (2)  American  Industrial 
Hygiene  Association,  (3)  National  Conference  of  Govern- 
mental Industrial  Hygienists,  and  (4)  American  Association 
of  Industrial  Nurses;  and  theirs  will  be  a week  long  program 
of  joint  and  separate  meetings. 

The  medical  subjects  to  be  presented  include  welding,  in 
relation  to  clinical  aspects  and  control  of  hazards;  noise,  as 
to  medical  phases  and  means  of  prevention;  better  health  in 
small  plants;  the  industrial  physician’s  opportunity  to  advance 
medical  knowledge;  maladjustment  and  job  environment; 
women  in  industry;  and  panel  discussions  on  “Who  Can 
Work?”  and  other  timely  questions.  Two  clinics,  one  surgi- 
cal at  Barnes  Hospital,  and  the  other  medical,  at  Desloge 
Hospital,  will  be  featured  among  the  morning  sessions. 

1 he  industrial  hygienists  will  examine  the  health  hazards 
presented  by  the  new  synthetic  rubber  industry;  radium; 
solvents;  the  toxicology  of  TNT;  the  possibilities  of  an 
excessive  silica  dust  hazard  from  the  extensive  quartz  crystal 
industry  which  has  recently  sprung  up  in  many  areas  of  the 
country;  techniques  of  air  sampling  in  specific  reference  to 
the  collection  of  cutting  oil  mists  and  of  lead  fumes,  the 
latter  encountered  in  soldering  operations  where  the  hazard 
is  increasing  with  lack  of  adequate  tin;  and  hazards  of  ex- 
posure to  cadmium,  which  is  known  to  be  more  poisonous 
than  lead,  and  has  begun  to  cause  a number  of  cases  of 
poisoning. 

The  industrial  nurses  will  consider  postwar  planning  for 
nurses  and  medical  services  in  industry;  nursing  ethics  in 
industrial  work;  problems  in  industrial  health  and  its  pro- 
motion; the  young  nurse  in  the  industrial  environment;  the 
industrial  nurse’s  part  in  the  rehabilitation  of  psychiatric 
problems;  wartime  industrial  health;  and  industrial  nursing 
and  leadership. 

This  “War  Conference”  will  present  an  unequalled  oppor- 
tunity for  everyone  interested  to  any  degree  in  industrial 
health  problems— especially  those  of  present  wartime  exigen- 
cies—to  hear  them  discussed  by  the  recognized  experts  in  all 
departments  of  this  important  and  growing  field. 

The  Hotel  Jefferson  offers  accommodations,  but  reserva- 
tions are  coming  in  very  fast,  and  so,  to  be  sure  of  your  own, 
w'rite  to  John  Reinhardt,  Chairman  “War  Conference” 
Housing  Bureau,  Syndicate  Trust  Bldg.,  St.  Louis,  Missouri, 
without  delay. 
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DO  YOU  WANT  A FREE  HAND  ?— You’re  busy.  You 

know  it  and  w'e  know  it.  More  patients  but  no  more  time  to  take  care  of 
them.  So  how  about  some  help?  A Seamless  Adhesive  Cut-Rnk  will  save  you 
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Totalitarianism  Defined 

Bristol,  Connecticut, 

March  22,  1944 

To  the  Editor: 

The  article  “A  Biologist  Considers  Social  Security”  pub- 
lished in  your  March  issue  is  highly  interesting  because  it 
illuminates  the  subject  of  social  security  from  an  angle  which 
has  been  more  or  less  neglected.  Of  course,  the  author  con- 
siders only  one  angle  which,  to  a layman,  might  appear  to 
be  far  away  in  theoretical  fields,  considering  the  preponder- 
ance of  “practical”  and  “realistic”  viewpoints  which  one 
chiefly  encounters  in  reading  about  the  problem.  Actually, 
I think  that  such  a complex  question  has  aspects  which  can- 
not be  solved  with  pencil  and  paper  alone  but  also  involves 
humanitarian  philosophical,  religious,  political  and  other  fea- 
tures, apart  from  biological  ones. 

However,  1 took  the  liberty  of  writing  to  you  for  a rea- 
son which  is  not  directly  connected  with  the  topic  analyzed 
in  that  article.  On  page  165  there  is  a passage  which  reads 
as  follows:  “The  total itarians,  no  doubt,  also  wish  for  a 
newer  and  better  way  of  life,  but  obviously  we  completely 
disapprove  of  the  route  by  which  they  hope  to  reach  that 
happy  ending.”  Naturally  this  sentence  is  unimportant  in 
regard  to  the  main  subject  and,  if  omitted,  would  not  have 
changed  the  essence  of  the  author’s  viewpoint.  But  it  gives 
some  credit  to  totalitarians. 

I cannot  see  how  totalitarianism  can  still  be  considered  a 
method  of  finding  a new  way  of  life  from  which  progress 
or  benefit  for  mankind  can  be  expected.  I myself  have  ex- 
perienced that  “system”  and  may  be  accused  of  partiality. 
1 dare  state,  however,  that  fascism  or  nazism  are  completely 
incompatible  with  the  endeavors  of  civilized  man  to  promote 
well  being  or  happiness  in  a modern  world.  1 herefore,  I 
must  reject  the  idea  that  totalitarianism  deserves  any  con- 
sideration whatsoever  in  connection  with  our  striving  for 
a new  way  of  life.  To  me  it  is  obvious  that  the  totalitarian 
viewpoint  can  only  lead  to  unlimited  power  of  a group  or, 
at  best,  of  one  nation  which  would  dominate  the  rest  of  the 
globe.  To  apply  the  rules  of  “fair  play”  at  all  in  dealing  with 
totalitarianism  can  only  blur  our  clear  view  and  prevent  us 
from  recognizing  what  it  really  means. 

I hope  there  is  no  doubt  that  the  above  remarks  do  not 
contain  any  implications  of  personal  nature.  They  are  merely 
an  attempt  to  eliminate  the  possibility  of  letting  anybody 
think  that  the  totalitarians  might  “not  be  so  bad,  after  all,” 
and  of  having  the  impression  created  that  their  basic  idea 
is  to  form  a better  world,  be  it  the  right  or  wrong  route 
they  may  take.  /My  definition  of  totalitarianism  would,  in- 
stead, be:  “World-historic  relapse  of  barbarism.” 

F.  S.  Vogel. 


Appreciation  from  Managing  Editor  of 
American  Review  of  Soviet  Medicine 

March  25,  1944 

To  the  Editor: 

I wish  to  thank  you  for  having  sent  us  back  copies  of 
your  publication  which  arrived  here  the  other  day. 

We  are  forwarding  the  journals  immediately  to  the  Soviet 
Union  by  the  shortest  possible  route.  I am  certain  that  our 
Soviet  colleagues  will  find  them  most  helpful  in  their  future 
work. 

Very  sincerely  yours, 

Dorothy  A.  Halpern 


OUR  NEIGHBORS 

New  Jersey 

The  Board  of  Trustees  of  the  Medical  Society  of 
New  Jersey,  through  a special  committee,  unani- 
mously disapproved  the  appeal  of  The  Essex  College 
of  Medicine  and  Surgery  for  the  approval  and  sup- 
port of  the  Society  in  the  establishment  of  a medical 
school  in  New  Jersey. 

Rhode  Island 

After  a two  year  study  authorized  by  the  General 
Assembly,  the  State  Commission  of  Public  Welfare 
Institution  has  submitted  its  general  recommenda- 
tions. Apparently  there  is  much  to  be  desired  in  the 
establishment  of  adequate  salaries  and  good  housing 
conditions  which  might  attract  highly  specialized 
professional  individuals  to  implement  the  present 
institutional  staffs.  As  the  Commission  states  in  its 
report,  quoted  in  The  Rhode  Island  Medical  Journal , 
“the  fine  buildings  and  equipment,  frequently  added 
to  at  great  public  expense  from  year  to  year,  in 
which  the  individual  services  to  the  unfortunate 
patients  or  inmates  are  so  poor  . . . due  to  lack 

of  trained  personnel  . . . from  a public  welfare 

standpoint  are  mere  hollow  shells.” 


COUNTY  NEWS 
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NEWS 

from  County  Associations 

Fairfield 

Lt.  Comdr.  Eugene  C.  Beck  of  South  Norwalk 
has  a medical  discharge  from  the  Navy. 

James  P.  Ward  of  Bridgeport  has  been  commis- 
sioned Lieutenant  (s.g.)  USNR. 

Hartford 

The  Hartford  County  Medical  Association  held 
its  152nd  annual  meeting  in  Hartford  on  April  4. 
Over  100  members  attended  the  dinner  at  the  Hart- 
ford Club  followed  by  a discussion  at  the  Hunt 
Memorial  Building  on  “Pulmonary  Emboli  and 
Ligation  of  Femoral  Veins”  by  Robert  Linton, 
Massachusetts  General  Hospital,  Boston.  In  a quiet, 
entertaining  manner  Dr.  Linton  presented  his  first 
hand  experience  in  ligation  of  femoral  veins  during 
the  past  seven  years,  culminating  in  over  400  liga- 
tions during  1943  with  no  postoperative  mortality. 
The  address  provoked  considerable  discussion, 
testifying  to  the  interest  provoked  by  the  speaker. 


and  closing  with  adjournment  half  an  hour  before 
midnight. 

Dr.  Barker,  representing  Procurement  and  Assign- 
ment Service  of  the  War  Manpower  Commission, 
furnished  the  following  statistics  for  Hartford 


County  as  of  April  1 : 

Physicians  in  county 550 

Non  effective  (retired,  in  poor  health,  etc.)  38 

In  active  medical  work  512 

Classified  as  available  by  P.  & A. 46 

Under  38  years 14 

Between  38  and  45  years  classified  avail- 
able, some  of  whom  may  become 

essential  28 

Over  45  years  classified  available  2 

Women  classified  available 3 

In  process  of  securing  commission 1 1 

No  attempt  made  to  secure  commission  3 

Under  38  years  classified  essential  25 

For  operation  of  hospitals 6 

Lor  industry  4 

Alien  physicians  in  practice 1 2 

All  age  groups  classified  essential  332 

Located  in  practice  by  Procurement  and  As- 
signment   1 

Entered  active  service  of  armed  forces  153 

Honorably  discharged  from  armed  forces 7 

Remaining  in  service 146 
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Dentocain  Teething  Lotion 
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The  newly  elected  slate  of  officers  comprises  the 
following:  D.  C.  Y.  Moore,  Manchester,  president; 
Edward  A.  Deming,  Hartford,  vice-president; 
Christopher  J.  McCormack,  Hartford,  secretary- 
treasurer;  Benedict  N.  Whipple,  Bristol,  censor  for 
three  years;  Henry  N.  Costello,  Hartford,  member 
committee  on  public  policy  and  legislation;  C. 
Charles  Burlingame,  Benjamin  L.  Salvin,  and  Ed- 
ward J.  Whalen,  Hartford;  John  E.  Harrow,  New 
Britain;  Benedict  N.  Whipple,  Bristol;  delegates  to 
State  Medical  Society  . 

Twelve  physicians  were  elected  to  membership, 
nine  from  Hartford  and  one  each  from  Broad 
Brook,  New  Britain  and  East  Hartford. 


NEW  BOOKS  IN  REVIEW 

CARDIAC  CLINICS,  A MAYO  CLINIC  MONOGRAPH. 

By  Fredrick  A.  Willius,  b.s.  m.d.„  m.s.  in  Med.,  Head 

Section  of  Cardiology,  Mayo  Clinic,  and  Professor  of 

Medicine,  Mayo  Foundation  for  Medical  Education  and 

Research,  Graduate  School,  University  of  Minnesota, 

Rochester,  Minn.  C.  V.  Mosby  Co.  1941.  276  pp. 

(Including  Subject  Index  and  Index  of  Names).  $4.00. 

Reviewed  by  Peter  J.  Steincrohn 

The  tone  of  this  volume  is  set  by  these  words  of  Dr.  Wil- 
lius in  the  Foreword: 

“The  guiding  idea  was  a desire  to  present  concise,  prac- 
tical discussions  dealing  with  the  heart,  intended  primarily 
for  the  busy  general  practitioner  of  medicine  who  usually 
is  accorded  little  consideration  by  medical  authors.  It  was 
on  this  account  that  all  the  discussions  were  brief;  each  could 
be  read  in  less  than  ten  minutes,  and  this  brevity  has  been 
maintained.” 

Like  the  busy  practitioner  who  gulps  his  lunch  on  the  run, 
this  book  may  be  taken  in  quick  swallows.  Yet  it  is  so 
written  that  there  is  much  less  danger  of  mental  indigestion 
than  one  might  expect.  One  can  read  for  ten  or  twenty 
minutes,  put  it  away  for  a few  nights,  read  again,  yet  experi- 
ence no  break  in  continuity  of  thought. 

Not  only  is  this  a good  book  for  a time  when  there  is 
‘so  little  time,’  but  also  for  the  future  when  there  will  be 
more  opportunity  to  relax  and  more  carefully  savor  its 
contents. 

Although  it  is  a small  book,  as  heart  books  go,  it  touches 
on  almost  everything  from  A to  Z (according  to  the  index 
it  gets  from  Aneurysm  to  Xanthines). 

I here  are  fourteen  chapters,  most  of  which  use  the 
‘clinic’  method  of  presentation:  history,  examination,  ques- 
tion and  answer  period,  and  discussion  of  the  patient’s  course. 

I hese  chapters  highlight:  Signs  and  Symptoms,  Disease 
of  the  Pericardium,  Rheumatic  Heart  Disease,  Bacterial  En- 
docarditis, Cardiovascular  Syphilis,  Hypertensive  Heart 
Disease,  Coronary  Disease,  Thyroid  Disease,  Congenital 
Heart  Disease,  Functional  States,  Disturbances  of  Cardiac 
Rhythm,  Treatment  and  Management. 


N E W BOOKS  IN  REVIE W 


There  is  an  interesting  short  chapter:  Historic  Excerpts. 
Although  there  is  a heavy  sprinkling  of  good  common  sense 
throughout  the  book,  it  is  in  the  last  few  pages  (Miscel- 
laneous Topics)  that  the  author  gives  us  the  concentrated 
stuff  that  so  many  will  find  both  palatable  and  nourishing. 

Dr.  Willius  (by  his  writings)  has  always  impressed  as 
being  equally  at  home  when  reaching  for  a test  tube  as  when 
studying  his  patient’s  pulse.  That  is  the  measure  of  greatness 
in  medicine.  To  such  attributes  lie  adds  the  ability  to  give 
of  his  knowledge  and  experience  to  his  colleagues. 

One  either  likes  or  dislikes  a book— or  remains  uncon- 
cerned about  the  whole  thing. 

This  reviewer  likes  it  and  believes  you  may,  also. 

PRELUDE  TO  SANITY.  By  S.  Grenier.  (Published  and 
Distributed  by  Masters  Publications,  Ft.  Lauerdale,  Fla. 
lii,  164  pp.)  $3.00. 

Reviewed  by  C.  C.  Burlingame 

This  book  airs  the  views  of  a restauranteur  who  calls 
himself  a student  of  “phytopathology,”  the  study  of  racial 
disease,  or,  in  the  words  of  an  anonymous,  “L.W.W.,  M.D.” 
“the  study  of  civilization  as  the  symptomatology  of  a disease- 
process  having  its  origin  in  a basic  flaw  within  the  racial 
organism.” 

The  author’s  point  of  departure  is  that  truth  is  instinc- 
tively known  to  man;  he  is  born  with  his  “insights”  just  as 
lie  is  born  with  his  digestion.  The  novel  theme  is  developed 
that  “an  integrated  organism  is  too  basically  identified  with 
its  functions  to  spare  . . . energy  for  precipitation  into 
awareness  . . . only  our  disintegrated  aspects  sponsor  our 
civilized  intuitions  and  agitate  our  vocal  cords.”  The  whole 
trouble,  to  the  author’s  way  of  thinking,  lies  with  the 
“structurally  hypertrophied  cerebral  cortex,”  which  has 
ceased  to  function  under  the  sovereignty  of  the  body-total. 
Within  the  cortex  there  proceeds  a clash  of  two  systems  of 
organic  instigation;  “the  one  intrinsic,  primary,  sovereign, 
the  other  extrinsic,  derivative,  random— the  effects  being 
twofold:  (a)  on  the  physiological  level  the  formation  of 
neural  clots  or  impactions  for  which  Nature  (or  Evolution) 
has  not  yet  elaborated  suitable  mechanisms  of  dissipation; 
(b)  on  the  psychologic  level,  the  emergence  of  an  awaring 
intuition  that  is  basically  an  unconsciousness  contingent  on 
spurious  ambivalences”.  The  author  suggests  that  the  allegory 
of  Adam  and  Eve  embodies  “corrupted,  fragmentary  and 
symbolically  distorted  racial  reminiscence  of  a factual  and 
dated  event,  the  sudden  fission  of  the  racial  organism  and 
its  attendant  inflammation  and  necrosis.” 

The  general  trend  of  the  discussion  can  be  gleaned  from 
random  quotes.  “Basic  ‘ man  is  literally  Omniscience  Incar- 
nate, able  to  live  without  benefit  of  pedagogic  Warrants.” 
Man’s  physical  environment  is  “an  hallucination,  whose 
origin  is  a fissure  within  the  racial  substance.”  . . any 
attempt  to  rid  mankind  of  its  maladies  through  the  eradica- 
tion of  their  psychic  or  physical  symptoms  can  only  eventu- 
ate in  their  aggravation.”  The  author  finds  that  the  mechan- 
isms of  cultural  behavior  are  basically  identical  with  those 
of  hypnosis.  In  fact,  he  has  conducted  a series  of  large  scale 
experiments  in  the  transference  of  personality,  using  me- 
chanical apparatus  that  dispenses  with  the  spoken  word  or 
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Lem  somethin?  about  your  War  Bonds 


from  this  fellow/ 


The  best  thing  a bulldog  does  is  HANG 
ON!  Once  he  gets  hold  of  something,  it’s 
mighty  hard  to  make  him  let  go! 

And  that’s  the  lesson  about  War  Bonds 
you  can  learn  from  him.  Once  you  get  hold 
of  a War  Bond,  HANG  ON  TO  IT  for  the  full 
ton  years  of  its  life. 

There  are  at  least  two  very  good  reasons 
why  you  should  do  this.  One  is  a patriotic 
reason  . . . the  other  a personal  reason. 

You  buy  War  Bonds  because  you  want  to 
put  some  of  your  money  into  fighting  this 
war.  But  ...  if  you  don’t  hang  on  to  those 
War  Bonds,  your  money  isn’t  going  to  stay 
in  the  battle. 

Another  reason  you  buy  War  Bonds  is 


because  you  want  to  set  aside  some  money 
for  your  family’s  future  and  yours.  No  one 
knows  just  what’s  going  to  happen  after  the 
war.  But  the  man  with  a fistful  of  War 
Bonds  knows  he’ll  have  a roof  over  his  head 
and  3 squares  a day  no  matter  what  hap- 
pens! 

War  Bonds  pay  you  back  $4  for  every  $3 
in  10  years.  But,  if  you  don’t  hang  on  to 
your  Bonds  for  the  full  ten  years,  you  don’t 
get  the  full  face  value,  and  . . . you  won’t 
have  that  money  coming  in  later  on. 

So  buy  War  Bonds  . . . then  keep  them. 
You  will  find  that  War  Bonds  are  very  good 
things  to  have  . . . and  to  hold! 


WAR  BONDS  to  Have  and  to  Hold 

The  Treasury  Department  acknowledges  with 
appreciation  the  publication  of  this  message  by 
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late layer  cakes. 

For  fun— there  are  movies  in 
Webster  Hall  — lectures  — con- 
certs — and  the  baseball  season 
starts  very  shortly. 

Let  us  know  when  you  can 
come  and  we  will  save  an  attrac- 
tive room  for  you. 

Peggy  Sayre 


For  illisstr;it<‘<l  t o I <1  e r. 
write  Pc««y  Sayre,  Aotinsi 
Manasier,  Hanover,  IV.  li- 


the presence  of  the  operator.  1 hese  experiments  proved  the 
“extraneous,  automistic,  somnambulistic  character  of  the 
cultural  persona.” 

Further  comment  on  the  part  of  the  reviewer  will  be  un- 
necessary after  the  following  quote:  “The  current  psychic 
and  somatic  disturbances  we  refer  to  as  mental  ailments  and 
organic  diseases  constitute  less  critical  departures  from  the 
personal  norms  of  racial  integrity  than  the  behavioral  and 
physiological  patterns  that  are  universally  adjudged  as  in- 
dices of  mental  and  physical  perfection. 

GASTRO-ENTEROLOGY.  (In  three  volumes.)  By  Henry 
L.  Bockus,  m.d.,  Professor  of  Gastro-enterology,  Univer- 
sity of  Pennsylvania  Graduate  School  of  Medicine.  V ol- 
ume  I.  The  Esophagus  and  Stomach  Examination  of  the 
Patient,  and  Diagnosis  and  Treatment  of  Disorders  of 
the  Esophagus  and  Stomach,  including  Duodenal  Ulcer. 
Fully  illustrated  including  many  in  colors.  831  pp.  Phila- 
delphia and  London:  W.  B.  Saunders  Company.  Three 
volumes  and  index,  $35.00. 

Reviewed  bv  Samuel  D.  Kushlan 

Dr.  Bockus  has  admirably  accomplished  his  purpose  of 
presenting  to  the  medical  profession  a comprehensive  text 
on  gastro-enterology,  as  evidenced  by  this  first  volume  cov- 
ering the  esophagus  and  stomach.  Although  the  specialty 
of  gastro-enterology  has  developed  most  rapidly  in  the 
past  two  decades,  taking  its  place  as  a full  grown  member 
of  the  group  of  subspecialties  in  internal  medicine,  a notable 
void  has  been  the  absence  of  just  such  a source  book  as  this. 

The  volume  represents  the  end  result  of  an  enormous 
amount  of  work  demonstrated  by  the  text  and  the  fine  bibli- 
ographies appended  to  each  chapter.  1 he  author  has  wisely 
avoided  the  wholesale  confusion  which  so  often  results  from 
an  attempt  to  present  in  detail  all  the  many  sides  of  a diffi- 
cult subject;  usuallv  in  such  presentations,  the  reader  is  left 
completely  at  sea.  Instead  Dr.  Bockus  has  drawn  upon  his 
lontj  experience  and  clinical  wisdom  using  the  huge  amount 
of  material  afforded  by  the  Gastro-Intestinal  Clinic  of  the 
Graduate  Hospital  of  the  University  of  Pennsylvania  and  his 
own  private  practice  to  write  lucidly  and  as  conclusively  as 
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the  subject  allows,  leaving  the  reader  with  a most  satisfac- 
tory feeling  of  having  read  a clear,  helpful,  and  unequivocal 
presentation.  Controversial  aspects  are  not  neglected,  but 
their  discussion  is  not  allowed  to  result  in  confusion;  instead 
the  author  attempts  most  successfully  to  present  a scientific 
yet  practical  analysis  of  the  subject.  For  those  interested  in 
further  delineation  of  controversial  points,  the  excellent 
bibliographies  provide  ample  subject  matter. 

T he  first  five  chapters  comprise  the  first  section  of  the 
volume  and  are  concerned  with  a general  discussion  of  the 
history,  the  symptomatology,  the  physical  examination,  and 
the  utilization  of  the  laboratory  in  the  investigation  of  the 
patient  presenting  himself  for  gastro-enterological  investi- 
gation. Although  this  section  comprises  only  seventy-seven 
pages,  the  subject  matter  is  of  the  utmost  basic  importance 
and  is  well  worth  careful  study  by  every  physician  and 
surgeon;  it  might  well  be  expanded  in  future  editions.  Sec- 
tion two  consists  of  ninety  pages  on  the  esophagus  and 
diaphragm,  affording  adequate  coverage  of  the  subject  in  a 
text  of  this  kind.  The  chapters  on  cardiospasm,  esophageal 
tumors,  diverticuli,  and  diaphragmatic  hernia  are  particularly 
useful,  these  conditions  being  much  more  prevalent  than  one 
realizes. 

The  next  489  pages  are  devoted  to  a complete  presentation 
of  gastritis  and  peptic  ulcer.  The  chapters  on  gastritis,  a sub- 
ject assuming  more  and  more  importance,  are  uniformly  well 
balanced  and  complete.  A complete  and  excellent  discussion 
of  peptic  ulcer,  its  diagnosis  and  treatment,  is  especially  valu- 
able to  all  medical  men  having  any  contact  with  this  con- 
dition. Particularly  valuable  are  the  chapters  on  the  surgical 


treatment  of  ulcer  and  the  complications  of  gastric  surgery. 
Here  the  author’s  conservatism  is  well  founded;  if  anything, 
the  subject  has  been  one  largely  neglected  by  many  authors. 
Only  wider  publicity  regarding  end  results  will  prevent  the 
pendulum  from  swinging  too  far  in  the  direction  of  radical 
surgery.  The  chapters  on  ulcer  complications  are  most 
welcome,  these  cases  representing  the  ones  most  difficult  to 
handle  clinically.  The  treatment  of  the  obstructing  ulcer 
and  the  bleeding  ulcer  is  thoroughly  presented  in  a manner 
dispelling  the  confusion  which  often  arises  from  similar 
discussions  by  ardent  protagonists  of  one  form  of  treatment 
or  another. 

The  chapter  of  carcinoma  of  the  stomach  is  complete,  and 
is  followed  by  a brief  discussion  of  sarcoma  of  the  stomach. 
Benign  tumors  receives  adequate  attention  also.  The  remain- 
der of  the  volume  covers  miscellaneous  and  uncommon 
gastric  conditions  such  as  tuberculosis,  syphilis,  diverticula, 
and  anomalies.  These  subjects  again  are  adequately  pre- 
sented and  make  the  volume  most  complete. 

Fhe  entire  volume  is  a scholarly  one,  but  not  to  the 
neglect  of  its  usefulness  as  an  exceedingly  practical  source 
of  information  for  the  general  practitioner,  the  internist,  the 
abdominal  surgeon,  as  well  as  the  gastro-enterologist.  It 
represents  the  sum  total  of  the  experience  and  clinical  wis- 
dom of  one  of  our  most  able  gastro-enterologists,  and  as 
such  is  infinitely  more  valuable  than  a mere  compendium 
of  abstracts  from  the  literature.  Even  if  one  disagrees  with 
the  author’s  viewpoint  at  various  ponits  in  the  text,  this  does 
not,  in  the  reviewer’s  opinion,  detract  one  bit  from  its  value; 
on  the  contrary,  the  author  is  to  be  congratulated  for  stating 
his  opinions,  unusually  good  ones,  forthrightly.  The  text  is 
thoroughly  up  to  date,  well  written,  well  illustrated,  and 
fills  the  requirements  for  an  excellent  text  in  every  respect. 

ELEMENTS  OF  MEDICAL  MYCOLOGY.  By  Jacob 
Hyams  Swartz , m.d.,  Assistant  Professor  of  Dermatology, 
Harvard  Medical  School  and  the  Postgraduate  School; 
Member  American  Dermatological  Association,  American 
Mycological  Association;  Dermatologist  Massachusetts 
General  Hospital.  Introduction  by  Fred  D.  Weidman, 
m.d.,  Professor  of  Dermatological  Research,  University  of 
Pennsylvania.  New  York:  Grune  & Stratton,  Inc.  1943. 
179  pp.  $4.50. 

Reviewed  by  Stanley  B.  Weld 

To  the  student  of  mycology  Dr.  Swartz’s  little  book  will 
serve  to  complement  and  amplify  data  already  available; 
to  the  dermatologist  it  is  a “must”  for  his  reference  library; 
and  to  the  general  practititoner  this  volume  will  be  so  attrac- 
tive that  he  will  not  lay  it  down  until  he  has  read  and  re-read 
about  fungi  of  which  he  may  have  little  knowledge  or  ex- 
perience. It  is  delightfully  prepared  and  published  with  the 
subject  matter  arranged  according  to  fungus  genera.  There 
is  a wealth  of  illustrations,  showing  the  laboratory  as  well 
as  the  clinical  aspects  of  the  various  fungi.  Most  of  the 
illustrations  are  original. 

Included  is  a chapter  on  the  common  contaminants  such 
as  aspergillus  and  penicillium,  one  on  immune  reactions 
explaining  the  trichophytin  and  the  oidiomycin  tests,  and  a 
short  chapter  on  the  effect  of  the  sulfonamides.  A glossary 
and  a chart  covering  the  pathogenic  fungi  complete  the 
volume. 
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FROM  THE  BEGINNING,  Eli  Lilly  and  Company  has  been 
active  in  the  development  of  Penicillin,  and  for  several  months  has 
made  it  available  to  the  armed  forces  on  government  allocation  and  to 
the  Office  of  Scientific  Research  and  Development. 

The  material  has  been  so  scarce  that  very  little  has  been  available 
for  civilian  use,  and  then  only  on  special  assignment.  Even  in  army 
and  navy  hospitals  it  often  was  restricted  to  patients  unresponsive  to 
sulfa-drug  treatment. 

Penicillin  is  now  more  generally  available,  and  research  to  achieve 
the  ultimate  in  chemotherapeutic  perfection  continues  as  a major 
project  in  the  Lilly  laboratories. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana,  U.  S.  A. 


BUY  WAR  BONDS  FOR  VICTORY 
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THE  PRESIDENT  S MESSAGE 

np  he  sands  of  time  have  now  flowed  through  the  yearly  hourglass,  and  we  have  with  us  another  June 

and  a new  President  of  the  Connecticut  State  Medical  Society.  I feel  deeply  honored  in  being 
elected  to  this  high  office  by  my  confreres.  It  not  only  is  a privilege  to  serve  you  in  this  capacity,  but 
a privilege  that  carries  with  it  many  obligations.  I look  forward  to  assuming  these  obligations  without 
any  qualms  or  fears  because  I know  I will  receive,  as  other  Presidents  have,  the  hearty  cooperation, 
help,  and  aid  of  the  Council,  the  various  Committees,  and  of  each  and  every  member  of  this  Society. 

As  we  review  yesterday,  look  at  today,  and  gaze  into  the  future,  we  must  carefully  consider  the 
sentiment  expressed  by  Julian  Huxley.  “The  United  States  is  the  only  great  power  which  has  not  gen- 
erally recognized  the  world  revolution’s  existence  as  an  inescapable  fact.  The  proportion  of  its  people 
who  still  imagine  that  after  the  war  they  can  go  back  to  the  old  social  and  international  system— with 
a few  minor  changes,  no  doubt,  but  essentially  the  same— is  still  a high  majority  . . . The  most 

important  single  thing  for  the  Americans  to  do  now  is  to  recognize  that  they,  like  the  rest  of  the  world, 
are  living  in  a revolution.” 

Likewise,  medical  practice  is  changing,  and  changing  rather  rapidly.  We,  as  doctors,  must  carefully 
recognize  this  fact  and  govern  our  thoughts  and  actions  accordingly.  We  must  not  swim  against  the 
stream  of  changes  which  is  coming  into  the  world,  but  should  follow  with  the  stream  and  even  help  to 
chart  its  course  so  that  the  changes  will  be  beneficial.  Our  aim  must  be  to  help  people  to  better  care 
for  themselves,  to  try  to  strengthen  them  so  that  they  will  avoid  various  illnesses,  and  help  to  restore 
them  to  normal  health  without  incurring  large  debts.  Quite  often  the  worry  of  these  monetary  obliga- 
tions causes  more  trouble  to  the  patient  than  the  disease  itself.  So  I feel  we  should  make  every  effort 
to  help  the  members  of  this  community  to  pay  for  their  medical  and  hospital  care  on  a budgetary  form. 

The  last  time  I was  a member  of  the  Council,  a full  time  Executive  Secretary’s  office  was  set  up. 
This  office  has  worked  well  since  its  foundation,  both  because  the  idea  was  basically  sound  and  because 
of  the  unusual  qualifications  of  the  man  directing  the  office. 

I feel  we  should  now  take  another  step.  We  should  have  some  centralized  office  in  the  State  of 
Connecticut  where  various  activities  which  are  concerned  with  the  medical  care  of  the  people  could  be 
set  up.  I have  in  mind  such  activities  as  the  Connecticut  Hospital  Association,  the  Connecticut  State 
Nurses  Association,  the  Connecticut  Pharmaceutical  Association,  our  own  State  Society,  and  other 
related  organizations. 

There  is  one  activity  which  had  its  birth  during  this  year— The  Woman’s  Auxiliary— which  I think 
is  going  to  be  a great  help  to  this  Society.  1 believe  it  will  help  us  with  its  suggestions  for  social  activ- 
ities and  in  various  other  ways  will  show  the  women’s  interest  in  advancing  the  welfare  of  this  Society. 

The  Civilian  Defense,  which  has  been  and  still  is  ably  carried  on  by  Dr.  George  AT  Smith,  war- 
rants our  continued  careful  consideration  and  help.  Those  who  now  take  up  this  work  must  also  give 
careful  study  to  the  effects  on  civilian  health  of  the  pessimism  and  cynicism  resulting  from  a long  war. 

I look  forward  with  a great  deal  of  pleasure  to  visiting  my  various  friends  throughout  the  State  at 
their  County  meetings.  Because  the  County  Association  is  the  backbone  of  the  entire  medical  profes- 
sion as  it  is  now  set  up,  I think  everything  should  be  done  to  help,  aid  and  strengthen  each  and  every 
County  Association.  It  will  be  my  earnest  endeavor  to  work  to  this  end. 


H.  Gildersleeve  Jarvis 
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Alphonse  M.  Schwitalla,  s.j.,  St.  Louis 


The  Author.  Dean,  St.  Louis  University  School  of 
Medicine,  President,  Catholic  Hospital  Association 


I.  The  Clamor  for  Health  Security 


'“p  he  national  clamor  for  a new  pattern  in  the 
distribution  of  hospital  and  medical  care,  for 
compulsory  health  protection  of  those  who  need 
social  security,  for  new  methods  of  purchasing  hos- 
pital and  medical  care  has  been  taken  by  a large  part 
of  the  American  public  as  a criticism  of  medicine 
and  the  other  health  caring  professions.  It  might  just 
as  well  have  been  taken,  as  it  is  by  another  section  of 
the  American  public,  as  one  of  the  greatest  compli- 
ments ever  paid  to  medicine.  That  clamor,  it  must 
be  noted,  points  not  towards  professional  service 
but  points  toward  the  economic  availability  and  the 
economic  distribution  of  that  service.  It  is  precisely 
because  medicine  has  achieved  what  it  has  achieved 
and  has  shown  the  range,  the  effectiveness  and  the 
thoroughness  of  its  ability  to  control  human  suffer- 
ing and  to  advance  human  betterment  that  so  intense 
a national  craving  has  been  created  for  more  and  still 
more  medical  and  hospital  care,  a craving  which 
affects  even  our  least  privileged  groups  with  the 
desire  to  have  as  their  right  what  the  more  privileged 
groups  enjoy  by  virtue  of  their  power  of  purchase. 
Medicine’s  achievements  not  only  in  curative  but 
especially  in  preventive  medicine  have  evoked  a new 
national  appetite,  so  almost  ravenous  that  in  a not 
uncommon  opinion  frequently  expressed  of  social 
security  as  conditioned  upon  health  securitv,  our 
provisions  for  old  age  and  survivors’  benefits,  for 
unemployment  security  and  for  the  numerous  other 
forms  of  social  security  are  in  the  last  analysis,  futile 
and  deceptive  unless  they  are  conjoined  with  health 
security. 

There  can  be  no  doubt  but  that  the  American 
people  have  arrived  at  a state  of  national  apprecia- 
tion of  hospital  and  medical  care.  To  what  extent 
this  has  become  the  concern  of  the  individual  citi- 


zen or  the  individual  laborer,  can  be  judged  by  many 
indications.  Surveys  upon  surveys  have  revealed  in 
both  the  skilled  and  the  unskilled  laboring  groups, 
in  the  technical  groups  and  in  the  “white  collared” 
groups,  a preponderance  of  opinion  that  a better 
distribution  of  health  care  is  the  next  immediate 
objective  of  popular  concern  and  social  propaganda. 
The  rural  areas  have  joined  the  national  chorus  par- 
ticularly however,  insisting  upon  the  development 
of  additional  health  facilities  in  the  way  of  hospitals 
and  service-giving  personnel.  Industries  have  to  a 
large  extent  taken  the  initiative  and  have  become 
aggressive  in  their  efforts  to  solve  their  own  health 
problems  for  their  own  employees  not  without  a 
measure  of  success  in  a few  particularly  noteworthy 
instances.  All  of  this  surely,  can  and  must  be  taken 
as  an  endorsement  of  the  existing  order  of  things  in 
the  distribution  of  medical  and  hospital  care.  If  our 
system  were  as  fundamentally  defective  even  from 
an  economic  viewpoint  as  some  advocates  of  social 
medicine  would  have  us  believe,  surely  the  national 
appetite  could  not  have  been  whetted  to  the  extent 
that  it  is  at  the  present  time. 

What  then  do  our  people  want?  The  answer  to 
that  question  cannot  be  given  unless  we  view  this 
national  appetite  and  craving  with  other  claims  and 
yearnings  of  the  American  people.  Surely,  I need 
not  give  an  answer  to  that  question  for  we  know 
that  there  are  large  sectors  of  the  population  that 
will  attempt  to  claim  from  government  all  that  can 
be  claimed  simply  because  by  urging  such  claims  and 
achieving  their  objectives,  their  purpose  is  advanced 
to  divest  themselves  of  a responsibility  which  tradi- 
tionally and  historically  has  developed  as  a personal 
responsibility  but  which  under  the  influence  of  the 
socializing  trend  in  all  things  human  tends  to  become 
like  so  many  other  individual  responsibilities,  a 
social,  a national  and  emphatically,  a governmental 
responsibility. 

What  is  medicine  opposing  when  a large  percent- 
age of  physicians  puts  itself  into  opposition  to  what 
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is  alleged  to  be  the  popular  trend?  Is  it  opposing 
the  readier  availability  of  medical  care?  No.  Is  it 
opposing  the  diffusion  of  medical  care  throughout 
the  strata  of  the  population?  No.  Is  it  opposing  the 
legitimate  desire  of  the  citizen  be  he  in  the  lowest 
wage  brackets  or  in  the  highest,  be  he  an  indigent 
or  a millionaire,  for  the  personal  care  of  a physician 
and  superior  hospital  facilities?  Again,  no.  Is  it 
opposing  the  claim  of  the  citizen  whatever  may  be 
his  rank  that  he  has  a right  to  health  protection  for 
himself  and  his  dependents?  Emphatically  no.  Medi- 
cine is  opposing  this,  that  the  responsibility  for  the 
health  care  of  the  nation  is  to  be  vested  in  an  admin- 
istrative authority  rather  than  in  the  professional 
authority  of  the  physician.  It  is  opposing  the  claim 
of  competence  to  judge  of  the  health  needs  of  the 
nation  by  the  economist,  the  sociologist,  the  poli- 
tician, the  governmental  administrator  rather  than 
by  a learned  profession  which  through  centuries  of 
intermittent  toil,  through  the  faithful  transmission 
of  accumulated  treasures  of  knowledge,  through  a 
wise  and  painstaking  research  into  the  intricacies  of 
the  individual  human  being,  has  achieved  a compe- 
tence to  judge  of  human  needs  that  can  be  shared 
by  no  one  who  merely  knows  about  medicine  with- 
out knowing  medicine.  Medicine  is  opposing  the 
substitution  of  administrative  procedures  for  the 
science  and  the  art  of  medicine.  It  insists  as  it  must 
insist  that  medical  knowledge  and  skill  are  alone 
competent  to  deal  with  the  medical  problem  of  the 
nation.  It  is  willing  to  leave  to  sociology  and  eco- 
nomics and  government  the  countless  problems  in 
the  diffusion  of  medical  care,  in  facilitating  its  avail- 
ability, in  determining  its  social  implications  but 
always  and  only  if  the  final  responsibility  of  the 
physician  for  his  patient  is  safeguarded. 

II.  The  Elements  of  National  Health  Cake 

Traditionally,  at  least  in  this  country,  we  have 
accepted  three  elements  as  constituting  together  the 
health  care  of  the  nation.  Medical  care,  facilities  for 
giving  care  to  the  patient,  such  as,  hospitals,  and 
thirdly,  public  health.  Of  these  three  elements,  the 
third  has  been  long  since  accepted  as  primarily  the 
responsibility  of  governmental  agencies,  chiefly  be- 
cause public  health  was  thought  to  concern  itself 
particularly  with  communicable  diseases,  the  control 
1 of  which  seemed  inadequately  safeguarded  without 
some  form  of  governmental  authority.  As  the  con- 
cept of  public  health  extended  to  more  and  more 
disease  conditions  and  into  ever  larger  areas  of  public 
responsibility,  such  as,  education  and  occupational 


protection,  the  viewpoints  and  attitudes  of  preven- 
tive medicine  became  to  a large  extent  integrated 
into  the  field  of  public  health  until  today,  our  system 
of  public  health,  though  perhaps  in  some  respects 
not  as  extensive  as  that  of  other  countries  in  its 
range,  may  still  be  claimed  as  surely  among  the  best 
which  the  world  has  produced  by  reason  of  the 
intensity  of  effort  that  has  been  invested  in  safe- 
guarding our  people. 

Hospitalization,  the  second  of  the  elements  in 
health  care  which  is  by  far  the  most  important  of 
the  constituent  elements  implied  in  the  term  health 
facilities,  has  recently,  as  we  all  know,  undergone  a 
radical  revolution  through  the  development  of 
group  hospitalization  plans.  The  history  of  these 
plans  represents  to  my  mind  a struggle  between  the 
physician’s  responsibility  to  safeguard  the  high  level 
of  ethics  of  the  profession  and  the  welfare  worker’s 
assumption  that  the  problem  of  hospitalization  is 
predominantly  an  economic  one.  Be  it  said  to  the 
eternal  credit  of  medicine  that  medicine  deter- 
minately  and  even  doggedly  insisted  that  if  there 
is  to  be  an  ecomnomic  solution  for  the  problem  of 
hospitalization,  that  solution  must  leave  untouched 
anti  unscathed  the  sanctities  of  medical  practice. 
Medicine  insisted  that  such  a solution  could  be  found 
and  from  the  very  beginning  of  the  efforts  to  find 
an  economic  solution,  medicine  asserted  that  it 
would  give  its  approval  to  hospitailzation  plans 
when,  as  and  if  those  plans  restricted  themselves  to 
sociological  and  economic  considerations  and  left 
the  physician  to  carry  his  own  responsibility.  If 
medicine  had  yielded  to  the  popular  pressures,  if  it 
had  been  sensitive  to  criticism,  slander  and  ridicule 
during  the  early  days  of  the  group  hosp'talization 
movement,  we  would  today  unquestionably  be  far- 
ther away  than  fortunately  we  are  from  the 
security  and  even  the  high  minded  social  idealism 
of  some  of  our  Blue  Cross  Plans  which  frankly,  have 
made  service  to  the  people  their  primary  concern 
and  have  given  only  secondary  consideration  to 
those  economic  and  public  welfare  factors  which 
derive  their  significance  only  from  service  to  the 
people  and  which  in  themselves  at  one  time,  threat- 
ened to  submerge  the  very  purposes  for  the  achieve- 
ment of  which  they  were  legitimately  devised. 

The  Blue  Cross  Plans  have  met  with  phenomenal 
success.  That  success  became  a reality  chiefly,  in  my 
opinion,  because  of  the  trust  which  the  people  of 
the  United  States  had  in  the  leadership  of  medicine. 
It  would  be  an  interesting  speculation  to  indulge  in 
to  raise  the  question  where  the  Blue  Cross  Plans 
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would  be  today  in  their  efforts  for  the  good  of  the 
nation  if  the  medical  societies  of  the  land  had  not 
given  their  approval  and  had  not  lent  to  the  organ- 
izing groups  the  splendid  resources  of  medical  judg- 
ment with  reference  to  hospitalization  which  those 
medical  societies  possess  as  their  most  valuable  treas- 
ure. The  Blue  Cross  Plans  have  succeeded  because 
of  the  approval  of  medicine. 

And  now  there  obtrudes  itself  into  our  thinking, 
the  third  element  in  the  nation’s  health  care,  medical 
care.  There  are  those  who  fond  as  they  might  be  of 
the  historical  parallels,  are  convinced  that  as  the 
Blue  Cross  Plans  have  succeeded  in  making  hos- 
pitalization available  to  large  percentages  of  our 
population,  so  too,  some  other  plan  must  be  devised 
for  making  medical  care  available  to  the  same  groups 
of  our  population.  They  recognize  the  fact  that  the 
profession  of  medicine  as  a whole  has  still  registered 
its  protest  against  this  parallel;  medicine  still  insists 
that  no  plan  has  thus  far  been  devised  which  meets 
all  the  essential  requirements  of  the  situation;  medi- 
cine as  a whole  still  insists  that  it  is  one  thing  to 
provide  hospitalization  and  quite  a different  thing  to 
provide  medical  care  for  large  numbers  through 
group  insurance  plans;  medicine  insists  that  there  is 
an  enormous  difference  between  providing  hospitali- 
zation and  providing  medical  care  and  yet,  the 
clamors  continue.  Official  medicine  has  not,  be  it 
remembered,  committed  itself  to  any  statement  con- 
cerning the  impossibility  of  devising  an  ethically  and 
professionally  acceptable  plan,  it  has  however,  in- 
sisted, first,  that  the  difficulties  in  the  evolving  of 
such  a plan  are  much  greater  than  they  were  in  the 
case  of  hospitalization  insurance  and  secondly,  that 
a medical  care  plan  should  not  be  devised  without  a 
deep  insight  into  the  meaning  of  medical  care  itself 
and  a complete  understanding  of  the  vast  implica- 
tions of  medical  service.  As  a matter  of  fact,  official 
medicine  has  sanctioned  experimentation  under  its 
own  protection  with  various  plans  which  seem  to 
give  promise  of  meeting  the  ethical  and  professional 
requirements.  What  the  success  of  those  experiments 
will  be  it  is  perhaps  too  early  to  tell,  chiefly  because 
group  medical  service,  just  as  group  hospital  serv- 
ice, necessarily  connotes  economic  and  statistical 
considerations  much  more  difficult  of  understanding 
than  those  which  centered  in  group  hospitalization 
plans. 

But  the  chief  reason  why  the  transition  cannot 
be  easily  made  from  group  hospitalization  plans  to 
medical  care  plans  is  because  the  latter  must  neces- 


sarily of  their  very  nature  move  the  scene  of  action 
and  study  into  that  most  intimate  of  human  extra 
familial  relationships,  the  relationship  between 
physician  and  patient.  The  group  hospitalization 
plans,  it  is  true,  approach  that  relationship  but  they 
are  still  on  its  fringe;  medical  service  plans  must 
walk  warily  as  they  approach  the  sanctuary  of  the 
physician-patient  relationship.  If  the  advocates  of 
precipitate  action  with  reference  to  medical  service 
plans  wish  to  learn  anything  from  the  hospital  serv- 
ice plans,  they  had  better  learn  this:  that  until  the 
medical  profession  is  ready  to  give  its  wholehearted 
endorsement  to  such  undertakings  when  medicine 
can  be  assured  that  its  responsibilities  for  the  health 
of  the  nation  can  be  adequately  safeguarded,  medical 
service  plans  should  not  be  announced  as  the  solu-  ' 
tion  of  the  nation’s  desire  for  universal  medical 
service  coverage.  Haste  from  this  area  may  result  in 
untold  harm,  harm  which  will  result  in  greater  evils 
than  are  the  evils  which  the  plan  is  ostensibly  de- 
signed to  remedy. 

III.  The  Hospital-Patient  Contract  and  the 
Physician-Patient  Contract 
It  seems  advisable  for  all  of  us  to  give  ever  deeper 
study  to  the  implications  of  the  patient-physician 
relationship.  This  can  be  done  by  contrasting  the 
implications  of  the  implied  contract  between  the 
patient  and  physician  and  the  implied  contract  be- 
tween the  patient  and  the  hospital.  Before  doing  this 
however,  it  would  be  well  to  revert  to  certain  funda- 
mentals. I hark  back  to  1932.  In  that  year,  the 
reports  of  the  Committee  on  the  Costs  of  Aledical 
Care  revealed  two  fundamentally  diverse  philos- 
ophies of  medical  practice.  Both  philosophies  take 
their  origin  from  the  personal  relationship  between 
patient  and  physician.  Both  would  subscribe  to  the 
statement  that  “medical  care  by  its  very  nature  is 
and  must  remain  a distinctly  personal  service” 
(Medical  Care  for  the  American  People,  page  39). 
In  defining  this  personal  service,  however,  one  of  the 
philosophies  says  “There  is  nothing  in  any  way 
mysterious  in  the  relation  between  the  physician  and 
his  patient.  On  the  therapeutic  side,  it  is  capable  of 
completely  objective  analysis.  As  to  those  phases 
which  are  not  strictly  medical,  it  is  of  a piece  with 
all  satisfactory  human  relations  involving  as  they  do 
mutual  patience,  sympathy,  understanding  and  con- 
fidence” (ibid,  page  41).  The  other  philosophy  de- 
fines the  personal  relationship  as  “that  bond  of 
sympathy  and  interest  in  the  patient’s  welfare  on  the 
part  of  the  physician,  confidence  in  the  ability, 
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integrity  and  discretion  of  the  physician  on  the  part 
of  the  patient  and  mutual  regard  on  the  part  of  each 
for  the  other  which  cause  the  patient  to  disclose  for 
the  purpose  of  diagnosis  and  treatment  the  most 
private  and  confidential  information  concerning 
himself  and  his  surroundings  when  necessary  for 
proper  diagnosis  and  treatment.  The  character  and 
personality  of  the  physician  is  a major  factor  in  its 
development.  . . . It  is  an  individual  relation- 

ship, the  product  of  character  and  personality  and 
cannot  be  transferred  to  a group  or  fostered  by 
group  practice”  (ibid,  page  169).  An  analysis  of 
these  two  definitions  has  revealed  diametrically 
opposite  approaches  to  almost  every  element  in 
medical  care.  It  is  unnecessary  to  point  out  that 
those  two  definitions  have  become  sometimes  ex- 
plicitly, sometimes  by  implication,  the  battle  cries 
of  opposing  forces  which  have  carried  through 
battles  in  public  and  in  private,  in  voluntary  as  well 
as  in  governmental  circles,  through  the  stormy  days 
of  the  conferences  on  a national  health  program  and 
through  the  equally  stormy  but  more  general  con- 
troversies which  are  now  being  waged  around  the 
Wagner  Bill. 

The  fundamental  principle  in  medical  practice,  as 
I see  the  problem,  is  that  the  relationship  between 
patient  and  physician  creates  obligations,  confers 
privileges  and  gives  rise  to  responsibilities  which  are 
unique  in  human  experience  and  which  are  char- 
acteristically different  from  those  arising  in  any 
other  inter-individual  relationship.  T hose  obliga- 
tions, privileges  and  responsibilities  are  professional 
in  character,  that  is,  they  are  based,  on  the  one  hand, 
on  the  competence,  the  personality  and  the  ethical 
character  of  the  physician  and,  on  the  other  hand, 
on  the  needs,  the  personality,  the  circumstances  and 
the  trustfulness  of  the  patient  and  they  must  remain 
inviolate  and  intrinsically  unchanged  no  matter 
what  the  circumstances  and  pressures  might  be 
which  would  tend  to  alter  their  essential  character. 
To  be  sure,  this  does  not  mean  that  there  is  not  a 
legitimate  place  for  such  forms  of  medical  practice 
as  are  implied  in  public  health  work  nor  in  certain 
forms  of  contract  practice  assuming  certain  stand- 
ards which  will  safeguard  the  dignity  of  the  physi- 
cian as  well  as  of  the  patient.  But  in  my  opinion,  we 
must  derive  the  standards  of  non-individualized 
practice  from  individual  practice  as  the  former  has 
developed  historically  rather  than  to  derive  the 
pattern  of  individualized  practice  from  non-indi- 
vidualized practice  as  the  advocates  of  a medical 


revolution  insistently  demand  of  us.  When  the 
nurse  required  to  supply  assistance  to  the  physician 
and  the  patient  is  interposed  in  this  relationship,  the 
former  relationship  between  physician  and  patient 
must  in  no  wise  be  substantially  changed,  but  a new 
set  of  obligations,  privileges  and  responsibilities  are 
created  between  physician  and  nurse,  nurse  and 
patient,  on  the  one  hand,  and  patient  and  nurse  and 
nurse  and  physician,  on  the  other  hand,  leaving  un- 
changed as  far  as  this  is  humanly  possible  under 
strict  ethical  control,  the  basic  relationship  between 
patient  and  physician.  If  now  the  hospital  happens 
to  be  the  place  in  which  medical  care  is  given  under 
the  pattern  of  organization  which  is  practically 
universal  in  our  country,  the  hospital  is  interposed 
at  two  places  in  this  complex  relationship  between 
the  physician  and  the  nurse  and  between  the  nurse 
and  the  patient.  Theoretically  and  ideally  the  pre- 
viously existing  obligations,  privileges  and  respon- 
sibilities must  again  remain  unchanged  as  far  as  this 
is  ethically  possible  and  a third  set  of  auxiliary  and 
subsidiary  relationships  result  between  physician  and 
hospital,  hospital  and  nurse,  nurse  and  hospital,  hos- 
pital and  patient,  patient  and  hospital,  and  hospital 
and  physician. 

In  this  diagramatic  presentation,  we  can  easily  fit 
all  the  other  developments  and  adjuncts  of  present 
day  medical  practice,  all  the  auxiliary  personnel 
which  has  grown  up  around  the  physician  and 
patient  to  produce  the  intricate  pattern  of  today’s 
practice.  The  specialist,  the  technician,  the  dietitian, 
the  social  worker,  the  physical  and  the  occupational 
therapist,  the  radiological  technician,  all  find  their 
place  and  from  their  place  which  they  occupy  with- 
in the  basic  framework,  their  respective  obligations, 
privileges  and  responsibilities  can  be  readily  and 
consistently  as  well  as  logically  and  ethically  defined. 

If  this  analysis  is  acceptable  and  valid,  there  must 
follow  certain  considerations  which  will  give  an 
answer  to  the  problem  of  the  differentiation  between 
the  patient-physician  relationship,  on  the  one  hand, 
and  the  patient-hospital  relationship,  on  the  other 
hand.  In  both  instances,  there  is  an  implied  contract, 
that  is,  when  the  physician  accepts  responsibility 
for  the  patient  and  when  the  hospital  accepts  such 
responsibility,  there  are  present  all  the  elements  of 
a contract.  The  physician  and  the  hospital  both  give 
something  to  the  patient  and  the  patient  is  expected 
to  render  something  in  return  for  what  he  receives. 
If,  when  the  service  rendered  by  the  physician  is 
gratuitous  on  account  of  the  patient’s  needs  or  by 
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reason  of  friendship  and  when  the  hospital  accepts 
a patient  as  a free  patient,  be  it  noted,  the  patient- 
physician  contract  is  essentially  one  between  two 
individuals  and  hence,  it  is  personal;  the  patient- 
hospital  contract  is  a contract  between  an  individual 
and  an  institution  and  hence,  it  is  essentially  an 
institutional  contract.  The  first  is  based  upon  indi- 
vidual ethical  and  rigorously  confidential  principles 
and  considerations;  the  second  on  institutional 
ethics  and  on  principles  which  govern  an  institution 
having  complex  modes  of  operation  and  complex 
personnel  inter-relationships.  The  patient-physician 
contract  implies  a mutual  personal  responsibility; 
the  patient-hospital  contract,  on  the  other  hand,  a 
responsibility  which  is  individualized  in  one  direc- 
tion as  it  emanates  from  the  patient  but  institutional, 
on  the  other  hand,  as  it  emanates  from  the  hospital. 
The  ethics  in  both  cases  are  expressible  in  law  and 
such  laws  have  been  formulated  by  states  and  gov- 
ernments but  the  laws  have  recognized  the  vast 
difference  in  the  two  forms  of  contracts. 

To  pursue  our  analysis  still  further,  the  patient- 
physician  contract  implies  remuneration  in  some 
form  not  necessarily  in  a financial  form  and  so  does 
the  patient-hospital  contract  but  be  it  noted,  in  the 
first  case,  the  remuneration  is  to  be  given  for  a per- 
sonal service;  in  the  second  case,  for  a service  which 
must  be  shared,  divided  and  sub-divided  among  a 
vast  number  of  individuals.  It  has  been  estimated, 
for  example,  that  in  some  hospitals,  the  mere  admis- 
sion procedure  of  a patient  into  a hospital  involves 
contact  either  directly  or  indirectly  with  no  fewer 
than  twenty-nine  persons  between  the  patient’s  first 
appearance  at  the  admission  desk  and  his  lodgement 
in  the  room  or  the  ward  which  he  is  to  occupy. 
Moreover,  as  far  as  the  patient-physician  contract  is 
concerned,  essentially  the  staff  relationship  of  the 
physician  within  the  hospital  may  be  considered 
non  significant  though,  needless  to  say,  accidentally, 
the  patient-physician  contract  may  be  greatly  af- 
fected by  the  staff  relationship  of  the  physician  in 
that  particular  institution.  The  patient-hospital  con- 
tract, however,  is  significantly  altered  by  the  physi- 
cian’s place  in  the  hospital  staff. 

In  the  same  way,  control  as  an  element  in  the 
administration  of  these  two  contracts  is  in  the  case 
of  the  patient-physician  contract  derivable  funda- 
mentally and  essentially  only  from  the  considera- 
tions of  professional  and  personal  ethics  even  though 
the  profession  itself  and  the  law  do  exercise  a super- 


visory function.  In  the  patient-hospital  relationship, 
on  the  other  hand,  control  is  much  more  complex 
and  ramified  and  involves  all  of  the  intricate  inter- 
relationships between  a vast  number  of  individuals 
of  diverse  functions  of  diverse  levels  of  respon- 
sibility. 

Pursuing  our  parallel  still  farther,  the  obligation 
of  assisting  the  patient  is  in  the  patient-physician 
relationship  quite  different  from  that  involved  in  the 
patient-hospital  contract.  Under  certain  conditions, 
as  we  know,  the  physician  is  bound  to  assist  the 
patient  and  that  obligation  has  been  recognized,  to 
make  my  point  concrete,  even  in  the  original  formu- 
lation of  the  code  of  ethics  now  governing  medical 
practice.  The  obligation  of  assisting  the  patient  in 
the  patient-hospital  contract,  however,  is  contin- 
gent and  optional  and  becomes  mandatory  only 
after  the  patient  has  been  accepted.  The  hos- 
pital exercises  a much  greater  freedom  of  choice  in 
accepting  responsibility  for  a patient  than  the  physi- 
cian does  in  accepting  responsibility  at  least  under 
certain  conditions. 

Fundamentally,  the  physician’s  services  may  be 
considered  indispensable  for  the  preservation  of 
human  life;  the  hospital’s  services  are  by  their  very 
nature,  dispensable  even  though  contingently  so. 
Economic  considerations  are,  according  to  the  very 
nature  of  the  patient-physician  contract,  entirely 
secondary.  In  the  patient-hospital  contract,  they 
may  become  optionally  important.  In  the  patient- 
physician  contract,  limitations  are  dependent  only 
on  the  critical  or  the  non  critical  needs  of  the 
patient;  in  the  patient-hospital  contract,  limitations 
arise  from  such  entirely  extraneous  considerations  as 
economics  which  may,  on  the  one  hand,  determine 
luxury  service  and,  on  the  other,  minimally  essential 
services  or  as  we  have  been  accustomed  to  define 
them,  “adequate”  services.  In  the  last  analysis,  there 
can  be  no  division  of  responsibility  in  the  ideal 
patient-physician  relationship;  in  the  patient-hospital 
relationship,  there  is  a vast  fractioning  of  respon- 
sibility even  though  that  fractionation  takes  place 
under  the  supervision  and  guidance  of  the  physician. 

Even  this  attempt  at  an  analysis  does  not  exhaust 
all  that  might  be  said  on  the  subject,  needless  to  say, 
but  what  I have  said  will  at  least  reveal  the  basic 
and  fundamental  difference  between  the  patient- 
physician  relationship  and  the  patient-hospital  rela- 
tionship and  hence,  the  basic  and  fundamental  dif- 
ference between  the  two  contracts. 
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IV.  The  Outlook  for  Medical  Service  Plans 

If  it  is  concluded  from  all  that  I have  said  that,  in 
my  opinion,  medical  service  plans  are  ethically  in- 
defensible and  hence,  impossible  of  satisfactory 
formulation,  the  conclusion  would  certainly  extend 
beyond  the  premises  which  I have  formulated.  The 
only  conclusion  from  this  analysis  which  is  justified 
by  it  is  that  since  there  exist  these  essential  differ- 
ences in  a contract  between  patient  and  physician 
and  patient  and  hospital,  these  differences  must  be 
kept  in  mind  in  any  forms  of  prepayment  which 
may  be  devised  in  the  two  instances.  To  make  this 
conclusion  more  pointed,  the  conclusion  is  justified 
in  the  premise  that  we  cannot  facilely  and  spon- 
taneously and  in  a matter-of-fact  attitude,  conclude 
that  because  hospitalization  service  plans  have  been 
formulated  and  have  been  economically  successful, 
therefore,  medical  service  plans  can  be  equally  easily 
formulated  and  can  become  equally  easily  successful. 
I deny  the  validity  of  transferring  too  easily  our 
experience  with  hospitalization  service  plans  to 
medical  service  plans.  It  will  require,  1 believe,  ever 
so  much  more  wisdom,  sincerity  and  high-minded 
idealism  to  work  out  medical  service  plans  than  have 
been  demanded  in  the  formulation  of  hospital  serv- 
ice plans.  Economic  considerations  will  he  much 
more  difficult;  ethical  cautions  will  be  much  more 
essential;  philosophical  outlooks  upon  life  in  general 
and  medical  practice  in  particular  will  be  much 
more  significant  in  the  drafting  of  medical  service 
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plans  than  has  been  the  case  in  the  drafting  of  hos- 
pital sendee  plans. 

Let  me,  therefore,  close  with  a note  both  of  hope 
and  of  caution:  Of  caution  against  any  precipitate 
determination  to  introduce  medical  service  plans 
even  under  the  protection  and  guidance  of  medical 
societies  without  a complete  understanding  of  all 
that  is  implied;  of  hope  in  the  future  for  the  prac- 
tice of  medicine  in  a society  which  will  not  discard 
the  one  indispensable  guarantor  of  our  American 
liberty,  namely,  a strong  unshakable  and  unyielding 
acceptance  of  personal  responsibility.  If  prepayment 
plans  for  medical  service  grow  out  of  an  American 
civilization  that  clings  tenaciously  to  personal  re- 
sponsibility as  the  only  effective  safeguard  for  the 
dignity  of  man,  be  he  laborer  or  capitalist,  beggar 
or  millionaire,  then  the  common  sense  and  wisdom 
of  the  American  people  will  undoubtedly  be  able  to 
evolve  a pattern  of  medical  practice  which  will 
safeguard  that  dignity  and  all  that  it  connotes;  if, 
on  the  other  hand,  medical  service  plans  emerge 
from  society  which  seeks  in  its  processes  to  relieve 
the  individual  of  the  only  claim  that  he  has  to  his 
dignity  by  relieving  him  of  his  responsibility,  then 
a medical  service  plan  based  on  such  a philosophy  is 
bound  to  accelerate  the  deteriorating  processes 
which  will  endanger  the  continued  existence  of 
America  as  we  have  known  it.  We  must  strive  to 
understand  the  implications  of  medical  service  plans 
by  understanding  still  more  profoundly  the  inti- 
mate meaning  of  medical  practice. 
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Cancer  of  the  lip  is  usually  classified  as  one  of  the 
malignancies  of  the  oral  cavity,  and  as  such,  it  is 
the  most  common  yet  the  least  malignant  new 
growth  in  this  location.  However,  in  its  pathology, 
life  course  and  ease  of  treatment,  and  because  of  the 


satisfactory  results,  it  resembles  carcinoma  of  the 
skin  more  than  it  does  carcinoma  of  the  oral  cavity. 
It  is  usually  of  a low  degree  of  malignancy;  its 
metastases,  when  present,  pursue  an  orderly  and 
regular  course;  and  when  treatment  is  adequate,  the 
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survival  rate  surpasses  that  of  any  other  malignant 
disease  in  the  oral  cavity. 

The  etiology  of  carcinoma  of  the  lip  is  of  course 
not  known.  In  the  past,  such  factors  as  exposure  to 
weather,  occupation,  climate,  use  of  tobacco, 
syphilis,  leukoplakia  and  chronic  trauma  have  all 
been  considered  important  agents  in  the  origin  of 
this  disease.  Perhaps  each  has  a role,  but  certainly  no 
one  of  them  is  of  fundamental  importance.  1 here 
have  not  been  concentrated  large  scale  efforts  to 
compare  the  frequency  of  any  one  of  these  factors 
in  patients  with  lip  carcinoma  with  the  frequency 
in  the  population  as  a whole.  For  example,  references 
can  be  found  repeatedly  to  the  frequency  of  this 
disease  in  outdoor  workers  yet  with  one  known  ex- 
ception there  has  been  no  occupational  study  in  the 
community  from  which  the  report  originated.  1 his 
exception  is  in  a report  by  Janowsky1  in  1901  who 
noted  that,  whereas  in  his  sample  of  cancer  cases 
73%  were  peasants,  the  proportion  of  peasants  in 
the  whole  population  in  that  community  was  72%. 

A point  which  should  receive  intensive  study 
relative  to  the  origin  of  this  disease  as  well  as  of 
carcinoma  of  the  entire  upper  gastrointestinal  tract 
is  dental  caries.  As  will  be  shown  later,  cancer  in 
these  locations  is  much  more  frequent  in  patients 
of  a low  economic  level  where  dental  caries  is  a 
serious  problem.  It  is  suggested  that  dental  decay,  or 
factors  contributing  to  it  and  associated  with  it,  is 
perhaps  the  most  important  agent  in  the  production 
of  cancer  of  the  lip  as  well  as  cancer  elsewhere  in 
the  upper  gastrointestinal  tract. 

For  practical  purposes  the  disease  is  limited  to 
males.  In  a recent  Memorial  Hospital  series2  98% 
were  in  men.  In  other  reports  the  incidence  has 
varied  between  85%  and  99%.  In  a group  of  over 
five  thousand  cases  collected  from  the  literature 
(Table  1)  93.3%  were  in  men  and  6.7%  in  women. 
By  studying  the  geographical  origin  of  these  reports, 
we  find  that  the  highest  incidence  in  women  is  in  the 
Central  European  area  (9.9%)  and  the  lowest  in 


Table  i 
Sex  Incidence 

MALE  FEMALE 


PER 

PER 

TOTAL 

NO. 

CENT 

NO. 

CENT 

CASES 

Central  Europe3 

1796 

90.1 

.98 

9.9 

!994 

England4.5.6. 

631 

97.8 

14 

2.2 

645 

United  States7.8.9.10.11.12.13.2 

1804 

95-4 

87 

4.6 

1891 

Sweden14.15 

554 

92.3 

46 

7.6 

600 

Total 

4785 

93-3 

345 

6.7 

513O 

England  (2.2%).  In  our  own  series  only  two  of  the 
1 1 3 patients  were  women.  c 

For  the  last  ten  years  our  preferred  treatment  of  ' 
the  primary  tumor  has  been  radium  in  the  form  of  j 
a radium  moulage.  The  radium  is  imbedded  in  dental  ! 
compound,  a substance  which  is  rigid  at  ordinary  1 
temperatures,  but  when  it  is  warmed  in  hot  water,  1 
it  becomes  soft  and  can  be  molded  either  directly 
over  the  lip  or  over  a plaster  cast  of  the  lip.  The  first 
step  in  the  procedure  is  to  measure  the  diameters  of  1 
the  tumor  and  to  mark  out  on  the  skin  the  area  to  be  j 

i j 

treated.  We  arbitrarily  include  in  the  irradiated  field  j 
a one  centimeter  margin  of  normal  tissue  beyond  the 
farthest  edge  of  visible  or  palpable  tumor.  A sheet 
of  dental  compound  .75  cm.  thick  is  then  molded  to 
fit  the  proposed  irradiated  area  precisely,  and  after 
it  has  hardened,  troughs  are  made  in  it  0.5  cm.  apart 
so  that  parallel  rows  of  radium  cells  can  be  imbedded 
in  it  at  a distance  of  0.5  cm.  from  the  tumor.  The 
radium  at  our  disposal  is  contained  in  platinum- 
iridium  cells  each  holding  3.33  mgm.  of  radium  ele- 
ment.  The  total  dosage  varies  according  to  the  size 
in  square  centimeters  of  the  treated  area.  Arbitrarily 
an  area  of  9 square  centimeters  is  given  about  100 
mgh.  per  square  centimeter  of  treated  area,  or  a total 
dose  of  900  mgh.  Smaller  areas  are  given  a larger 
dose  per  unit  area  and  larger  areas  a smaller  dose. 
This  manner  of  therapy  brings  on  a reaction  in  ten 
days  to  two  weeks  after  the  treatment  which  reaches 
its  peak  in  about  three  weeks  and  subsides  complete- 
ly in  four  to  six  weeks. 

When  the  tumor  has  metastasized  to  the  cervical 
lymph  nodes,  it  is  a different  disease  and  a much 
more  difficult  problem  to  handle.  In  general,  when 
a patient  presents  himself  with  enlarged  nodes, 
clinically  containing  metastatic  cancer,  we  follow 
the  rules  laid  down  by  Duffy.16  If  no  nodes  are  ! 
palpable,  the  lymph  drainage  areas  are  not  treated. 
In  other  words,  we  do  not  do  prophylactic  neck 
dissections  or  irradiation.  In  Martin’s2  report  only 
8%  of  the  patients  who  did  not  have  metastatic 
nodes  when  first  seen  later  developed  them.  Eight 
per  cent  was  also  the  rate  in  another  series  reported  1 
from  Boston  by  Taylor  and  Nathanson.17  The  | 
mortality  rate  following  a neck  dissection  is  various- 
ly  reported  as  being  between  3%  and  11%,  and  it  is 
conceivable  that  if  in  such  a group  routine  prophy- 
lactic neck  dissections  were  done,  more  people 
would  succumb  to  the  operative  procedure  itself  ! 
than  would  die  from  the  disease  even  if  all  of  those 
who  did  develop  the  lymph  nodes  eventually  died. 
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From  1921  to  1940,  inclusive,  113  patients  with 
carcinoma  of  the  lip  were  admitted  to  the  New 
Haven  Hospital.  One  hundred  eleven  were  males; 
two  were  females.  One  hundred  four  were  ward 
patients;  nine  were  private  patients  (Table  2).  It  is 
interesting  to  compare  these  ratios  with  those  of 
cancer  occurring  in  other  locations  in  the  body. 
A similar  marked  discrepancy  is  present  in  the  sex 
and  economic  distribution  in  the  malignancies  of 
the  upper  gastrointestinal  tract.  Again  it  is  empha- 
sized that  one  factor  which  could  explain  this  differ- 
ence is  dental  caries. 

Table  2 

Distribution  of  Cancer  of  Lip 
1 1 3 Patients 

MALE  FEMALE  WARD  PRIVATE 

in  2 104  9 


Cancer  Incidence— New  Haven  Hospital  1935-1940 
ratio 

MALE  FEMALE  WARD  PRIVATE 


Oral  Cavity 

8.0 

I 

5.8  I 

Esophagus 

6.3 

I 

6.3  I 

Stomach 

2.1 

I 

6.0  1 

Colon 

1 .0 

I 

2.0  1 

Skin 

2.2 

1 

1.4  1 

Breast 

I .1  I 

Table  3 

Stage  of 

Disease  on  Admission 

1921  — 1932 

I933-'94° 

Stage  I 

38-75% 

60—97% 

•Stage  II 

L3-M% 

2-  3% 

Table  4 

Size  of  Primary  Tumor 

( 1 1 2 Patients) 

1921  — 1932 

1 93  3-04° 

Less  than  i 

1.5  cm. 

16—32% 

26—42% 

More  than 

1.5  cm. 

34-68% 

36-58% 

Total  patients 

50 

62 

Table  5 

Size  of 

Primary  in  Relation  to 

Treatment 

RADIUM 

surgery 

-1.5  CM.  +1  .5  CM. 

— 1.5  cm.  +1.5  cm. 

Number  of  patients  21  31  20  35 

Living  and  well  two 

years  or  more  20  28  16  24 

% Living  and  well 

two  years  or  more  95%  9°%  80%  68 go 


We  have  divided  the  patients  into  two  groups  of 
similar  sizes,  the  first,  consisting  of  51  patients,  ad- 
mitted between  1921  and  1932  inclusive,  when  sur- 
gery was  the  treatment  of  choice  and  the  second, 
consisting  of  62  patients,  admitted  between  1933 
and  1940,  when  radium  therapy  predominated. 
Tables  3 and  4 indicate  that  in  the  second  period 
we  saw  patients  at  an  earlier  stage  in  the  disease 
than  in  the  first;  and  that  the  tumors  as  a whole 
tended  to  be  smaller.  Stage  1 disease  is  disease 
limited  to  the  lip  without  demonstrable  lymph  node 
extension.  Stage  2 is  disease  with  lymph  node  exten- 
sion. In  the  1921-1932  period  13  patients  had  lymph 
node  metastases  at  the  time  of  admission,  but  in  the 
1933-1940  period  only  two  patients  had  such  disease. 
In  the  1 1 2 patients  who  had  measurements  of  their 
tumors  recorded,  there  was  a ten  per  cent  decline 
in  the  number  of  tumors  with  their  largest  diameter 
1.5  cm.  or  over. 

Since  our  data  indicate  that  we  obtain  better  re- 
sults with  radium  than  surgery,  Table  5 was  pre- 
pared to  compare  results  with  the  two  types  of  treat- 
ment in  tumors  of  the  same  size  groups.  (We  have 
based  our  results  on  the  2 -year  survival  period  inas- 
much as  we  do  not  have  any  cases  of  local  recur- 
rences appearing  later  than  two  years  after  the 
primary  treatment,  and  only  two  instances  of 
metastases  arising  later  than  two  years  after  the 
original  therapy.)  The  survivals  are  essentially  the 
same  in  tumors  less  than  1.5  centimeters  in  diameter, 
but  in  the  larger  tumors  there  was  a 90%  two-year 
survival  with  radium  and  only  a 65%  survival  with 
surgery. 

The  results  of  the  entire  group  are  shown  in  Table 
6.  The  most  striking  observation  is  the  marked 
improvement  in  the  survival  rate  in  the  second 
group,  rising  from  63%  in  the  1921-1932  period  to 
94%  in  the  1933-1940  period,  In  the  latter  period 
there  were  only  four  deaths,  one  of  which  was  an 
operative  mortality,  a patient  who  died  from  a radi- 
cal neck  dissection.  The  over-all  two-year  survival 
rate  was  80%.  The  improvement  is  probably  due  to 
the  earlier  treatment  of  the  patients  because  of  their 
having  sought  medical  attention  earlier  (cf.  Tables 
3 and  4)  and  to  better  handling  of  the  various  thera- 
peutic agents. 

A summary  of  the  neck  dissections  on  28  patients 
is  shown  in  Table  7.  There  are  three  points  that 
should  be  emphasized.  The  first  is  that  of  the  14 
patients  who  underwent  radical  neck  dissection 
without  clinical  involvement  of  the  nodes,  none  had 
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metastatic  disease  in  the  operative  specimen.  I he 
second  is  that  if  the  patients  who  had  clinical 
metastatic  cancer  on  admission  and  the  patients  who 
had  routine  prophylactic  neck  dissections  are 
omitted  from  the  total  group  of  113,  only  seven  or 
7.6%  of  the  remaining  92  patients  developed 
metastatic  cancer  at  a later  date.  This  corresponds  to 
the  percentage  reported  by  others  and  emphasizes 
again  the  undesirability  of  doing  routine  prophy- 
lactic neck  dissections.  Point  three  is  that  five  of  the 
seven  patients  who  did  not  have  clinically  involved 
nodes  at  the  time  of  admission  but  who  later  de- 
veloped them,  died  of  cancer.  Therefore,  if  routine 
prophylactic  neck  dissections  are  not  to  be  done,  it 
is  imperative  that  the  patients  be  followed  at  fre- 
quent intervals  (at  least  every  month  for  the  first 
year  and  every  two  months  for  the  second)  and  at 
the  slightest  suspicion  of  a metastatic  node  develop- 
ing, a biopsy  should  be  done  and  if  it  is  positive,  a 
neck  dissection  should  be  performed  immediately. 

Summary 

1.  Cancer  of  the  lip  because  of  its  location  and 
accessibility  is  one  of  the  most  easily  diagnosed  and 
treated  malignant  tumors. 

2.  The  etiological  factors  in  cancer  of  the  lip 
appear  to  be  closely  related  to  those  in  cancer  of  the 
upper  gastrointestinal  tract  and  may  be  associated 
with  dental  caries. 

3.  During  the  last  decade  there  has  been  a great 

improvement  in  the  treatment  of  cancer  of  the  lip. 

This  success  has  been  due  both  to  improved  therapy 

and  the  fact  that  patients  present  themselves  for 

treatment  earlier  in  the  course  of  the  disease. 

« 

4.  The  treatment  of  cancer  of  the  lip  by  radium 
moulage  yields  a high  percentage  of  successful  re- 
sults. 

5.  Routine  dissection  of  the  neck  is  not  justified 
and  is  an  unnecessary  procedure  unless  clinical  can- 
cer is  evident  in  the  lymph  nodes. 

6.  A routine  follow-up  at  frequent  intervals  is 
imperative  in  order  that  neck  metastases  may  be 
recognized  early. 
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Table  6 

Results  of  Treatment  of  Lip  Cancer  Patients 
1 1 3 Patients 

1921-1932  1933-1940  1921-1940 
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32 

46 

I I 
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Dead  within 
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3 

I # 

0 4 
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Lost  1 

I 

I 
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treatment 

I 

I 
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SOME  FALLACIES  AND  DEFICIENCIES  IN  THE  PROBLEM  OF  HEART  DISEASE 

Will  iam  J.  Bruckner,  m.d.,  New  Haven 


The  Author.  Assistant  Attending  Physician,  New 
Haven  Hospital;  Assistant  Clinical  Professor  of 
Medicine,  Yale  School  of  Medicine 


Tn  view  of  the  importance  of  heart  disease  in  all 

branches  of  clinical  medicine  an  attempt  will  be 
made  to  indicate  some  of  the  commoner  pitfalls 
lying  in  wait  for  the  physician  and  surgeon. 

HISTORY 

Still  the  most  important  part  in  the  examination 
of  a patient  with  regard  to  the  cardiac  status  is  an 
exhaustive  and  accurate  account  of  the  background, 
onset  and  progression  of  the  ailment.  The  cardinal 
symptoms  of  heart  disease  nearly  always  result  from 
either  congestive  failure  or  anginal  failure,  and  are 
respectively  responsible  for  shortness  of  breath  on 
exertion  and  cardiac  pain. 

True  exertional  dyspnea  is  not  infrequently  con- 
fused with  the  shortness  of  breath  experienced  by 
obese  persons,  the  breathlessness  of  those  suffering 
from  considerable  degrees  of  anemia,  and  the  heavi- 
ness of  the  chest  complained  of  by  many  who  have 
no  heart  disease.  Real  cardiac  dyspnea  ordinarily 
means  real  difficulty  in  breathing.  It  is  desirable 
to  question  the  patient  minutely  to  evaluate  what 
is  meant  by  the  complaint  of  shortness  of  breath  and 
not  to  assume  that  all  breathlessness  is  cardiac  in 
origin.  Contrariwise,  a too-frequent  error  occurs  in 
assuming  that  the  dyspnea  of  known  cases  of  asthma 
is  always  bronchial  in  origin.  This  is  particularly 


so  in  cases  of  long-standing  asthma  who  rather 
suddenly  develop  an  increase  in  breathlessness  and 
in  whom  possible  etiological  factors  for  heart  disease 
exist,  such  as  hypertension  and  syphilis.  The  rela- 
tionship to  exertion,  the  presence  of  basilar  rales 
and  poor  response  to  epinephrine  should  make  one 
suspicious  that  digitalis,  and  not  epinephrine,  is 
indicated. 

Typical  anginal  pain  is  retrosternal  in  location  and 
constricting  in  nature.  Radiation  of  the  pain  is 
usually  across  the  chest,  to  the  left  shoulder  and 
axilla,  down  the  inner  left  arm,  up  the  left  neck,  to 
the  back,  and,  not  infrequently,  to  the  right  shoulder 
and  arm,  the  jaw,  and  so  on.  Hut  of  importance  is 
the  fact  that  true  cardiac  pain  is  almost  never 
localized  beneath  the  left  breast.  Those  who  com- 
plain of  ‘pain  in  the  heart’  below  the  left  breast 
are  usually  worried  about  the  possibility  of  heart 
disease  but  free  from  any  such  affection.  True 
cardiac  pain  varies  from  a dull  ache  to  an  agonizing, 
band-like  tightness  but  does  not  occur  as  twinges 
of  pain  and  is  not  stabbing  in  character.  Typically, 
anginal  pain  is  brought  on  by  exertion  and  relieved 
by  rest.  In  many  who  are  merely  worried  about 
heart  disease  activity  allows  them  to  forget  the 
presence  of  the  pain  and  remaining  quiet  permits 
them  to  note  its  occurrence. 

Commonly,  such  symptoms  as  dizziness,  palpita- 
tion, faintness,  throbbing  in  the  head,  and  so  on 
bring  the  patient  to  the  physician  to  complain  of 
heart  disease.  Undeniably,  these  symptoms  may 
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occur  as  a result  of  cardiac  changes  but  they  are 
not  essential  symptoms  of  heart  failure  and  are 
usually  part  of  an  anxiety  state.  Unless  either  short- 
ness of  breath  on  exertion  or  cardiac  pain  is  present, 
one  should  be  wary  of  the  diagnosis  of  heart  disease. 

Lastly,  there  is  probably  still  too  much  attention 
paid  to  the  notion  that  physical  exertion  is  an 
etiological  factor  for  the  development  of  heart 
disease.  The  patient  is  often  convinced  that  physical 
strains,  a program  of  strenuous  athletics,  or  sudden, 
unusual  movements  are  the  direct  causes  of  heart 
injuries.  It  is  of  medicolegal  importance  that  there 
is  no  good  evidence  to  support  this  view  and  much 
reason  to  believe  such  is  not  the  case. 

PHYSICAL  EXAMINATION 

The  tendency  to  overestimate  the  value  of  phys- 
ical examination  of  the  heart  is  a common  failing. 
The  reverence  which  patients  regularly  feel  for 
what  the  physician  is  supposed  to  hear  perhaps  helps 
along  this  tendency. 

It  has  been  emphasized  repeatedly  that  apical  and 
pulmonic  systolic  murmurs  are  usually  not  of  great 
significance  and  that  a diagnosis  of  heart  disease  is 
not  warranted  solely  on  this  basis.  Nevertheless,  one 
still  encounters  patients  bedridden  ‘as  a precaution’ 
and  children  restricted  in  activities  for  fear  of  future 
developments. 

The  varying  quality  of  cardiac  sounds  and,  par- 
ticularly, their  intensity  are  invested  with  exagger- 
ated importance.  Weakness  and  faintness  of  heart 
sounds  are  far  more  often  due  to  thick  chests, 
slighter  pressure  of  the  stethescope  bell,  emphysema, 
etc.,  than  to  disease.  In  like  manner,  booming  and 
easily  heard  sounds  are  generally  the  result  of  an 
overactive,  but  not  necessarily  diseased  heart. 

One  curious  error  which  is  entirely  too  common 
is  the  mistaken  timing  of  cardiac  murmurs,  resulting 
in  systolic  murmurs  called  diastolic  and  diastolic 
murmurs  systolic.  At  times,  the  first  two  heart 
sounds  seem  very  nearly  alike  and  it  may  be  very 
difficult  to  tell  them  apart.  But  one  need  not  depend 
upon  the  character  of  the  sound  to  determine  which 
is  the  first  and  which  is  the  second.  The  simple 
procedure  of  palpating  the  carotid  pulse  will  invari- 
ably indicate  that  the  heart  sound  almost  synchron- 
ous with  this  pulse  must  be  the  first  sound.  It  is  a 
good  rule  to  listen  to  the  heart  while  constantly 
palpating  the  carotid  pulse. 

With  regard  to  size  of  the  heart,  too  much  reliance 
is  generally  placed  upon  the  percussion  outlines. 


Once  a diagnosis  of  true  cardiac  enlargement  is 
made  the  patient  nearly  always  has  real  heart  disease. 
There  are  numerous  reports  on  record  of  compari- 
sons made  by  expert  cardiologists  between  the  sizes 
of  hearts  determined  by  percussion  and  by  x-ray 
examination.  The  discrepancies  are  always  great 
enough  to  indicate  percussion  alone  is  not  to  be 
trusted.  Actual  palpation  and  localization  of  the 
point  of  maximal  impulse  of  the  heart  beat  is  a better 
criterion  but  still  fallible  to  a degree  sufficient  to 
warrant  roentgenological  examination  when  there  is 
question  of  cardiac  enlargement.  Another  percussion 
pitfall  is  the  result  of  great  enlargement  of  the  left 
auricle  subsequent  to  the  development  of  mitral 
stenosis.  This  enlargement  is  in  the  direction  of  the 
left  posterior  chest  and  not  too  infrequently  is 
responsible  for  signs  simulating  those  of  left-sided 
pleural  effusion.  This  must  be  remembered  if  punc- 
ture of  the  heart  is  not  to  be  accomplished  when  a 
pleural  tap  is  attempted. 

Disturbances  in  the  rhythm  of  the  heart  present 
two  common  pitfalls:  one,  mistaking  high  degrees 
of  sinus  arrhythmia  for  heart-block:  the  other, 
mistaking  frequent  premature  beats  for  auricular 
fibrillation.  Sinus  arrhythmia  is  a harmless  variant 
of  a perfectly  regular  rhythm  and  is  found  in  a 
large  percentage  of  people.  The  relation  of  the 
arrhythmia  to  respiration  or  its  regular  phasic  varia- 
tion make  is  easy  to  recognize  when  these  are  borne 
in  mind,  and  it  should  not  be  confused  with  true 
heart-block  which  is  generally  serious.  In  the  oppo- 
site direction,  auricular  fibrillation— generally  a sign 
of  a diseased  heart— may  be  designated  a disturbance 
in  rhythm  due  to  premature  beats— generally  found 
more  often  in  hearts  not  diseased.  At  times  an 
electrocardiographic  tracing  is  necessary  to  dis- 
tinguish between  these  two,  but  usually  remember- 
ing that  the  beat  of  the  fibrillating  heart  is  totally 
irregular  with  regard  to  both  time  and  volume 


will  enable  one  to  make  the  correct  diagnosis. 

Finally,  it  is  highly  worthwhile  to  look  for  per- 
tinent aids  elsewhere  than  at  the  precordium. 
Routine  examination  of  the  ocular  fundi  may  dis- 
close positive  evidence  of  vascular  disease.  Likewise 
palpation  of  peripheral  vessels,  such  as  the  dorsalis 
pedis  arteries,  can  furnish  knowledge  of  vascular 
disease  which  must  be  considered  together  with  the 
cardiac  status.  Close  observation  of  the  venous  pulse 
in  the  neck  may  give  the  only  clue  to  the  presence 
of  heart-block.  Routine  initial  blood-pressure  re- 
cordings in  both  arms  will  lead  to  a suspicion  of 
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aneurysm  (or  other  mediastinal  tumor)  if  a signifi- 
cant discrepancy  is  found.  Routine  reading  of  the 
blood-pressure  in  the  legs  in  the  case  of  every  young 
person  with  hypertension  will  bring  to  mind 
coarctation  of  the  aorta  when  the  leg  readings  are 
absent  or  very  low.  Likewise,  the  presence  of  well- 
developed  collateral  circulation  suggests  a shunt  in 
bloodliow. 

ELECTROCARDIOGRAPHY 

Most  electrocardiograms  are  taken  of  patients 
presenting  either  disturbance  of  cardiac  rhythm  or 
evidence  of  suspected  myocardial  disease  secondary 
to  diminished  coronary  bloodflow.  The  tracing  is 
diagnostic  for  the  type  of  arrhythmia  encountered, 
but  reflects  the  situation  only  at  the  moment  the 
record  was  made.  With  myocardial  disease  the 
problem  is  far  more  complex. 

No  single  electrocardiographic  record  is  ever 
invariable  proof  of  thrombotic  infarction  of  the 
myocardium  and  coronary  occlusion  does  not 
invariably  produce  a characteristic  tracing.  Repeated 
recordings,  to  note  changes  occurring  at  intervals 
as  the  infarction  progresses  or  heals,  are  fully  as 
important  as  the  so-called  characteristic  changes 
produced  by  the  infarction.  Confusing  records,  at 
times  similar  to  those  of  coronary  disease,  may  be 
produced  by  renal  disease,  pericarditis  and  various 
medications.  It  should  be  distinctly  understood 
that  an  electrocardiogram  is  of  greatest  value  when 
interpreted  in  terms  of  the  specific  patient  and 
cannot  be  substituted  for  the  clinical  findings. 

DIGITALIS  THERAPY 

Recently,  the  strength  of  digitalis  preparations 
has  been  changed  twice.  The  change  is  the  result 
of  the  adoption  of  the  international  standard  powder 
for  the  United  States  in  the  interests  of  interna- 
tional uniformity  in  drug  potency.  These  changes 
may  be  factors  in  the  increasing  frequency  with 
which  the  problem  of  improper  digitalization  is  met. 
i The  various  changes  may  be  denoted  in  the  table: 


U.S.P.  X 

U.S.P.  XI 

U.S.P.  XII 

Official 

Official 

Official 

1926-1936 

i936-I94I 

1941- 

If  U.S.P.  P.X.= 

then  U.S.P.  XI= 

and  U.S.P.  XII= 

100% 

1 

O 

1 

0 

0.1  Gm.  is 

0.067  Gm.  is 

equivalent  to 

equivalent  to 

0.08  Gm. 

a maintenance 

a maintenance 

a maintenance 

dose  of  1.0  Gin. 

dose  of  0.67  Gm. 

dose  of  0.8  Gm. 

per  week 

per  week 

per  week 

A particular  example  of  the  type  of  patient  it  is 
easy  to  intoxicate  with  digitalis  occurs  in  the  case 
of  long-standing  rheumatic  heart  disease  with  auric- 
alar  fibrillation.  Many  such  patients,  when  bedrid- 
den, require  but  0.2  to  0.3  gram  of  digitalis  as  their 
maintainance  does  and  are  readily  over-digitalized 
with  the  more  usual  average  quantity.  More  often 
than  not  the  pulse  rate  will  rise  and  signs  of  con- 
gestive failure  appear.  Since  the  pulse  rate  (particu- 
larly the  apical  rate)  is  the  most  reliable  guide  to 
therapy  the  physician  is  easily  fooled  into  prescrib- 
ing a still  larger  intake  of  digitalis.  In  this  type  of 
patient  great  reliance  must  be  placed  upon  the  side- 
effects  such  as  anorexia,  nausea,  vomiting,  diarrhea 
and  so  on. 

PREVENTIVE  THERAPY 

A paradox  of  therapeutic  medicine  is  the  enorm- 
ous amount  of  care  and  thought  given  by  the 
physician  to  the  patient  with  symptomatic  heart 
disease— to  gain  some  months  or  a few  years  of 

life,  often  uncomfortable in  comparison  with  the 

relatively  little  attention  paid  to  the  patient  with 
asymptomatic  heart  disease— when  a prize  of  many 
added,  comfortable  years  may  be  the  result.  A 
moment’s  reflection  will  bring  to  mind  the  common 
case  of  established  hypertension  without  heart 
disease,  mitral  stenosis  without  signs  or  symptoms 
of  congestive  failure,  the  asymptomatic  patient 
who  has  recovered  from  a coronary  closure,  etc. 
It  is  upon  this  type  of  patient  that  far  too  little 
attention  has  been  focused. 

It  is  not  sufficient  merely  to  establish  the  diagnosis 
and  advise  restriction  of  activity.  Indeed,  the  wis- 
dom of  restriction  of  activity  is  open  to  question 
in  many  cases.  Thus,  one  medical  journal  in  a single 
issue  describes  the  case  of  a patient  with  aortic 
regurgitation  and  mitral  stenosis  handling  the  posi- 
tion of  a champion  marathon  runner  for  years  with 
ease  and  the  case  of  a man  recovered  from  a typical 
coronary  closure  flying  at  altitudes  up  to  15,000 
feet,  dancing,  swimming,  and  skiing  each  winter 
at  altitudes  up  to  10,000  feet all  being  accomp- 

lished without  detriment.  Such  individuals  are 
numerous  and  should  not  be  penalized  by  the 
physician  who  restricts  the  activity  of  all  who  have 
heart  disease.  Unfortunately  there  are  no  universal 
rules  to  apply  which  are  recognized.  T his,  perhaps, 
need  not  be  so,  and  the  situation  would  appear  to 
be  a distinct  opportunity  for  those  physicians  who 
know  their  patients  intimately  and  follow  them  for 
many  years  to  formulate  such  rules.  Such  a problem 
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cannot  be  solved,  apparently,  either  in  the  hospital 
or  laboratory. 

In  the  absence  of  such  rules  it  becomes  the  imper- 
ative duty  of  the  physician  to  discuss  with  each 
individual  patient  his  individual  status.  A natural 
reluctance  to  deal  with  economic  regimes,  family 
problems,  working  conditions,  questions  of  recrea- 
tional activities,  and  so  on,  must  be  laid  aside  and 
definite,  personal  programs  planned.  Such  a program 
must  be  frequently  reviewed  and  changed  to  meet 
altered  circumstances.  Perhaps  after  enough  such 
regimes  have  been  planned,  followed,  altered  and 


revised,  it  may  be  possible  to  define  intelligent  and 
general  rules. 

It  is  to  be  emphasized  that  too  often  it  is  not  the 
patient  but  the  doctor  who  fails  to  meet  the  situa- 
tion. Yet  there  would  seem  to  be  no  way  for  the 
physician  to  relinquish  this  responsibility.  Certainly  ; 
his  training  should  enable  him  to  do  the  most  capable 
planning.  And  even  if  the  patient  objects  it  is  still 
his  responsibility  to  persuade  the  individual  to 
accept  a mode  of  life  judged  to  be  more  suitable. 

If  necessary,  the  opportunity  must  be  deliberately 
sought  for  the  handling  of  this  problem. 


PURPOSES  OF  THE  WOMAN’S  AUXILIARY 

Mrs.  Eben  J.  Carey,  President,  Woman  s Auxiliary  to  the  American  Medical  Association 


np  he  organization  of  the  Woman’s  Auxiliary  to 
the  American  Medical  Association  was  the 
answer  to  a question  asked  of  one  of  the  wives  of 
the  members  of  the  Southern  Medical  Association 
at  a meeting  held  in  Dallas,  Texas  in  1917.  The 
wives  of  the  doctors  were  enjoying  entertainment 
at  this  meeting.  One  topic  of  conversation  was  “How 
do  you  like  Dallas?”  This  question  was  asked  by 
Airs.  McReynolds  of  another  doctor’s  wife.  The 
reply  was  “I  like  it  very  much  indeed.  I have  lived 
here  thirty  years.”  State  Medical  meetings  were 
providing  an  opportunity  for  the  wives  of  members 
of  the  Medical  Society  to  meet  and  become  ac- 
quainted. This  was  food  for  thought  and  from  it 
arose  the  inspiration,  the  provision  of  the  opportu- 
nity for  wives  of  members  of  the  County  and  State 
Medical  Associations  to  become  better  acquainted. 
In  1918  the  State  Auxiliary  of  Texas  was  organized. 
Because  this  state  organization  provided  opportu- 
nities of  entertainment,  mutual  interest  and  service 
to  the  wives  of  the  doctors,  the  President,  Mrs. 
Samuel  Red  of  Houston  appeared  before  the  meet- 
ing of  the  House  of  Delegates  of  the  American 
Medical  Association  at  St.  Louis  in  1922  and  pre- 
sented the  following  resolution: 

“T  he  Woman’s  Auxiliary  to  the  State  Medical 
Association  of  Texas  respectfully  requests  the  ap- 


proval of  the  American  Medical  Association  of  a 
movement  to  organize  a Woman’s  Auxiliary  to  the 
American  Medical  Association,  the  object  of  which 
shall  be  ‘To  extend  the  aims  of  the  medical  profes- 
sion through  the  wives  of  doctors  to  the  various 
women’s  organizations  which  look  to  the  advance- 
ment of  health  education;  to  assist  in  entertainment 
at  all  Medical  conventions  and,  to  promote  acquaint- 
anceship among  doctors’  families  so  that  closer 
fellowship  may  exist’.” 

The  resolution  was  accepted  and  the  National 
Auxiliary  came  in  to  existence.  These  are  the  pur- 
poses for  which  we  are  organized  and  they  are 
uppermost  in  our  minds  at  all  times.  May  I,  at  this 
time,  say  that  we  proceed  cautiously;  each  county 
and  each  state  auxiliary  is  urged  to  consult  and  act 
only  under  the  direction  of  an  Advisory  Council 
whose  members  are  chosen  by  the  respective  County 
and  State  Medical  Societies. 

The  Auxiliary  is  not  an  independent  unit  but  is  as 
the  name  “Auxiliary”  implies,  an  aid  to  the  Medical 
Society  to  which  it  is  an  auxiliary.  The  primary 
object  of  the  organization  is  health  education. 

Programs  of  the  County  Auxiliaries  should  in- 
clude health  topics  on  which  each  member  should 
be  conversant.  Each  doctor’s  wife  should  be  in- 
formed regarding  health  problems  of  her  community 
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and  State.  She  in  turn  can  pass  this  information  on 
to  the  members  of  the  laity.  This  leads  up  to  our 
Public  Relations  Program.  Our  principal  objects 
have  been  public  relations  work  and  the  distribution 
of  Hygeia. 

Each  doctor’s  wife  is  a member  of  the  Woman’s 
Club,  Parent  Teacher’s  Group,  Church  Circle,  and 
other  organizations  that  are  not  fully  informed  on 
the  advancement  of  health  education.  As  a member 
of  this  organization,  without  being  accused  of  ad- 
vertising her  husband,  she  can  suggest  topics  con- 
cerning health  for  the  programs  for  her  group. 

At  the  meeting  of  the  American  Medical  Associa- 
tion in  Philadelphia  in  1931,  the  following  resolu- 
tion was  adopted: 

Resolved,  that  the  House  of  Delegates  urge  the 
Woman’s  Auxiliary  of  the  American  Medical  Asso- 
ciation to  recognize  as  one  of  its  chief  activities  the 
promotion  of  the  distribution  of  this  publication 
( Hygeia ) through  parent  teacher’s  associations, 
boards  of  education,  and  similar  bodies  interested 
in  education. 

This  resolution  was  wholeheartedly  accepted  by 
the  Auxiliary  and  since  that  time  to  the  present  day 
the  distribution  of  Hygeia  subscriptions  has  been 
our  major  project. 

Hygeia  is  the  only  publication  which  gives  reli- 
able health  information  to  the  public.  It  is  a clearing 
house  for  health  news  and  health  activity.  It  deals 
with  the  simple  fundamental  principles  of  health  that 
affect  daily  living  in  homes,  schools  and  commu- 
nities. Each  article  emphasizes  the  intrinsic  value  of 
your  family  physician. 

In  addition  to  these  projects  this  year,  the  Na- 
tional Advisory  Council  has  asked  that  the  mem- 
bers of  the  County  and  State  Auxiliaries  lend  every 
assistance  to  the  recruitment  of  student  nurses  in 
their  community. 

Each  member  of  each  County  and  State  Auxiliary 
should  be  fully  informed  regarding  the  United 
States  Cadet  Nurse  Corps  w hich  came  into  existence 
with  the  passage  of  the  Bolton  Act.  This  Act  pro- 
vides, “for  the  training  of  nurses,  for  the  armed 
forces,  Government  and  civilian  hospitals,  health 
agencies  and  war  industries.” 

“It  furnishes  to  students— without  charge  for 
tuition  fees  or  other  expenses,  courses  of  study  and 
training,  uniform,  insignia,  and  maintenance.” 

Under  this  plan  in  addition  to  tuition  maintenance, 
uniforms,  insignia  and  training  the  students  during 


their  thirty  months  training  period  receive  a month- 
ly allowance  of  $ 1 5 for  the  first  nine  months  as  Pre- 
Cadets;  $20  for  the  following  fifteen  months  and 
$30  for  tlte  remaining  period. 

The  money  for  tuition,  maintenance  and  salary  is 
paid  directly  by  the  Government  to  the  training 
school  who  is  directly  responsible  for  its  disburse- 
ment to  the  student. 

Entrance  requirements  vary  with  different  schools 
but  in  general  include  good  health  and  graduation 
with  satisfactory  grades  from  an  accredited  high 
school.  Ages  are  from  17  to  35.  The  graduate  upon 
completion  of  her  Cadet  Nurse  training  may  either 
enter  private  duty  nursing  or  duty  with  the  armed 
forces.  This  is  optional  with  the  student.  There  is 
just  one  requirement  in  return  for  this  free  educa- 
tion and  that  is,  that  the  student  upon  completion 
of  her  course  shall  remain  in  the  practice  of  nursing 
for  the  duration. 

Members  of  the  Auxiliary  to  fulfill  this  project 
have  acted  as  members  of  the  staff  of  information 
centers  within  the  hospitals  and  training  schools  to 
answer  questions  of  prospective  students  and  parents 
of  prospective  students.  In  some  instances  the 
Auxiliary  members  have  organized  speakers  bureaus 
to  supplement  those  of  the  Nurses  Associations. 
This  is  a project  directly  concerned  with  the  War 
effort  for  because  the  graduate  nurses  from  every 
hospital  in  every  community  have  gone  into  military 
and  naval  service  the  urgent  call  has  gone  forth  for 
65,000  students  in  nurses  training  schools  around  the 
country. 

During  these  times  when  attempts  are  being  made 
to  undermine  the  foundation  of  our  democratic  form 
of  Government  and  the  medical  profession  is  con- 
fronted with  subversive  and  vicious  legislation,  the 
members  of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  are  urged  to  study  and  become 
conversant  with  the  provisions  of  the  Wagner- 
Murray-Dingell  Bill  and  to  help  the  medical  pro- 
fession in  combating  the  bill  that  would  make  the 
doctor  of  medicine  subservient  to  the  politician. 
The  Woman’s  Auxiliary,  however,  cannot  on  its 
own  responsibility  promote  such  plans  concerning 
legislation  without  the  guidance  of  the  legislative 
committee  of  the  medical  society  to  which  it  is  an 
auxiliary. 

The  Bulletin , the  official  publication  of  the  Na- 
tional organization,  is  published  quarterly  and  con- 
tains articles  concerning  auxiliary  activities  and 
other  problems  upon  which  each  member  should 
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be  informed.  Many  of  these  articles  are  written  by 
prominent  men  of  the  American  Medical  Associa- 
tion. 

To  summarize  our  activities,  is  to  name  the  stand- 
ing committees  of  the  Auxiliary  under  whose  lead- 
ership in  each  County  and  State  Auxiliary  the  work 
is  carried  on. 

The  standing  committees  of  the  organization  are 
the  Executive  Committee,  Legislative  Committee, 
Public  Relations,  Hygeia,  Organization  or  Member- 
ship Committee,  Program  Committee,  Finance 
Committee,  Press  and  Publicity  and  War  Participa- 
tion. In  small  communities  the  work  of  some  of 
these  committees  can  be  combined.  With  the 
thought  at  all  times  that  no  project  can  be  under- 
taken by  the  County  or  State  Auxiliary  until  it  has 
been  thoroughly  discussed  and  accepted  by  the 
Advisory  Council  of  the  State  and  County  Medical 
Society. 

By  having  regular  meetings  each  month  at  which 
a member  of  the  Medical  Society  appears  on  the 


program  to  discuss  some  popular  health  topic  the 
doctor’s  wives  may  become  informed.  Through 
these  meetings  the  wives  of  the  members  of  the 
Aledical  Society  become  better  acquainted  and  find 
that  they  have  many  mutual  interests.  Social  as  well 
as  educational  programs  are  urged  by  the  National 
Auxiliary  in  order  that  the  member  can  take  home 
with  her  food  for  thought  as  well  as  the  exhilaration 
of  having  made  new  friends. 

The  National  Organization  consists  of  forty- 
three  auxiliaries  to  State  Medical  Societies  with 
approximately  28,000  members  in  631  counties. 

The  members  of  the  Executive  Board  of  the 
Woman’s  Auxiliary  to  the  American  Medical  Asso- 
ciation are  deeply  appreciative  of  the  interest  given 
to  the  organization  of  a Woman’s  Auxiliary  by  the 
officers  of  the  Connecticut  State  Medical  Society 
and  I consider  it  an  honor  and  a privilege  to  appear 
before  you  to  present  the  purposes  of  the  National 
Auxiliary  and  to  effect  the  organization  of  a 
Woman’s  Auxiliary  to  your  Society. 


ANNUAL  REPORT  OF  THE  CHAIRMAN  OF  COUNCIL  TO  THE  HOUSE  OF 

DELEGATES  MAY  2,  1944 

James  A.  Miller,  m.d.,  Hartford 


TNuring  the  past  year,  the  Council  has  met  on  ten 
separate  occasions.  Absences  have  been  remark- 
ably few  considering  the  difficulties  of  travel,  aver- 
aging only  one  per  session.  Since  the  members  of  the 
Council  are  also  members  of  the  State  Procurement 
and  Assignment  Committee,  of  which  the  Secretary 
of  the  Society  is  Chairman,  reports  of  this  situation 
have  been  a part  of  each  Council  session  and  the 
Councillors  from  all  parts  of  the  State  have  been 
kept  closely  in  touch  with  the  central  organization. 
Likewise,  the  Chairman  of  Procurement  and  Assign- 
ment has  been  able  to  coordinate  the  services  of  his 
Committee  members  in  their  local  work. 

In  accordance  with  instructions  from  the  House 
of  Delegates,  the  Council  appointed  a Board  of 
Trustees  for  the  Society’s  Building  Fund  which  has 
been  in  touch  with  the  Council  during  the  year  and 
which  will  present  its  report  at  this  meeting.  There 
was  appointed  also  a Committee  to  inquire  into  the 
organization  of  the  Woman’s  Auxiliary  for  the 

In  accordance  with  the  resolution  passed  by  the 


House  of  Delegates  at  the  last  Annual  Meeting,  a 
memorandum  was  prepared  offering  the  Society’s 
cooperation  in  the  study  of  the  care  of  the  physically 
sick  and  infirm  and  the  need  for  a State  infirmary. 
I his  memorandum  was  forwarded  to  the  Public- 
Welfare  Council  and  at  its  request,  an  Advisory 
Committee  for  this  purpose  was  appointed  consist- 
ing of  D.  C.  \ . Moore,  Manchester;  Alfred  Laben- 
sky,  New  London;  Chris  H.  Neuswanger,  Water- 
bury;  David  Gaberman,  Hartford;  Theodore  S. 
Evans,  New  Haven;  and  James  R.  Miller,  Hartford, 
Chairman. 


During  the  summer  months,  the  President,  the 
President-elect  and  the  Chairman  of  the  Council, 
acted  as  an  Executive  Committee  advisory  to  the 
Secretary. 

At  its  September  meeting,  the  Council  voted  to 


transfer  $400  monthly  for  five  months  for  the  re- 


serve of  military  exemption  for  dues,  increasing  this 
reserve  from  $4,800  to  $6,800  in  the  budget. 

Creighton  Barker  was  appointed  as  an  additional 
delegate  to  the  American  Medical  Association  and 
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Berkley  M.  Parmelee  was  appointed  an  alternate 
delegate  to  hold  office  until  the  Annual  Meeting. 

The  Secretary  was  instructed  to  communicate  with 
Eugene  M.  Clifford,  d.d.s.,  Chairman  of  the  Horace 
Wells  Centenary  Committee  of  the  Connecticut 
State  Dental  Society,  stating  that  our  Society  would 
cooperate  in  the  celebration  of  its  Horace  Wells 
Centenary  exercises. 

The  Council  considered  the  advertising  policy  of 
the  Journal  with  respect  to  the  acceptance  of  non 
Council  accepted  products  and  decided  to  leave 
policy  making  in  this  matter  to  the  Editorial  Board 
I of  the  Journal. 

The  Council  appointed  the  three  delegates  to  the 
| American  Medical  Association  as  a Committee  to 
; meet  with  representatives  of  the  other  New  England 
States  in  the  formulation  of  the  joint  statement  on 
Senate  Bill  1161,  known  as  the  Wagner-Murray- 
: Dingell  Bill.  The  resulting  statement  has  been  pub- 
j fished  in  the  Journal  and  copies  were  sent  from  our 
i office  to  all  of  our  Representatives  in  the  Congress. 
This  statement  was  also  presented  to  the  mid  year 
! Conference  in  Chicago. 

For  some  time,  the  Council  has  considered  the 
j urgent  necessity  of  increasing  the  office  space  at  our 
headquarters  and  of  furnishing  an  Executive  Assist- 
ant to  the  Secretary.  It  was  with  this  thought  in 
mind,  as  well  as  the  consideration  of  the  loss  of  dues 
resulting  from  the  absence  of  our  members  in  mili- 
tary service,  that  the  Council  recommended  the 
increase  of  dues  to  $20,  which  was  voted  at  the 
December  meeting  of  the  House  of  Delegates.  It  is 
confidently  expected  that  an  Executive  Assistant 
will  be  able  to  assume  duties  before  the  first  of  June. 

For  some  years  the  Connecticut  Hospital  Asso- 
ciation has  contributed  in  material  and  in  money  to 
the  publication  of  the  Society’s  Journal.  By  mutual 
consent,  this  agreement  was  discontinued  as  of  Janu- 
ary 1,  1 9 P4,  with  the  understanding  that  when  the 
Connecticut  Hospital  Association  has  material  it 
wishes  to  have  published  in  the  Connecticut  State 
M edical  Journal,  the  Journal  will  from  time  to 
time  provide  a “Hospital  Section”  for  the  publica- 
tion of  such  material  under  arrangements  mutually 
agreeable  to  the  Editorial  Board  and  the  Connecticut 
Hospital  Association. 

At  the  request  of  Prof.  Howard  Haggard  of  the 
Department  of  Applied  Physiology,  Yale  Univer- 
sity,  the  Council  appointed  five  members  of  the 
Society  to  serve  as  medical  advisors  for  the  Diag- 


nostic Clinics  for  Inebriates,  a study  which  has  been 
started  by  the  School  of  Alcoholic  Study  at  the 
University  and  in  conjunction  with  the  Connecticut 
Prison  Association. 

The  Council  has  kept  in  touch  with  the  State  De- 
partment of  Education  in  its  use  of  Federal  funds 
for  the  purpose  of  rehabilitation.  At  its  meeting  on 
March  23,  the  Council  approved  the  program  out- 
lined by  E.  P.  Chester,  the  Director  of  the  Bureau  of 
Rehabilitation  of  the  Department  of  Education,  in 
particular  that  there  be  appointed  a Chief  Medical 
Officer  as  consultant  in  the  field  of  medical  rehabili- 
tation. The  importance  of  this  development,  not 
only  during  the  war,  cannot  be  over  estimated  and 
it  appeared  clear  to  the  Council  that  the  services 
of  a medical  advisor  were  highly  desirable  just  as  a 
similar  medical  advisor  has  been  found  advantageous 
in  the  Department  of  Public  Welfare. 

Following  the  instructions  of  the  House  of  Dele- 
gates at  its  December  meeting,  the  Council  ap- 
pointed a Committee  under  the  Chairmanship  of 
Thomas  P.  Murdock  to  confer  with  officials  of  the 
Connecticut  Plan  for  Hospital  Care  concerning  the 
proposal  to  include  x-ray,  anesthesia  and  other  medi- 
cal services  in  the  Hospital  Plan  Subscribers’  con- 
tract. From  time  to  time  the  Chairman  of  this 
Committee  has  kept  the  Council  informed  of  its 
deliberations  and  its  report  will  be  submitted  to  the 
House  of  Delegates. 

The  Council  voted  to  present  certain  changes  in 
the  By-laws  of  the  Society  which  are  presented  in 
the  agenda  of  the  meeting. 

The  Council  voted  to  appoint  a Committee  con- 
sisting of  three  Councillors  and  the  Treasurer  of  the 
Society  to  study  the  subject  of  allowing  the  collec- 
tion of  the  State  Society’s  and/or  County  Associa- 
tions’ dues  by  the  Treasurer  of  the  State  Society. 
This  Committee  reported  to  the  Council  which  then 
authorized  the  Treasurer  to  present  a resolution  to 
the  House  of  Delegates  providing  that  the  collec- 
tion of  State  and  County  Association  dues  be  made 
by  the  office  of  the  State  Society  under  the  direction 
of  the  Treasurer  and  that  County  dues  collected  in 
this  manner  be  paid  regularly  to  the  several  County 
Associations. 

The  Council  voted  to  discontinue  the  Temporary 
Liaison  Committee  to  the  State  First  Aid  Confer- 
ence with  the  idea  that  such  a Committee  may  be 
reappointed  whenever  the  occasion  arises. 

The  Council  is  deeply  concerned  with  the  peren- 
nial attempts  of  osteopaths  to  obtain  medical  and 
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surgical  privileges  by  licensure,  and  urges  the  House 
of  Delegates  to  provide  for  the  appointment  of  a 
Committee  of  three  members  of  the  Society  who 
shall  become  the  experts  for  the  Society  in  the  study 
of  osteopathic  licensure  and  of  the  practice  of 
osteopathy  in  Connecticut,  so  that  future  sessions  of 
the  Legislature  may  have  the  most  forceful  presenta- 
tion of  the  Socitey’s  point  of  view. 

During  the  past  year  a request  came  from  the 
War  Participation  Committee  of  the  American 
Medical  Association,  that  a War  Participation  Com- 
mittee for  the  State  be  appointed  with  adequate 
County  representation.  For  a time,  the  Council  con- 
stituted itself  a Committee,  but  it  is  now  appointing 
a Special  State  Committee  on  War  Participation. 

The  newly  constituted  Council  on  Public  Rela- 
tions and  Medical  Services  of  the  American  Medical 
Association  requested  that  a Committee  from  this 
State  be  appointed  for  the  purpose  of  coopoeration. 
The  Council  at  first  constituted  itself  as  such  a Com- 
mittee but  on  March  23  it  delegated  this  function  to 
the  Society’s  Committee  on  Public  Relations. 

Your  Executive  Secretary,  through  no  fault  of  his 
own  or  ours,  failed  to  get  a much  needed  vacation 
this  winter.  This  is  one  of  the  “must”  items  on  our 
program  for  the  coming  year.  All  members  of  the 
Council  are  deeply  grateful  to  him  for  his  continued 
efficient  work.  We  recognize  as  never  before  that 


the  cordial  relations  established  between  our  Society 
and  the  State  Departments  of  Health,  Welfare  and 
Education,  with  the  special  commissions  investi- 
gating Rehabilitation  and  Post-War  Planning,  with 
Yale  University  and  with  institutions  throughout 
the  State  having  to  do  with  medical  care,  are  largely 
due  to  his  foresight,  tact  and  untiring  devotion  to 
the  interests  of  the  Society. 

It  is  evident  that  the  activities  of  the  Society"  will 
increase  as  time  ooes  on.  Problems  of  demobilization 
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will  tax  our  ingenuity  quite  as  much  as  have  the 
problems  of  mobilization.  We  are  expected  to  ar- 
range medical  services  to  suit  the  public’s  needs. 
Organized  medicine  is  “on  the  spot”  in  the  public 
eye.  Our  public  relations  will  be  most  important  in 
the  next  few  years  and  our  programs  must  be  for- 
ward looking  and  practical  as  is  the  custom  in 
Connecticut. 

As  Chairman  of  the  Council,  I wish  to  express 
particular  gratitude  to  my  fellow  members  who  give 
more  service  than  many  of  you  realize.  And  I know 
I speak  for  them  in  saying  that  the  Council  has  tried 
to  act  for  you  between  your  meetings  in  a manner 
which  truly  represents  the  desires  of  the  Society. 
Our  deliberations  are  fully  reported,  not  only 
annually  in  writing,  but  month  by  month  in  the 
Journal.  It  is  suggested  that  criticisms  are  welcome 
and  should  come  to  the  Council  through  your  own 
Councillor. 


PRESIDENT’S  REPORT  TO  THE  HOUSE  OF  DELEGATES  MAY  2,  1944 

George  M.  Smith,  m.d.,  New  Haven 


Tn  presenting  these  brief  remarks,  I wish  at  the 
outset  to  extend  our  warmest  regards  and  best 
wishes  to  those  of  our  members  who  are  away, 
serving  in  the  armed  forces.  We  know  from  high 
authority  that  their  work  and  accomplishments  have 
been  of  greatest  importance  in  the  medical  opera- 
tions of  the  war.  We  look  forward  to  the  happy  day^ 
of  their  return  to  us,  so  that  this  society,  spanning  a 
historic  period  of  one  hundred  and  fifty-two  years, 
may  once  again  go  forward  reunited  in  its  full 
strength,  prepared  to  carry  out  its  great  purposes 
and  destiny. 

The  critical  war  year  has  passed  swiftly  with  the 
work  of  one  week  merging  imperceptibly  into  that 


of  the  next.  Were  it  not  that  you  have  welded  to- 
gether a strong,  efficient,  and  reliable  organization, 
we  surely  would  not  have  been  able  to  meet  the 
additional  stresses  or  have  accomplished  the  many 
things  which  the  times  have  demanded.  The  mem- 
bers of  your  council  have  been  unfailing  in  their 
attendance  at  the  monthly  meetings.  The  councillors 
have  given  a strong  leadership  to  the  society.  They 
have  met  many  problems  with  courage  and  good 
judgment.  Your  three  national  delegates  have  been 
untiring  in  their  labors  for  the  best  interest  of  oui 
society.  The  literary  presentations  of  current  medi- 
cal thought  in  the  Journal  of  the  Connecticut  State 
Medical  Society  have  been  of  high  order.  The  at- 
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tractive  special  issues  of  the  Journal  have  received 
wide  comment  and  commendation. 

It  is  perhaps  to  be  regretted  that  more  progress 
has  not  been  made  in  the  development  of  a working 
plan  to  provide  certain  tvpes  of  medical  care  on  a 
prepayment  basis.  Our  committee  has  been  at  work 
on  this  complex  problem  for  a number  of  years. 
The  progress  has  been  cautious  and  governed  wisely 
by  close  observation  of  experiences  elsewhere.  Disas- 
ters have  been  noted  in  plans  that  have  been  tried, 
and  the  easy  mistake  of  hurried  action  resulting  in 
financial  loss  and  unsatisfactory  operation  has  not 
been  made.  It  is  possible  that  the  members  of  this 
society  do  not  realize  fully  the  vast  amount  of 
thought  and  careful  reasoning  that  this  committee, 
under  the  chairmanship  of  Dr.  Miller,  has  applied  to 
the  problem  in  the  past  few  years.  Exactly  what  the 
future  will  hold  in  this  regard  can  not  be  forecast, 
but  we  should  be  firm  in  our  assurance  that  good 
judgment  will  ultimately  prevail. 

It  would  be  difficult  to  exaggerate  the  important 
and  consistent  work  of  the  committee  on  Public 
Health,  under  the  direction  of  Dr.  Joseph  H. 
Howard,  President-elect  of  the  State  Society.  This 
Committee  has  undertaken  an  endless  number  of 
tasks  during  the  past  year,  and  the  members  have 
given  unstintingly  of  their  time  and  energy.  I he 
conditions  of  war  have  brought  to  our  attention 
many  new  problems  in  the  great  field  of  health  regu- 
lation. Some  of  these  have  been  the  result  of  new 
federal  measures,  which  are  planned  to  operate  at 
state  and  local  levels,  meeting  at  times  unavoidable 
difficulties  and  unexpected  obstacles.  The  Com- 
mittee has  carefully  undertaken  a study  of  all  these 
projects  with  an  idea  of  facilitating  the  machinery 
for  their  successful  operation,  returning  to  federal 
sources  suggestions  for  improvement  and  stating 
clearly  and  courageously  what  the  committee  be- 
lieved to  be  inherent  weaknesses. 

Dr.  Howard’s  report  gives  us  only  a slight  idea 
of  the  enormous  amount  of  work  attempted  and 
accomplished  by  this  Committee.  I he  Society  feels 
it  owes  a great  debt  of  gratitude  to  the  chairman 
and  the  entire  Committee  for  undertaking  this  timely 
and  essential  study  of  these  pressing  subjects.  Be- 
cause it  is  anticipated  Dr.  Howard  will  become  the 
President-elect  of  the  Society  and  assume  the  broad- 
er duties  of  this  office,  the  council  has  recommended 
Dr.  Howard  Colwell  to  succeed  him  as  chairman 
of  the  Committee  on  Public  Health.  Dr.  Colwell’s 
long  experience  and  interest  in  matters  of  public 
health  qualify  him  especiallv  for  this  office. 


The  Committee  on  Industrial  Health  has  com- 
pleted a very  large  amount  of  highly  important 
work  during  the  past  year.  The  composition  of  the 
committee  which  is  a relatively  large  one,  embraces 
physicians  representing  various  industries  of  the 
state,  the  Yale  School  of  Medicine,  the  Bureau  of 
Industrial  Hygiene  of  the  State  Department  of 
Health,  and  a medical  member  of  the  Compensation 
Court  of  the  State.  It  is  well  balanced  in  its  member- 
ship, dynamic,  familiar  with  all  phases  of  industrial 
health  and  toxicology.  It  is  aware  of  the  many 
immediate  and  future  medical  problems  confronting 
our  industries  in  its  prodigious  war  effort.  Industrial 
medicine  in  this  state,  at  the  outbreak  of  the  war 
was  faced  with  a dual  problem  of  great  moment.  On 
the  one  hand  there  was  the  expansion  of  existing 
medical  and  nursing  facilities  in  plants  undergoing 
rapid  conversion  from  peacetime  to  wartime  pro- 
duction. On  the  other  hand,  the  plant  medical  serv- 
ices were  confronted  with  toxicological  hazards 
incident  to  a whole  series  of  new  manufacturing 
processes  involving  war  materials.  These  two  pri- 
mary considerations  with  their  ramifications  consist- 
ing of  an  infinite  amount  of  details  relating  to  the 
safeguarding  of  industrial  health  had  to  be  met  by 
the  various  physicians  in  industry  and  by  the  state 
Bureau  of  Industrial  Hygiene  which  is  under  the 
exceptionally  able  guidance  of  Dr.  Albert  S.  Gray. 
It  is  no  small  wonder  that  your  committee  has  been 
busy.  It  is  a remarkable  fact  that  it  has  been  able  to 
solve  practically  all  of  the  problems  which  have 
presented  themselves.  When  the  full  story  can  be 
written  in  regard  to  the  industrial  medical  effort  of 
this  state  during  the  war  period,  it  will  form  a proud 
record  of  extraordinary  and  successful  achievement. 

The  lack  of  specially  trained  personnel  to  meet 
the  new  demands  of  industrial  medicine  in  this  state 
began  to  be  felt  early  in  the  war.  Proper  courses 
and  the  thorough  training  of  students,  physicians, 
nurses,  and  laboratory  assistants  in  this  special  field 
are  provided  only  in  a very  few  of  the  medical 
schools  of  the  country,  in  spite  of  the  fact  that  much 
of  our  national  supremacy  in  peace  and  war  de- 
pends on  the  preservation  of  the  health  of  the  work- 
ers and  the  healthy  conditions  of  their  working 
environment.  This  defect  in  medical  training  most 
assuredly  should  receive  the  earnest  study  of  medical 
educators.  It  is  reassuring  to  learn  from  the  compre- 
hensive report  of  Dr.  Yeager,  Chairman  of  the 
Committee,  that  a successful  course  in  industrial 
nursing  was  instituted  at  St.  Francis  Hospital,  Hart- 
ford. From  now  on  the  nursing  sendees  in  industry 
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will  play  an  increasingly  important  role.  The  efforts 
of  your  committee  to  interest  the  Manufacturers 
Association  of  the  State  and  the  Yale  School  of 
Medicine  to  develop  a combined  educational  and 
scientific  research  program  of  Industrial  Hygiene  at 
Yale  University  is  to  be  highly  commended.  Such  a 
development  would  be  welcomed  by  the  State  Medi- 
cal Society.  It  would  insure  the  careful  scientific 
training  of  physicians  and  nurses  who  will  take  their 
place  in  the  health  program  of  our  industries.  Such  a 
unit  would  (jive  a much  needed  direction  and  leader- 
ship  to  our  efforts  for  future  progress  in  this  im- 
portant field. 

There  has  been  criticism  of  the  public  relations 
policy  of  American  medicine.  The  field  of  public 
relations  is  a highly  technical  one,  and  to  be  success- 
ful requires  particular  skill  and  good  judgment. 
Because  of  the  exigencies  of  the  war  our  Society  has 
had  to  curtail  its  activities  in  this  department.  But 
this  limitation  should  not  be  permitted  to  continue, 
and  provision  and  planning  for  the  Society’s  activ- 
ities in  this  field  should  be  taken  up  again. 

Inevitable  changes  are  taking  place  in  the  rela- 
tionship of  professional  staffs  and  hospitals.  They 
vary  from  community  to  community,  and  local 
circumstances  should  always  be  given  full  considera- 
tion. The  warmest  cooperation  exists  between  this 
Society  and  the  Connecticut  Hospital  Association 
and  this  cooperative  spirit  can  be  the  basis  for  realis- 
tic planning  to  meet  the  problems  which  already  ate 
confronting  us.  It  cannot  be  too  strongly  recom- 
mended that  regular  meetings  of  the  Hospital  Com- 
mittee of  this  Society  and  the  Trustees  of  the  Con- 
necticut Hospital  Association  be  resumed  at  an  early 
date. 

Patterns  are  changing  in  the  provision  of  medical 
care  for  persons  in  the  indigent  and  lower  economic 
groups.  Through  the  years  it  has  been  customary, 
particularly  in  New  England,  for  towns  and  com- 
munities to  look  after  their  own  sick  poor.  Now 
there  is  a consistent  extension  of  the  policy  to  meet 
this  public  need  by  the  expenditure  of  federal  and 
state  funds.  This  program  is  taking  wider  scope  in 
Connecticut  as  elsewhere,  and  the  Society  was 
fortunate  in  being  asked  by  Commissioner  Robert 
Smith  to  provide  an  advisory  committee  to  the  State 
Department  of  Welfare  to  aid  in  formulating  the 
policies  and  procedures  of  this  department  in  the 
provision  of  medical  care.  This  development  is  tan- 
gible evidence  of  the  usefulness  that  organized  medi- 
cine can  be  to  governmental  agencies  that  are  of 


increasing  importance  to  the  practice  of  medicine 
and  the  maintenance  of  the  health  of  our  people. 
The  continued  realization  of  this  responsibility  bv 
organized  medicine  will  go  far  toward  providing 
sound  administration  of  public  medical  care  pro- 
grams. 

Tomorrow  the  Society  embarks  on  a new  project 
that  has  been  considered  often  in  the  past,— it  is  the 
organization  of  a Woman’s  Auxiliary  to  the  Society. 
The  preliminary  work  on  this  project  has  been  dis- 
charged ably  by  a special  committee  of  which  Dr. 
Ralph  Gilman  is  the  Chairman,  and  it  deserves  the 
wholehearted  interest  from  all  of  us.  Ours  is  one  of 
the  few  State  Societies  that  does  not  have  an  auxil- 
iary, and  based  upon  experience  elsewhere,  it  is  to 
be  anticipated  that  such  an  organization  will  be  use- 
ful and  valuable  here. 

Dr.  Gold  of  Bridgeport  is  the  chairman  of  the 
Trustees  of  the  Building  Fund.  He  and  his  Com- 
mittee are  making  a careful  and  cautious  study  of 
the  possibilities  for  a permanent  home  of  the  Society, 
incorporating  as  far  as  can  be  foreseen,  the  essential 
needs  for  the  business  administration  of  our  organi- 
zation, including  the  publication  of  the  Journal. 
The  various  steps  taken  are  being  presented  to  the 
council  for  their  discussion  and  approval.  The  prob- 
lem is  not  as  simple  as  originally  anticipated,  as  it 
involves  a complete  understanding  of  future  plans 
of  the  Society,  some  of  which  are  in  part  still  under- 
going development.  The  Committee  has  taken  a very 
sensible  and  unhurried  view  of  the  whole  matter  and 
I feel  sure  there  will  be  formulated  gradually  a plan 
which  will  prove  acceptable  to  the  council  and  the 
membership  of  the  Society. 

In  the  early  part  of  the  year,  President  Charles 
Seymour  of  Yale  University,  Chairman  of  the  State 
Post-War  Planning  Board,  chose  Dr.  James  R. 
Miller  of  Hartford  as  the  Chairman  of  the  Com- 
mittee on  Health  and  Adedical  Care.  The  member- 
ship of  this  Committee  includes  representatives  from 
the  Connecticut  State  Department  of  Health,  State 
Department  of  Welfare,  officials  of  the  State  Medi- 
cal Society,  practicing  physicians,  and  physicians 
connected  with  the  Yale  School  of  Adedicine.  The 
purpose  of  this  committee  will  be  to  take  stock  of 
our  present  medical  activities  in  the  state  from  the 
broadest  standpoint.  It  will  study  general  trends  of 
medicine  at  local,  state,  and  national  levels.  It  will 
receive  suggestions  on  improvement  in  the  fields  of 
medical  practice,  the  care  of  the  sick,  in  preventive 
and  industrial  medicine,  and  other  related  subjects. 


WAR  BOND  FACTS 


This  board  will  report  their  findings,  and  will  make 
suggestions  and  recommendations  to  the  state  Post 
War  Planning  Board.  It  is  indeed  a large  under- 
taking as  it  involves  not  alone  the  present  situation 
but  will  doubtless  also  include  long  range  plans 
thought  to  be  important  for  the  future  development 
of  the  medical  needs  of  our  state.  Dr.  Miller  brings 
to  his  new  task  wide  experience  in  medical  affairs, 
splendid  judgment,  and  a background  of  successful 
achievement.  The  reports  and  recommendations  of 
this  committee  will  be  awaited  with  deep  interest. 

In  closing  these  brief  remarks  I wish  to  express 
my  grateful  thanks  to  you  all  for  the  unwavering- 
support  given  to  me  during  my  term.  It  has  always 
seemed  to  me  that  I was  receiving  in  far  greater 
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measure  than  I could  ever  hope  to  give  in  return.  It 
has  been  a thrilling  adventure. 

Finally,  may  I not  extend  to  my  distinguished 
successor,  Dr.  Gildersleeve  Jarvis,  heartiest  con- 
gratulations and  best  wishes  for  a successful  year. 
Dr.  Jarvis  received  his  early  academic  training  at  a 
time  when  veritable  giants  peopled  the  campus  and 
playing  fields  of  Yale.  Thus,  he  early  acquired  a 
great  competitive  spirit  which  seasoned  by  justice, 
gentleness  and  humor  he  has  carried  with  him 
through  his  career.  He  comes  to  the  Presidency  as 
an  outstanding  surgeon  of  the  state  representing 
one  of  our  great  clinics,  a native  son  who  has  always 
made  good.  He  will  be  a tower  of  strength  in  another 
critical  year. 


War  Bond  Facts  and  Figures 


The  Fifth  War  Loan  will  begin  June  12,  closing 

July  s. 

T he  goal  will  be  $ 1 6,000,000,000,  of  which  6 
billions  will  be  sought  from  individual  investors. 

A strong  patriotic  appeal,  tempered  with  a self- 
interest  feature,  will  be  found  in  all  Treasury  copy. 
It  will  seek  to  impress  upon  everybody  the  need  for 
everybody's  cooperation  over  and  above  any  other 
buying  he  is  doing  or  has  done  in  this  war. 

More  than  55,000,000  Americans  own  at  least  one 
War  Bond.  That’s  an  average  of  better  than  1 /2 
Bond  owner  for  every  U.  S.  family. 

Total  sales  in  the  four  War  Loan  drives,  plus  the 
sales  of  savings  bonds,  aggregate  more  than  87 
billion  dollars.  Three  weeks  after  Pearl  Harbor  it 
was  only  2 /2  billions. 

Individual  investors  purchased  32  /2  billions  of  the 
total— 13  times  more  than  their  holdings  in  Decem- 
ber 1941. 

Single  “E”  Bonds  sold— separate  pieces  of  paper- 
total  more  than  500,000,000.  I hat’s  a 38-time  in- 
crease since  Pearl  Harbor.  A half  billion  “E”  Bonds 
laid  side  by  side  would  girdle  the  globe  2 /2  times. 
Placed  one  on  top  of  the  other,  they  would  make  a 
pile  39 y2  miles  high. 

Sales  of  $25  Bonds  alone  have  jumped  to  346 
million  pieces.  That’s  69  times  the  number  of  dollar 
bills  now  in  circulation. 

27,000,000  Americans  are  now  putting  almost  ten 
cents  of  every  dollar  they  make  into  War  Bonds 


every  pay  day.  They’re  plowing  back  into  the  war 
effort  475  million  dollars  a month. 

During  the  War  Loan  drives  more  than  5,000,000 
unpaid  volunteers  ring  doorbells  and  pound  pave- 
ments to  get  their  sales. 

You  can  buy  War  Bonds  or  War  Stamps  in  any 
one  of  one  million  places  during  the  Fifth  War 
Loan  drive. 

iMore  “E”  Bonds— the  smaller  ones  for  the  small 
investors— were  sold  in  the  Fourth  War  Loan  than 
ever  before— 69,900,000  individual  transactions  that 
brought  in  $3,187,000,000. 

To  reach  this  total  sales  of  “E”  Bonds  averaged 
$63,740,000  every  working  day,  $7,967,550  per 
working  hour. 

Putting  it  another  way,  sales  of  “E”  Bonds  during 
the  Fourth  War  Loan  averaged  $24.56  for  every 
man,  woman  and  child  in  the  nation.  This  was  $5.35 
more  than  the  average  for  the  Third  War  Loan. 

Bonds  are  the  best  advertised  product  in  history 
but  it  hasn’t  cost  the  government  a cent.  Private 
business  and  publications  contributed  the  space,  the 
time  and  the  manpower— more  than  240  million  dol- 
lars worth. 

Because  so  many  people  contribute  their  time, 
office  space  and  other  assistance,  War  Bond  sales’ 
cost  to  the  government  is  only  one  cent  for  every 
thirty-three  dollars  raised. 

Of  every  $100  Americans  saved  in  1943,  they 
loaned  forty-four  to  the  government  to  help  pay 
for  the  war. 
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The  152nd  Annual  Meeting 

The  recent  annual  meeting  in  Bridgeport  will  be 
remembered  as  one  of  the  most  successful  our 
Society  has  held.  From  the  moment  when  President 
Smith  called  the  House  of  Delegates  to  order  until 
the  last  exercise  on  Thursday  everything  seemed  to 
click.  The  meeting  of  the  House  of  Delegates  was 
one  of  unusual  importance,  for  many  affairs  affect- 
ing the  future  of  medicine  in  Connecticut  were 
considered  by  this  body.  Much  was  accomplished, 
and  some  highly  controversial  subjects  were  con- 
sidered with  a thoughtful  deliberation  which  gave 
honor  to  both  the  Chairman  and  to  the  members  of 
this  most  important  body  of  our  Society’s  repre- 
sentatives. 

To  the  Program  Committee  goes  the  unalloyed 
thanks  of  the  entire  Society.  In  these  times  the  carry- 
ing out  of  such  plans  as  these  involves  much  study 
and  careful  consideration  and  the  timeliness  of  the 
subjects  presented  is  wholly  manifest  in  the  pro- 
gram. All  of  the  spots  seemed  to  be  high  ones  and 
among  papers  which  created  most  favorable  com- 
ment should  be  mentioned  the  fine  presentation  of 


Dr.  Blake,  whose  work  on  penicillin  is  well  known; 
Dr.  Schumann,  a distinguished  clinician  whose 
message  was  well  received;  Dr.  Swift,  whose  paper 
on  rheumatic  fever  proved  of  more  than  usual  inter- 
est; Dr.  Foulger,  who  addressed  us  on  Industrial 
Hygiene,  a subject  closely  related  to  the  war  effort; 
and  Doctors  Kazan jian  and  Gregory,  whose  papers 
gave  real  evidence  of  fine  work  which  is  going  on 
here  in  New  England. 

It  was  natural  that  at  this  time  the  economics  of 
medicine  should  come  into  a full  share  of  delibera- 
tion. To  Dr.  Bauer  we  are  grateful  for  an  enlight- 
ened discussion  of  the  new  Council  on  Medical 
Service  and  Public  Relations  of  the  American  Medi- 
cal Association,  a committee  in  which  we  have  a 
particular  interest.  Dr.  Miller’s  talk  on  the  affairs  of 
our  Society  was  a fine  innovation  on  the  program, 
and  a subject  which  could  well  bear  a yearly  repeti- 
tion. Also,  in  the  realm  of  medical  economics  is  the 
thoughtful  and  stimulating  paper  of  Father  Schwi- 
talla,  which  could  not  be  presented  owing  to  the 
author’s  illness.  We  are  pleased  to  present  his  mes- 
sage in  this  issue  and  hope  for  its  careful  considera- 
tion by  everyone  in  our  State  who  is  giving  atten- 
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tion  to  hospital  and  prepaid  medical  insurance  prob- 
lems. We  regret  sincerely  that  we  as  a Society  could 
not  come  into  a more  personal  relationship  with  one 
who  can  think  so  brilliantly  and  so  logically  on  these 
perplexing  problems.  We  shall  live  in  hope  that  a 
future  Program  Committee  will  again  invite  Father 
Schwitalla  to  be  our  guest. 

To  our  Governor  we  are  again  indebted  for  many 
kind  remarks  concerning  the  fine  relationships  be- 
tween our  State  officials  and  our  profession.  His 
remarks  about  a projected  new  medical  school  for 
Connecticut  created  a sensation  and  are  commented 
upon  elsewhere  in  this  Journal.  Our  retiring  Presi- 
dent, in  his  scholarly  address  on  cancer  research, 
again  revealed  his  wide  knowledge  and  intimate 
association  with  this  important  subject.  The  estab- 
lishment of  our  new  Woman’s  Auxiliary  is  a land- 
mark in  our  progress.  The  enthusiasm  of  the  new 
members  of  this  group  is  in  itself  a real  assurance 
of  the  success  that  awaits  this  important  adjunct  to 
our  organization.  Again  we  offer  to  the  Committee 
on  Arrangements,  under  the  leadership  of  former 
President  Gold,  our  gratitude  for  a fine  job  well 
done.  A word,  also,  should  be  said  for  the  fine  com- 
mercial exhibit.  Under  the  egis  of  Dr.  Charles  San- 
ford an  interesting  and  informative  display  was  set 
up.  It  was  well  attended. 

The  Society  looks  forward  with  confidence  to  the 
administration  of  our  new  President,  H.  Gildersleeve 
Jarvis.  His  devotion  to  the  Society  is  well  known 
and  of  long  standing.  With  him  at  the  helm  of  the 
affairs  of  our  Society  we  look  forward  to  another 
year  of  continued  accomplishment.  To  him  and  his 
associates  the  Journal  sincerely  wishes— Bon  Vov- 
age! 

A New  Medical  School  Projected  for 
Connecticut 

Governor  Raymond  E.  Baldwin  at  the  recent 
annual  dinner  of  our  Society  created  a sensation 
when  he  told  the  assembled  guests  that  the  time  had 
arrived  to  consider  the  establishment  of  a medical 
school  in  Connecticut  with  the  Connecticut  State 
University.  At  the  same  time  Governor  Baldwin 
paid  high  tribute  to  the  School  of  Medicine  at  Yale 
declaring  that  its  contributions  have  been  great  “not 
only  to  the  State  but  to  the  entire  world.”  Under 
the  title  Governor  Advances  Ideas  of  a New  Medi- 
cal School  the  New  Haven  Journal-Courier  recently 
made  this  editorial  comment: 


“In  suggesting  that  a medical  school  be  established 
at  the  Connecticut  State  University,  Governor 
Baldwin  was  of  course  thinking  about  the  after-the- 
war  future.  Neither  personnel  nor  buildings  would 
be  available  as  long  as  the  war  emergency  lasts. 
But  in  the  light  of  long-range  planning,  the  step  fits 
in  with  both  the  development  of  the  university  and 
the  certain  need  for  additional  doctors. 

“In  the  state  there  is  now  but  one  medical  school 
that  at  Yale.  That  this  school  is  an  excellent  one 
there  is  no  question.  However,  the  Yale  Medical 
School  has  endeavored  to  make  itself  a national 
institution  and  does  not  pretend  to  cater  to  the  needs 
of  Connecticut.  Most  of  the  students  accepted  in 
the  entering  classes  come  from  other  parts  of  the 
country  and  from  other  colleges  and  universities 
than  those  of  this  state.  The  big  majority  of  the 
graduates  go  to  hospitals  elsewhere  for  their  intern- 
ship. Further,  Yale  Medical  does  not  serve  the  hos- 
pitals of  the  state  or  public  health  needs  in  planned 
programs,  except,  of  course,  its  own  teaching  unit, 
the  New  Haven  Hospital. 

“None  of  this  is  said  to  detract  from  the  type  or 
quality  of  work  being  done  at  Yale  but  rather  to 
emphasize  that  the  school  is  not  set  up  to  serve  the 
Connecticut  community.  A medical  school  at  the 
State  University  would  be  designed  to  do  just  that. 

“For  one  thing,  qualified  Connecticut  students 
would  be  assured  a medical  education  here  at  home. 
Connecticut  hospitals  would  make  a point  of  pro- 
viding internships  for  the  graduates.  The  school 
would  furnish  a leadership  for  hospitals  and  public 
health  services  throughout  the  state  which  would 
be  mutually  profitable.  A state-wide  service  of  this 
character  is  given  by  many  of  the  leading  medical 
schools  of  state  universities  in  other  sections  of  the 
country. 

“Naturally,  a Connecticut  State  University  Medi- 
cal School  would  have  to  meet  the  requirements  of 
the  American  Medical  Association.  The  chances  are 
that  it  would  not  be  located  in  Storrs  but  in  Hart- 
ford or  one  of  the  other  cities.  It  would  have  to  be 
staffed  and  equipped  to  rank  with  the  best.  If  such 
points  are  followed,  the  proposal  has  much  to  recom- 
mend it.” 

The  New  Woman’s  Auxiliary 

Under  the  able  leadership  of  Airs.  James  R.  Miller 
the  Woman’s  Auxiliary  of  the  Connecticut  State 
Medical  Society  was  organized  during  the  recent 
annual  meeting  at  Bridgeport.  Sixty-seven  wives  of 
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our  members  became  charter  members.  Elsewhere 
in  this  issue  will  be  found  a more  detailed  account 
of  the  Auxiliary  with  the  names  of  the  new  officers 
and  the  progress  of  the  organization.  The  Journal 
has  added  a new  department  devoted  to  this  organi- 
zation and  will  keep  our  readers  informed  of  its 
activities  from  month  to  month.  Not  until  the  wife 
of  every  member  of  our  Society  has  been  added  to 
the  roll  of  the  Auxiliary  will  it  be  able  to  attain  that 
fullness  of  accomplishment  as  an  adjunct  to  the 
State  Medical  Society  that  is  intended  for  it.  To  our 
new  Woman’s  Auxiliary  we  offer  our  heartiest  con- 
gratulations and  willing  support. 

Medical  Practice  and  Hospital  Service 

Under  this  title  Father  Schwitalla  brings  to  our 
readers  a most  thoughtful  discussion  of  certain 
economic  and  social  problems  now  facing  our  pro- 
fession. As  the  head  of  a great  hospital  association 
and  as  the  dean  of  an  important  medical  school,  the 
author  speaks  with  an  authority  which  has  long  been 
recognized  by  those  who  are  considering  these 
problems.  That  certain  changes  in  socio-medical 
relationships  are  desired  by  the  people  of  the  United 
States,  says  Father  Schwitalla,  is  one  of  the  greatest 
compliments  ever  paid  to  medicine,  for  it  must  be 
taken  as  an  endorsement  of  the  existing  order  of 
things  in  the  distribution  of  medical  and  hospital 
care.  Indeed,  says  the  author,  the  phenomenal  suc- 
cess of  the  Blue  Cross  Plans  have  become  a reality 
chiefly  because  of  the  trust  which  the  people  have 
had  in  the  leadership  of  medicine.  He  rightly  empha- 
sizes that  the  only  thing  that  medicine  is  opposing 
in  the  new  order  is  that  the  health  care  of  the  nation 
be  vested  in  an  administration  authority  rather  than 
the  professional  authority  of  the  physician.  “Medi- 
cine,” says  the  author,  “has  achieved  a competence 
to  judge  human  needs  that  can  be  shared  by  no  one 
who  merely  knows  about  medicine  without  know- 
ing medicine.”  Father  Schwitalla  presents  a master- 
ful discussion  of  the  patient  physician  relationship, 
“the  most  intimate  of  human  extra  familial  relation- 
ships,” and  the  necessity  of  preserving  these  rela- 
tionships. He  points  out  that  the  patient-physician 
contract  implies  a mutual  personal  responsibility 
which  does  not  exist  in  the  patient  hospital  contract 
and  concludes  “We  must  strive  to  understand  the 
implications  of  medical  service  plans  by  understand- 
ing still  more  profoundly  the  intimate  meaning  of 
medical  practice.” 


Connecticut  Cities  Honored  Again 

Connecticut  has  come  through  once  again  with 
a Chamber  of  Commerce  award  in  its  national 
Health  Honor  Roll.  Like  the  coveted  Navy  “E”  for 
excellence  in  production,  the  health  award  to  Hart- 
ford, Greenwich  and  Stamford  means  recognition 
of  continued  attainments  of  high  standards  in  pro- 
tecting public  health  in  wartime. 

In  giving  these  awards  credit  was  given  to  the 
unity  of  effort  of  health  officials,  voluntary  organi- 
zations, business  and  civic  groups  in  giving  adequate 
attention  to  the  wartime  health  of  war  workers  and 
citizens.  Under  the  stress  and  strain  of  war  condi- 
tions it  is  more  difficult  to  maintain  standards  of  jj 
health  as  related  to  control  of  venereal  disease,  jl 
tuberculosis  and  children’s  diseases,  maternity  care, 
child  health  and  welfare,  sanitation  and  industrial  1 
health.  Developing  awareness  of  health  problems 
through  an  effective  health  education  program  is 
another  factor  in  the  winning  of  such  awards.  Our 
congratulations  to  these  cities. 

Civilian  Casualties  of  War 

The  tragedy  which  resulted  recently  in  the  death 
of  five  infants  at  the  Lawrence  and  Memorial  Hos- 
pital, New  London,  is  not  the  first  of  its  kind  where 
boric  acid  has  been  the  responsible  agent.  Seventeen 
years  ago  a similar  error  was  made  in  a certain 
Chicago  hospital,  although  on  that  occasion  a boric 
acid  solution  was  mistaken  for  drinking  water  and] 
administered  to  infants  in  the  nursery.  It  is  true  that 
extreme  care  should  be  exercised  in  properly  label- 
ing food  products  and  chemicals  and  that  the  two  i 
groups  should  not  be  kept  together  nor  distributed 
by  the  same  agency  within  a hospital.  However,  in 
this  day  of  limited  personnel,  many  of  whom  are 
overworked  in  our  smaller  hospitals,  we  cannot  be 
too  critical  of  errors  due  to  the  human  factor.  There 
is  many  a hospital  employee  today  doing  the  work  of 
two  others  and  trying  to  the  best  of  his  or  her  ability 
to  make  up  for  the  loss  of  many  more  to  the  armed 
forces.  If  we  are  to  maintain  an  optimum  of  medical 
and  nursing  care  for  our  boys  in  Burma,  in  China, 
in  Italy,  in  the  atolls  of  the  Pacific,  and  on  the  high 
seas,  we  must  expect  to  lose  out  somewhere  along 
the  line  in  civilian  accomplishment. 

This  loss  within  our  own  State  will  serve  to  re- 
mind us  that  after  all  life  is  precious  and  worthy  of 
our  utmost  effort  to  preserve. 
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Obstetrical  Delivery  in  the  Office 

Three  Georgia  physicians  are  the  authors  of  a 
paper  appearing  in  The  Journal  of  the  Medical 
Association  of  Georgia  (February  1944)  in  which 
are  presented  the  advantages  of  office  delivery  of 
obstetrical  patients  in  rural  areas.  One  of  the  writers 
reports  delivering  95  to  100  patients  a year  in  his 
office  over  a period  of  twelve  years  in  a town  with 
a population  of  305  people,  fifteen  miles  from 
Macon,  Georgia.  His  mortality  rate  was  1 patient  in 
12  years.  He  had  three  pelvic  abscesses  all  clearing- 
up  without  operation,  no  cesareans,  1 per  cent  for- 
ceps deliveries,  4 premature  separation  of  placenta 
cases  with  fetal  death,  one  severe  postpartum 
hemorrhage.  Nembutal,  seconal,  delvinal  and,  occa- 
sionally, pantopon  were  used  and  the  deliveries  were 
carried  out  under  chloroform  or  ether. 

Another  of  the  writers  reports  about  60  deliveries 
a year  for  the  past  z/2  years  in  a town  of  1,314  in 
South  Georgia.  His  mortality  was  2 infants  and  no 
mothers.  He  reports  1 cesarean  section.  He  used 
seconal  and  scopolomine,  and  for  delivery  a “few 
drops  of  chloroform  given  by  nurse  at  time  of 
crowning.” 

Both  these  physicians  employed  two  graduate 
nurses  and  had  the  usual  sterile  equipment  and  deliv- 
ery table  with  three  or  more  rooms  at  their  dis- 
posal. They  send  their  patients  home  from  the  office 
by  ambulance  6 to  24  hours  postpartum  and  one  of 
the  writers  follows  them  by  visits  at  home.  In  most 
cases  they  have  no  follow-up  and  cannot  report 
what  happens  to  these  patients  after  they  reach 
home. 

This  all  seems  very  foreign  to  us  in  Connecticut 
with  our  90%  or  more  obstetrical  patients  being 
delivered  in  hospitals.  In  Georgia,  however,  where 
rural  obstetrics  in  the  home  offers  a great  problem 
for  the  physician  and  where  midwives  deliver  ap- 
proximately 40%  of  the  60,000  births  per  year,  office 


delivery  with  proper  equipment  and  trained  assist- 
ance would  seem  to  be  a valuable  procedure. 

Liberty  Ship  Named  for  James  D.  Trask 

The  Maritime  Commission  has  announced  that  a 
Liberty  ship  launched  at  the  Bethlchcm-Fairficld 
Shipyards  in  Baltimore  has  been  named  in  honor 
of  Dr.  James  Trask. 

The  National  Foundation  for  Infantile  Paralysis, 
for  which  Dr.  Trask  did  conspicuous  research,  sug- 
gested that  he  be  honored  in  this  way.  The  ship 
was  christened  by  Afrs.  Trask  and  the  ceremony 
was  attended  by  many  of  Dr.  Trask’s  colleagues 
from  Yale  and  Johns  Plopkins. 

Dr.  Trask  died  in  Chicago  on  May  24,  1942  while 
working  as  a consultant  to  the  Secretary  of  War  on 
an  Army  Medical  Commission.  He  was  internation- 
ally known  for  his  research  in  infantile  paralysis  and 
other  infectious  diseases.  It  is  particularly  appropri- 
ate that  Dr.  Trask’s  name  be  perpetuated  on  a ship 
because  he  was  a lifelong  sailor  and  his  big  black 
yawl  was  a familiar  sight  in  New  England  harbors. 

Some  months  ago  a Liberty  Ship  was  also  named 
for  Dr.  Harvey  Cushing  and  the  Connecticut  State 
Medical  Society  perhaps  has  a unique  distinction  in 
having  two  of  these  useful  vessels  named  for  two 
of  its  useful  and  notable  members. 


Hospital  Service  Plans  Enrollment 

On  January  1,  1944  the  number  of  subscribers  to 
the  76  approved  non  profit  hospital  service  plans 
had  reached  a total  of  5,902,104.  Add  to  this  the 
7,103,389  family  participants  and  there  results  a 
grand  total  of  13,005,493.  In  Connecticut  the  enroll- 
ment in  the  two  hospital  service  plans  reached 
373,643,  or  about  21  per  cent  of  the  prewar  popula- 
tion. This  is  an  increase  of  2 per  cent  in  the  previous 
fifteen  months. 
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GOT  A MATCH?-  You  don’t  need  to  hrtvc,  to  test  for  urine  sugar 
with  the  new  “Galatest”  method,  which  dispenses  with  the  need  for  bunsen 
burner  and  other  laboratory  equipment.  A single  drop  of  urine  on  a few 
grains  of  Galatest  powder  instantly  reveals  the  presence  or  absence  of  sugar. 
Price?  $1.00  per  hundred  tests.  The  Professional  Equipment  Co. 


(See  PAGE  2) 
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FORTY  YEARS  A COUNTRY  DOCTOR 


One  of  those  homely  and  all  too  infrequent  events 
took  place  in  Rocky  Hill  on  the  evening  of  April 
2i  when  250  of  his  fellow  townspeople  gathered  in 
the  old  white  meeting  house  to  pay  tribute  to  Oran 
A.  Moser  in  recognition  of  forty  years  of  service  in 
that  community.  No  royal  personage  could  have 
received  more  heartfelt  and  sincere  expressions  of 
appreciation  than  were  heaped  upon  Dr.  Moser.  It 
was  a fitting  setting  for  such  a festive  occasion,  rep- 
resenting as  it  did  the  virile  New  England  com- 
munty  spirit  with  its 
undercurrent  of  warmest 
gratitude.  Gathered  in 
the  town’s  136  year  old 
meeting  house  with  its 
beautiful  Corinthian  pil- 
lars and  even  its  slave 
gallery,  relic  of  the  early 
days  of  Rocky  Hill’s 
landed  gentry,  lifelong 
friends,  patients,  town 
officials  and  fellow  phy- 
sicians all  bore  testimony 
to  the  deep  love  they  feel 
for  their  “Country  Doc- 
tor.” 

There  was  the  group 
of  “Moser  babies,”  each 
labelled  with  a diaper 
shaped  placard,  w h o 
marched  into  the  hall 
after  the  dinner  to  the 
tune  of  “Rock-a-Bye, 

Baby.”  There  were  let- 
ters and  telegrams  from 
many  unable  to  attend, 
including  greetings  from 
members  of  the  armed 
forces  in  different  parts  of  the  world.  The  Men’s 
Club  and  the  Men’s  Forum,  under  whose  auspices 
the  testimonial  dinner  was  held,  greeted  Dr.  Moser 
through  their  representatives.  There  was  much  said 
of  Dr.  Moser’s  fathfulness  and  responding  to  the 
calls  from  the  community,  regardless  of»  time  or 
weather.  His  methods  of  transportation— bicycle, 
horse  and  buggy,  snow  shoes,  horse  and  sleigh, 
model  T Fords  and  Buicks— all  were  recounted. 
Reverend  Bussey,  pastor  of  the  Rocky  Hill  Congre- 
gational Church,  recounted  Dr.  Moser’s  life  long- 


example  of  devotion  to  the  religious  work  of  the 
community,  twelve  years  as  a member  of  the  Board 
of  Trustees  and  twenty-five  years  as  a member  of 
the  Board  of  Deacons.  Andrew  Twaddle,  repre- 
sentative from  Rocky  Hill  in  the  General  Assembly, 
reminded  his  fellow  townspeople  of  Dr.  Moser’s 
talents,  a physician  accomplished  in  almost  every 
branch  of  the  practice  of  medicine.  The  Board  of 
Education  and  the  Mothers  of  Rocky  Hill  were 
represented  and  bore  testimony  to  a far  sighted 

leadership  and  a stimu- 
lating friendliness  which 
were  attributes  of  their  j 
“Country  Doctor.”  Dr. 
Moser  was  the  recipient  i 
of  a gold  watch  and 
chain,  the  gift  of  his 
“babies”  and  presented 
by  his  “first  baby.”  The 
Hartford  Medical  So- 
ciety, through  its  presi- 
dent Thomas  H.  Denne,  ! 
paid  tribute  to  Dr. 
Moser’s  sterling  qualities  j 
and  to  the  esteem  in  ! 
which  he  is  held  by  the  j 
medical  profession.  And 
there  were  other  physi-  I 
cians  present,  all  adding 
their  words  of  friendship  j 
and  affection. 

Nothing  w a s over- 
looked in  making  this  a 
gala  occasion.  Petunias,  ; 
snapdragons  and  pansies 
were  arranged  in  minia- 
ture cradles,  baby  shoes,  i 
and  sleighs  with  pastel 
colored  candles  on  each  table.  A residence  marker 
of  black  iron  depicting  the  horse  and  buggy  doctor, 
preceded  by  a dog  and  the  stork,  was  arranged  with 
sweet  peas  on  the  guest  of  honor’s  table.  Small 
models  of  a bicycle  and  an  automobile  attracted 
considerable  attention,  depicting  the  evolution  of 
the  “Country  Doctor’s”  mode  of  travel.  A running 
barrage  of  stories  as  he  introduced  each  speaker 
served  to  enliven  the  occasion  and  redown  to  the 
credit  of  the  toastmaster,  Clarence  C.  Hamilton.  ; 

1 he  selection  was  an  excellent  one. 


Oran  A.  A4oser 


COUNTRY  DOCTOR 


In  replying  to  all  these  testimonials,  Dr.  Moser, 
who  is  now  town  health  officer  and  medical  exam- 
iner, was  deeply  touched.  “Such  exercises  as  this 
never  happen  before  you  are  dead.  I must  be  dead,” 
he  said.  Then  with  his  usual  modesty  he  continued, 
“If  I’ve  done  any  kindness  or  good  it  isn't  all  one 
sided.  You’ve  been  good  to  me,  too.  Few'  realize  the 
pleasure  doctors  get  out  of  their  work.  We  get  a joy 
in  thinking  that  we  have  done  something  to  prolong 
a human  life,  to  ease  suffering,  mental  or  physical. 
This  satisfaction  is  worth  more  than  we  can  collect 
for  a call.”  He  then  told  how  he  had  been  welcomed 
w hen  he  first  settled  in  Rocky  Hill,  and  not  sub- 
jected to  the  old  custom  of  “warning  out”  by  the 
town  constable.  He  had  been  in  Rocky  Hill  but 
three  years,  he  reminded  his  hearers,  w hen  he  was 
given  $500  for  the  purchase  of  a building  lot  and 
was  told  to  go  ahead  and  build  his  home  as  the 
people  would  loan  him  every  dollar  needed  for  the 
purpose.  This  action  made  him  determined  to  do  his 
very  best  to  serve  the  people  of  Rocky  Hill,  “that 
I may  deserve  to  live  in  my  house.”  Dr.  Moser’s  re- 
marks were  filled  with  expressions  of  satisfaction 
and  joy  obtained  from  his  years  of  service  to  his 
fellowmen. 

The  favorite  song  of  the  evening  set  to  the  tune 
of  a familiar  popular  song  was  sung  again  and  again: 

“East  side,  West  side, 

All  around  the  town 
The  tots  greet  Doctor  Moser 
As  he  makes  his  daily  round 
Old  and  young  together 
Await  him  when  they’re  ill. 

He  brings  good  health  and  cheer 
Into  the  homes  of  Rocky  Hill.” 


Dr.  Campbell  Retires  As  Head  of  State 
Institution 

Announcement  has  been  made  recently  of  the 
retirement  of  Dr.  Hugh  B.  Campbell  as  Superintend- 
ent of  the  Uncas-on-Thames  Tuberculosis  Sana- 
torium. Dr.  Campbell  has  accepted  a position  as  a 
Medical  Director  of  the  Phoenix  Life  Insurance 
Company  of  Hartford.  The  members  of  the  Con- 
necticut State  Medical  Society  will  be  pleased  to 
learn  that  Dr.  Campbell  will  continue  as  Treasurer 


of  that  organization.  Dr.  Campbell,  who  received 
his  degree  from  the  University  of  Pennsylvania 
Medical  School  in  1909,  was  appointed  as  a sana- 
torium superintendent  in  1912.  At  that  time  he 
assumed  the  responsibility  for  the  sanatorium  at 
Norwich,  which  was  a ninety-six  bed  institution  of 
frame  construction  with  four  wards.  The  sana- 
torium was  built  on  the  Post  Farm  south  of  the 
City  of  Norwich  and  at  the  time  of  its  opening  in 
1913  the  institution  was  called  the  New  London 
County  Sanatorium.  Later,  the  name  was  changed  to 
Uncas-on-Thames.  In  1917,  under  the  supervision 
of  physicians  associated  with  the  Sanatorium,  a 
number  of  tuberculosis  clinics  were  established  in 
the  surrounding  country,  the  first  attempt  in  Con- 
necticut to  correlate  the  activities  of  the  preventive, 
hospital,  and  follow-up  work  in  tuberculosis.  In 
1926  a Surgical  Department  was  established  at 
Uncas-on-Thames  under  the  direction  of  Dr.  R. 
Glen  Urquhart.  So  successful  was  this  department 
that  in  two  years  the  State  Tuberculosis  Commission 
set  up  a separate  Surgical  Department  for  the  entire 
State  with  Dr.  Urquhart  as  Chief  Surgeon  and  Dr. 
Samuel  C.  Harvey,  Professor  of  Surgery  at  Yale, 
Consulting  Surgeon.  The  Roentgenological  Depart- 
ment of  Uncas-on-Thames  is  one  of  the  outstanding 
laboratories  for  chest  films  in  this  country,  a reputa- 
tion which  is  due  in  large  part  to  Dr.  William  Weid- 
man  and  Mr.  Jean  Keiffer,  the  latter  the  inventor 
of  the  Laminagraph,  a technical  machine  devised  to 
study  body  sections  as  presented  in  x-ray  films. 
Under  Dr.  Campbell’s  superintendency  the  physical 
plant  at  Uncas-on-Thames  has  been  substantially 
expanded,  and  this  includes  the  Campbell  Building, 
for  medical  cases  and  for  laboratory  and  administra- 
tive purposes,  built  in  1939,  with  accommodations 
for  146  patients;  a Surgical  Building  of  186  beds, 
built  in  1932;  the  Byrnes’  Building,  with  a capcity 
of  60  beds,  built  in  1927;  and  the  Allis  Building, 
having  a capacity  for  46  patients,  built  in  1939. 
Under  Dr.  Campbell’s  regime  also  the  Sanatorium 
has  increased  its  capacity  from  96  beds  to  more  than 
400,  and  the  present  staff  and  employees  number 
approximately  250  people.  Dr.  Campbell  has  been 
President  of  the  New  London  County  Medical 
Association  and  of  the  Connecticut  State  Medical 
Society.  His  successor  at  Uncas-on-Thames  will  be 
Dr.  William  H.  Weidman,  who  has  been  a member 
of  the  staff  at  the  sanatorium  since  1932. 
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FROM  THE  SECRETARY’S  OFFICE 


CREIGHTON  BARKER,  m.d. 

258  Church  Street  New  Haven 


OFFICERS  AND  COMMITTEES  ELECTED  FOR  1944  AND  1945  BY  THE  HOUSE 
OF  DELEGATES  AT  ITS  ANNUAL  MEETING  MAY  2 


A President-elect 
A First  Vice-President 
A Second  Vice-President 
A Treasurer 
An  Executive  Secretary 
An  Editor  of  the  Journal 
2 Delegates  and  alternates  to  the 
American  Medical  Association 
for  the  term  July  i,  1944  to 
June  30,  1946 


Joseph  H.  Howard 
Maurice  T.  Root 
Edmund  L.  Douglass 
Hugh  B.  Campbell 
Creighton  Barker 
Stanley  B.  Weld 
James  R.  Miller 
George  H.  Gildersleeve 
Creighton  Barker 
Daniel  P.  Griffin 


Program  Committee— one  member  for  a term  of  three  years 
J.  Harold  Root,  Water  bury 

so  that  the  committee  will  consist  of: 

Harold  M.  Marvin,  New  Haven,  Chairman 
John  C.  Leonard,  Hartford 
J.  Harold  Root,  Water  bury 
Associate  Member:  John  F.  Fulton,  New  Haven 

Journal  Editorial  Board— one  member  for  a term  of  four 
years 

Frank  S.  Jones,  Hartf  ord 

so  that  the  committee  will  consist  of: 

1941  Herbert  Thoms,  New  Haven 

1942  Paul  P.  Swett,  Hartford 

1943  Oliver  L.  Stringfield,  Stamford 

1944  Frank  S.  Jones,  Hartford 

Associate  Member:  Harold  S.  Burr,  New  Haven 

Clinical  Congress  Committee— for  the  term  October  1, 
1944,  to  September  30,  1945 
Francis  G.  Blake,  Chairman 
Herbert  Thoms,  Secretary 
Charles  E.  Sanford,  Treasurer 
President  of  the  Society 
Chairman  of  the  Council 
Executive  Secretary 
Editor  of  the  Journal 

Eight  Secretaries  of  Component  County  Adedical  Asso- 
ciations 

Such  other  members  as  the  committee  shall  appoint 

Committee  on  Public  Policy  and  Legislation 

Fairfield  County,  Berkley  M.  Parmelee,  Chairman, 
Bridgeport 

Hartford  County,  Louis  P.  Hastings,  Hartford 
Litchfield  County,  Sanford  H.  Wadhams,  Torrington 
Middlesex  County,  Harry  S.  Frank,  Middletown 
New  Haven  County,  Charles  T.  Flynn,  New  Haven 
New  London  County,  Edmund  L.  Douglass,  Groton 
Tolland  County,  Donald  Beckwith,  Rockville 
Windham  County,  Andrew  O.  Laakso,  Danielson 
President  of  the  Society 
Executive  Secretary  of  the  Society 
Committee  on  National  Legislation 


Committee  on  Medical  Examination  and  Medical  Educa- 
tion—The  Connecticut  Medical  Examining  Board- 
one  member  for  five  years 
Daniel  C.  Patterson,  Bridgeport 

so  that  the  board  will  consist  of: 

1940  George  M.  Smith,  Pine  Orchard 

1941  John  C.  Rowley,  Hartford 

1942  Charles  J.  Bartlett,  New  Haven 

1943  Thomas  P.  Murdock,  Meriden 

1944  Daniel  C.  Patterson,  Bridgeport 

Committee  on  Honorary  AdEMBERS  and  Degrees— one  mem- 
ber for  a term  of  three  years 
George  Ad.  Smith,  New  Haven 

so  that  the  committee  will  consist  of: 

1942  James  Douglas  Gold,  Bridgeport 

1943  Roy  L.  Leak,  Middletown 

1944  George  Ad.  Smith,  New  Haven 

Committee  on  National  Legislation 
James  R.  Miller 
Thomas  P.  Adurdock 
Creighton  Barker 

Chairman,  Committee  on  Public  Relations 

Committee  on  Hospitals— two  members  for  a term  of  three 
years 

Harold  W.  Wellington,  New  London 
John  P.  Hanley,  Stafford  Springs 

so  that  the  committee  will  consist  of: 

1942  G.  Gardiner  Russell,  Hartford,  Chairman 

1942  Charles  Russman,  Middletown 

1943  Thomas  H.  Russell,  New  Haven 

1943  James  Douglas  Gold,  Bridgeport 

1944  Harold  W.  Wellington,  New  London 
1944  John  P.  Hanley,  Stafford  Springs 

Committee  on  Public  Health 

Howard  S.  Colwell,  New  Haven,  Chairman 
Donald  A.  Bristoll,  New  Britain 
Jessie  W.  Fisher,  Middletown 
Albert  C.  Freeman,  Norwich 
Joseph  H.  Howard,  Bridgeport 
Joseph  I.  Linde,  New  Haven 
Luther  K.  Adusselman,  New  Haven 
Mario  L.  Palmieri,  Middletown 
Karl  T.  Phillips,  Putnam 
J.  Harold  Root,  Waterbury 
Howard  G.  Stevens,  New  Milford 
Maurice  J.  Strauss,  New  Haven 
Oliver  L.  Stringfield,  Stamford 
Carl  L.  Thenebe,  W est  Hartford 
Associate  Adember:  Friend  L.  Adickle,  Hartford 


THE  SECRETARY’S  OFFICE 


375 


Committee  on  Tumor  Study 

Hugh  M.  Wilson,  New  Haven , Chairman 
Thomas  J.  Danaher,  Torrington 
Edward  W.  Foster,  Meriden 
Carl  C.  Harvey,  Middletown 
Thomas  S.  Harvey,  New  Haven 
Louis  P.  Hastings,  Hartford 
Ralph  E.  Kendall,  Hartford 
Kenneth  K.  Kinney,  Willimantic 
Charles  L.  Larkin,  Waterbary 
Christopher  J.  McCormack,  Hartford 
Christie  E.  McLeod,  Middletown 
William  Mendelsohn,  New  Haven 
Berkley  M.  Parmelee,  Bridgeport 
Douglas  J.  Roberts,  Hartford 
Milton  C.  Winternitz,  New  Haven 
State  Commissioner  of  Health 

Associate  Member:  William  J.  Welling,  Hartford 

Committee  on  Public  Relations 

C.  Charles  Burlingame,  Hartford , Chairman 
Barnett  Greenhouse,  New  Haven 
R.  Harold  Lockhart,  Bridgeport 
Elinor  F.  Downs,  Litchfield 
Mario  L.  Palmieri,  Middletown 
William  H.  Weidman,  Norwich 
Donald  M.  Beckwith,  Rockville 
William  M.  Shepard,  Putnam 

Associate  Member:  Howard  W.  Haggard,  New  Haven 

Committee  on  Industrial  Health 

C.  Frederick  Yeager,  Bridgeport,  Chairman 

James  LI.  Biram,  Hartford 

Gerard  M.  Chartier,  Danielson 

Frank  L.  Polito,  Torrington 

John  N.  Gallivan,  East  Hartford 

Cole  B.  Gibson,  Meriden 

Albert  S.  Gray,  Hartford 

Martin  I.  Hall,  Bristol 

Andrew  J.  Jackson,  Waterbary 

Robert  W.  Kaschub,  Groton 

Robert  P.  Knapp,  South  Manchester 

Arthur  B.  Landry,  Hartford 

Eugene  F.  Meschter,  Stamford 

Walter  N.  Nelson,  Cromwell 

John  R.  Paul,  New  Haven 

William  H.  Ryder,  New  Haven 

C.  John  Satti,  New  London 

Paul  W.  Vestal,  New  Haven 

Ellwood  Weise,  Bridgeport 

Advisory  Committee  to  Woman’s  Auxiliary 
Ralph  L.  Gilman,  Storrs,  Chairman 
John  D.  Booth,  Danbury 
Martha  L.  Clifford,  Hartford 
Jessie  W.  Fisher,  Middletown 
Cole  B.  Gibson,  Meriden 
Alfred  Labensky,  New  London 
E.  Myles  Standish,  Hartford 

Delegates  to  State  Societies  for  1 erm  of  One  ^ ear, 
July  i,  1944  to  June  30,  1945 

To  Maine 

Stanley  B.  Weld,  Hartford 
Orville  F.  Rogers,  New  Haven 


To  Massachusetts 

G.  Gardiner  Russell,  Hartford 
Harold  M.  Marvin,  New  Haven 

To  New  Hampshire 

Clyde  L.  Deming,  New  Haven 
George  H.  Gildersleeve,  Norwich 

To  New  Jersey 

Robert  M.  Lewis,  New  Haven 
Oliver  L.  Stringfield,  Stamford 

To  New  York 

George  M.  Smith,  New  Haven 

H.  Gildersleeve  Jarvis,  Hartford 

To  Rhode  Island 

James  D.  McGaughey,  Wallingford 
Arthur  B.  Landry,  Hartford 

To  Vermont 

George  A.  Gosselin,  Hartford 
Roy  L.  Leak,  Middletown 

To  Special  Societies 
To  Connecticut  Hospital  Association 

G.  Gardiner  Russell,  Hartford 

To  Connecticut  Pharmaceutical  Association 
Stanley  B.  Weld,  Hartford 

To  Connecticut  State  Dental  Association 

H.  Gildersleeve  Jarvis,  Hartford 

Committees  Appointed  by  the  Council 
1944  - 1945 

Board  of  Trustees  for  the  Building  Fund— one  member  to 
serve  a term  of  five  years 
George  M.  Smith,  New  Haven 
so  that  the  Board  will  consist  of: 

1945  Roy  L.  Leak,  Middletown 

1946  Daniel  Sullivan,  New  London 

1947  C.  Charles  Burlingame,  Hartford 

1948  James  D.  Gold,  Bridgeport,  Chairman 

1949  George  M.  Smith,  New  Haven 

Committee  on  Cooperation  With  the  Yale  School  of 
Medicine 

The  present  committee  is  reappointed  consisting  of 
Chairman  of  the  Council 

President  of  the  State  Medical  Examining  Board 
Chairman  of  the  Committee  on  Public  Policy  and  Legis- 
lation 

Charles  T.  Flynn,  New  Haven 
W.  Bradford  Walker,  Cornwall 

Committee  on  Permanent  Funds 
The  present  committee  is  reappointed  consisting  of 
Charles  T.  LaMoure,  Windham  Center 
Charles  H.  Turkington,  Litchfield 
Treasurer  of  the  Society 

Liaison  Committee  to  State  First  Aid  Conference 
Discontinued  pending  resumption  of  the  Conference 
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Conference  Committee  With  Connecticut  Pharmaceutical 
Association 

Stanley  B.  Weld,  Hartford,  Chairman 
William  J.  H.  Fischer,  Milford 
John  IT.  Foster,  IF at er bury 
Barnett  Greenhouse,  New  Haven 
Walter  I.  Russell,  New  Haven 

Advisory  Committee  to  Nurses  Examining  Board— appoint- 
ed for  two  years  to  succeed  Dr.  Herbert  Thoms 
John  C.  Leonard,  Hartford 

so  that  committee  will  consist  of 

1945  Harry  S.  Frank,  Middletown 

1946  John  C.  Leonard,  Hartford 

Committee  on  Prepaid  Medical  Service 
J.  Harold  Root,  W at erjjury,  Chairman 
George  M.  Craig,  Middletown 
Richard  E.  Dunne,  Hartford 
Harold  M.  Marvin,  New  Haven 
James  R.  Miller,  Hartford 
Thomas  P.  Murdock,  Meriden 
Berkley  M.  Parmelee,  Bridgeport 
Herbert  Thoms,  New  Haven 
William  H.  Weidman,  Norwich 
Stanley  B.  Weld,  Hartford 

Committee  on  Narcotic  Drug  Addiction 
John  H.  Foster,  W aterbury , Chairman 
C.  Charles  Burlingame,  Hartford 
A.  Bliss  Dayton,  New  Haven 
Alfred  Labensky,  New  London 
Chester  Waterman,  Portland 


Minutes  Annual  Council  Meeting 
May  3,  1944 

The  Annual  Meeting  of  the  Council  was  held  at 
the  Central  High  School,  Bridgeport,  at  the  termina- 
tion of  the  scientific  session  of  the  Annual  Meeting, 
May  3,  1944. 

The  President  of  the  Society,  Dr.  Jarvis,  called 
the  meeting  to  order.  There  were  present:  James 
R.  Miller,  Arthur  B.  Landry,  Hartford;  Floyd  A. 
Weed,  Litchfield;  Charles  T.  LaMoure,  Tolland; 
H.  Gildersleeve  Jarvis,  Hugh  B.  Campbell,  Stanley 
B.  Weld,  Creighton  Barker.  Absent:  Samuel  F. 
Mullins,  Fairfield;  Charles  Russman,  Middlesex; 
Herbert  Thoms,  New  Haven;  George  H.  Gilder- 
sleeve, New  London;  Robert  C.  Paine,  Windham; 
Joseph  H.  Floward,  Thomas  P.  Murdock. 

1.  Dr.  Floyd  A.  Weed  of  Torrington  attended 
this  meeting  of  the  Council  for  the  first  time  having- 
succeeded  Dr.  Charles  H.  Turkington  as  Councilor 
from  Litchfield  County. 


2.  Dr.  James  R.  Miller  was  unanimously  reelected 
chairman  of  the  Council  for  the  coming  year  and 
then  took  the  chair  for  the  remainder  of  the  meeting. 

3.  On  recommendation  of  the  Treasurer  it  was 
voted  that  the  Society  rent  a safe  deposit  box  in  the 
Hartford  Trust  Company,  Norwich,  and  that  the 
l reasurer  and  the  Executive  Secretary  be  authorized 
to  have'  access  to  that  box. 

4.  It  was  voted  that  a sum  of  $150  be  made  avail- 
able from  the  Treasurer’s  miscellaneous  account  for 
use  of  the  Woman’s  Auxiliary  to  defray  organiza- 
tional expenses. 

5.  It  was  voted  that  the  next  meeting  of  the  Coun- 
cil be  held  on  Thursday , May  25. 

Resolution  On  Emergency  Maternal  and 
Infant  Care  Program  Passed  by  the 
House  of  Delegates 

Whereas  the  program  now  in  operation  for 
maternal  and  infant  care  for  wives  and  infants  of 
enlisted  men  in  the  four  lower  grades  is  unsatisfac- 
tory to  the  medical  profession,  and 

Whereas  the  emergency  provisions  for  the  carry- 
ing on  of  the  program  as  now  in  operation  expire 
June  30,  1944,  be  it  therefore 

Resolved  that  the  Council  and  House  of  Dele- 
gates of  the  Connecticut  State  iMedical  Society 
recommend  that  the  medical  profession  cooperate 
with  the  present  program  until  its  expiration  date 
on  June  30,  1944,  but  also  urge  Congress  to  abandon 
the  program  as  now  constituted  on  that  date,  and  be 
it  further 

Resolved  that  under  any  new  program  after  June 
30,  1944,  the  benefits  be  designated  supplemental 
aid  and  take  the  form  of  an  allotment  for  medical, 
hospital,  maternity  and  infant  care,  similar  to  the 
allotments  already  provided  for  the  maintenance  of 
dependents,  leaving  the  actual  arrangements  with 
respect  to  fees  to  be  fixed  by  mutual  agreement 
between  the  enlisted  man’s  wife  and  the  physician 
of  her  choice,  and  be  it  further, 

Resolved  that  the  American  Adedical  Association 
be  urged  to  present  to  the  appropriate  committees 
of  Congress  a concrete  plan  embodying  this  prin- 
ciple, to  the  end  that  the  present  and  ultimate  best 
interests  of  the  wives  and  infants  of  men  in  service 
be  served  during  the  present  emergency. 


THE  SECRETARY  S OFFICE 


377 


Dr.  Weed  Elected  to  Council 

At  the  spring  meeting  of  the  Litchfield  County 
Medical  Association  Floyd  A.  Weed  of  Torrington 
was  elected  to  serve  on  the  State  Council  for  that 
organization.  Dr.  Weed  has  practiced  in  Torrington 
since  1916  and  is  Attending  Surgeon  at  the  Charlotte 
Hungerford  Hospital.  Since  1935  he  has  been  Chief 
of  the  Surgical  Staff  of  that  institution  and  has 
served  as  President  of  the  Litchfield  County  Medical 
Association.  Dr.  Weed’s  position  on  the  Council  re- 
places that  of  Dr.  Charles  H.  Turkington,  who 
served  as  Councillor  for  Litchfield  County  for  many 
years. 

Dr.  Grace  Mooney  Joins  Secretary’s  Office 

Dr.  Grace  Mooney  has  been  appointed  executive 
assistant  to  the  Secretary  of  the  Society  as  author- 
ized by  the  House  of  Delegates  at  its  special  meet- 
ing in  December  1943.  Dr.  Mooney  received  an  a.b. 
degree  from  Albertus  Magnus  College,  New  Haven 
and  a ph.d.  degree  from  the  graduate  school  of  Yale 
University.  She  has  been  research  assistant  in  the 
Yale  School  of  Medicine  and  instructor  in  public 
health  at  Western  Reserve  University,  Cleveland; 
served  as  assistant  director  of  the  Bureau  of  Venereal 
Diseases  in  the  Department  of  Health  in  the  City 
of  New  Llaven;  assistant  in  V enereal  Disease  Control 
in  the  Connecticut  State  Department  of  Health  and 
as  the  assistant  secretary  of  the  Committee  on  Social 
Protection  in  the  Connecticut  War  Council. 

New  Telephone  Service  for  the  Sick 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 
258  CHURCH  STREET,  NEW  HAVEN,  CONN. 

Dear  Doctor:  APril  6' 

The  matter  of  new  telephone  service  for  sick  per- 
sons confined  to  their  homes  and  the  request  for 
such  service  by  physicians  has  again  been  brought 
to  the  attention  of  the  State  Medical  Society.  Today 
there  are  about  20,000  Connecticut  persons  waiting 
for  telephone  service  and  new  installations  must  de- 
pend on  the  number  of  telephones  taken  out. 


The  provisions  which  you  may  like  to  know  in 
connection  with  requests  for  your  patients  are: 

NEW  SERVICE  FOR  PATIENTS 

Under  Utilities  Order  U-2,  new  telephone  service 
can  be  provided  immediately  only  when  needed  in 
direct  defense,  public  health,  welfare  or  security. 
Other  applicants,  including  cases  of  illness,  may 
have  to  wait  a year  or  more  for  a new  telephone. 

APPEALS 

However,  your  patients  who  are  seriously  ill  may 
appeal  to  the  War  Production  Board  for  immediate 
telephone  service.  The  appeal,  accompanied  by  the 
attending  doctor’s  statement  of  need  for  service,  is 
made  out  and  forwarded  by  the  telephone  company 
to  the  War  Production  Board  in  Washington. 
Whether  or  not  the  appeal  is  granted  depends  on 
the  doctor’s  statement.  The  fact  of  serious  illness 
alone  is  not  enough  reason.  Your  statement  must 
make  clear  why  the  nature  of  the  illness  and  its 
treatment  require  telephone  service. 

EXTENSIONS 

An  extension  telephone  can  be  installed  only  tem- 
porarily in  a patient’s  home,  and  only  when  the 
emergency  need  is  confirmed  by  the  doctor.  When 
the  emergency  is  over.  Utilities  Order  U-2  requires 
that  the  extension  be  removed. 

Careful  consideration  as  to  the  actual  need  for 
telephone  service  before  recommending  it— and  full 
information  if  the  need  is  certain— will  save  time  and 
trouble  for  you  as  well  as  the  telephone  company 
and  the  War  Production  Board. 

The  Southern  New  England  Telephone  Com- 
pany, which  provided  these  facts,  has  expressed 
appreciation  for  the  cooperation  of  the  Medical 
Society  and  for  the  opportunity  of  again  requesting 
our  help. 

This  letter  is  sent  with  the  approval  of  the  Coun- 
cil of  the  Connecticut  State  Medical  Society. 

Very  truly  yours, 

Creighton  Barker, 

Executive  Secretary 
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MAKING  A MOUNTAIN  OUT  OF  A MOLE  - 

is  easy  for  a dermatologist  using  a Magni-Focuser.  This  new  eye  loop  enables 
all  medical  specialists  to  magnify  objects  with  the  binocular  clarity  of  normal 
vision.  The  Magni-Focuser  is  light,  easy  to  wear,  fits  comfortably  over  eye 
glasses,  leaves  both  hands  free,  relieves  eye  strain,  and  provides  maximum 
efficiencv  in  minimum  time.  Many  uses  in  all  branches  of  medicine  will  read- 
ily occur  to  you.  One  hint:  try  reading  an  x-ray  film  with  a iMagni-Focuser! 
Ask  Professional  Equipment  Company,  36  Howe  Street,  New  Haven,  Con- 
necticut. 


(See  PAGE  2) 
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MEDICINE  AND  THE  WAR 

CONVOY  FATIGUE 

V.  Gerard  Ryan,  p.a..  Surgeon  ( R)  USPHS,  Camp  Kitti'ivake,  Merchant  Marine  Rest  Center , 

Pass  Christian , Mississippi 


The  officers  and  men  of  the  Merchant  Marine  have  a 
heroic  and  important  part  in  winning  this  war,  although  they 
are  not  heard  of  as  often  as  members  of  the  Army  and  Navy. 
Continued  convoy  duty  and  the  trying  experiences  of  tor- 
pedoing give  rise  to  a peculiar  set  of  anxiety  neuroses  and 
other  psychiatric  problems,  the  understanding  and  relief  of 
which  are  important  in  keeping  our  ships  at  sea.  By  interest- 
ing circumstance,  three  Connecticut  physicians  are  con- 
nected with  the  psychiatric  work  in  the  Merchant  Marine 
and  the  Journal  is  pleased  to  present  an  informal  discussion 
of  the  subject  by  Dr.  V.  G.  Ryan,  who  was  formerly  an  asso- 
ciate of  the  late  Carl  Wagner  at  Elmcrest  Manor,  Portland. 

The  initiation  of  a psychiatric  program  in  the 
Merchant  Marine  was  the  responsibility  of  Dr. 
Daniel  Blain,  who  practiced  psychiatry  in  the  south- 
ern part  of  Connecticut  and  still  maintains  his  resi- 
dence there.  I have  been  down  here  since  August 
last,  commissioned  in  the  U.  S.  Public  Health  Serv- 
ice, detailed  to  the  Navy  and  assigned  to  the  War 
Shipping  Administration— literally  covering  the 
waterfront  from  Mobile  to  New  Orleans. 

It  is  no  secret  that  there  was  a tremendous  toll  of 
merchant  shipping  long  before  war  was  declared. 
The  continued  exposure  to  enemy  action  led  to  the 
appearance  of  a considerable  number  of  men  with 
war  neuroses  for  whom  there  was  no  available 
method  of  treatment  and  whom,  if  untreated,  would 
probably  become  chronic  cases  and  be  lost  to  the 
industry.  The  War  Shipping  Administration  de- 
eded that  a government  sponsored  private  agency 
would  best  be  adapted  to  meet  the  various  problems 
arising  in  bringing  relief  to  merchant  seamen.  For 
this  reason,  with  Henry  Kaiser  as  president,  and  an 
executive  committee  representing  War  Shipping 
Administration,  the  shipping  operators  and  the 
maritime  unions,  the  United  Seamen’s  Service  was 
organized.  The  medical  responsibility  rests  with  the 
U.  S.  Public  Health  Service,  which  has  maintained 
hospitals  and  clinics  for  the  care  of  merchant  sea- 
men since  the  organization. 

Our  program  is  to  meet  survivors  and  those  being 


returned  from  foreign  ports  at  the  time  of  their 
entry  and  to  give  the  medical  care  which  each  case 
demands.  When  advisable,  either  after  hospitaliza- 
tion or  without  it,  the  rest  centers  are  available  for 
the  rehabilitation  and  restoration  of  war  frayed 
nerves.  These  centers  are  located  in  Oyster  Bay, 
L.  I.,  Gladstone,  N.  J.,  Bay  Ridge,  Md.,  Pass  Chris- 
tian, Miss.,  Millbrae,  Calif.;  another  center  is  being 
opened  in  Santa  Monica  shortly.  These  units  are 
small,  with  25  to  50  men  under  the  care  of  a resident 
psychiatrist.  Each  center  is  staffed  by  two  nurses, 
much  of  whose  work  is  of  the  occupational-recrea- 
tional type.  There  is  also  a business  staff  which  is 
integrated  with  volunteer  help  in  the  therapeutic 
program.  T he  atmosphere  is  quite  informal,  ship 
terms  are  rapidly  learned  and  “coffee  time”  is  a 
ritual.  I don’t  believe  there  is  any  group  of  men  who 
drink  as  much  coffee  as  seamen.  Admission  to  these 
centers  is  not  rigidly  limited  to  men  who  have  lost 
their  ships  or  are  war  casualties  because  of  bombing 
or  strafing,  but  is  open  to  those  whose  mental  and 
physcial  conditions  require  the  restorative  proce- 
dure available.  Although  a goodly  number  of 
psycho-somatic  problems  are  encountered  in  the 
convalescent  centers,  chronic  patients,  orthopedic 
conditions,  and  purely  physical  ailments  are  not 
treated  since  these  are  properly  marine  hospital 
cases. 

The  first  center  opened  in  September  1942  and 
the  last  available  figures  (January  of  1944)  indicates 
that  approximately  2,500  men  have  been  admitted. 
No  charges  are  made  and  admissions  are  arranged 
through  our  medical  offices  in  the  shipping  ports. 
The  period  of  stay  is  variable,  in  general  three  weeks 
being  the  maximum  period  for  a first  admission. 
Readmissions  are  permitted.  When  morale  is  re- 
stored and  nervous  tension  relaxed,  the  rest  center 
returns  the  man  to  the  industry,  or  to  a clinic  when 
that  is  necessary.  This  program  is  then,  to  a degree, 
an  experiment  in  industrial  psychiatry.  In  addition 
to  the  routine  diagnostic  categories  seen  we  are  find- 
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ing  interesting  clinical  material  which  has  given 
birth  to  certain  new  terms.  Each  service  has  its  own. 
The  Navy’s  “operational  fatigue”  is  the  Merchant 
Marine  “convoy  fatigue”— a mild  reaction  to  the  war 
situation  characterized  by  fatigue  with  some  anxiety, 
insomnia,  anorexia,  and  other  autonomic  symptoms 
which  respond  rapidly  without  any  elaborate  medi- 
cal procedures.  Full  blown  reactions  to  war  disasters 
or  prolonged  exposure  to  danger  (traumatic  war 
neurosis),  characterized  by  symptoms  of  anxiety— 
such  as  night  terrors  and  weight  loss,  and  psycho- 
somatic difficulties  including  conversions— respond 
to  early  treatment  especially  if  uncomplicated. 
There  is  not  always,  in  these  latter  cases,  a connec- 
tion with  a pre-existing  neurosis.  When  indicated 
various  technical  treatment  methods^  such  as  pro- 
longed narcosis  and  narco-synthesis,  are  utilized. 


Group  psychotherapy,  health  and  safety  movies  and 
talks  form  part  of  the  therapeutic  program. 

The  average  -civilian’s  cbncept  of  seamen  (speak- 
ing from  my  own  experience)  is  completely  off 
keel.  Nowhere  is  this  better  portrayed  than  in  a 
recent  book  “Fife  Line”  by  a merchant  seaman, 
Robert  Carse.  It  was  recently  published  by  William 
Morrow  and  is  replete  with  facts,  incidents  and 
photographs  of  the  work  and  men  whose  life-line  is 
long,  stretching  around  the  world  into  whatever 
place  the  necessities  of  war  demand  that  men  take 
ships. 

Connecticut  is  well  represented  in  this  program, 
the  most  recent  addition  being  Clifford  Moore,  Sur- 
geon (R)  from  Newtown,  who  is  now  executive 
officer,  with  offices  in  New  York  City. 


TIME  OUT  FOR  REST 

Major  James  E.  Crane,  Flight  Surgeon , 13th  Air  Force  Rest  Area 


Major  Crane  whose  home  is  in  Stamford  recently  contrib- 
uted the  following  paper  to  Air  Force,  the  official  service 
journal  of  the  U.  S.  Army  Air  Forces.  In  keeping  with  the 
policy  of  this  Journal  to  keep  its  readers  informed  of  all 
members  and  their  activities  it  is  here  reprinted. 

'-pH at  “3,000-mile  look,”  a symptom  displayed  by 
men  in  the  South  Pacific  at  about  the  same  time 
they  “feel  trees  moving  in  on  them,”  is  being  cured 
these  days  at  rest  homes  established  in  New  Zealand 
by  the  United  States  Armed  Forces  and  Headquar- 
ters Service  Command. 

Wherever  possible,  a flyer  completes  a tour  of 
duty  in  the  South  Pacific  area  when  he  obtains  a 
score  of  ten  points.  The  points  are  computed  by  the 
number  of  hours  flown  divided  by  one  hundred, 
plus  the  number  of  missions  divided  by  ten,  plus  the 
number  of  months  in  the  area  divided  by  three. 

We  have  found,  however,  that  it  is  not  advisable 
for  a man  to  fly  continuously  until  the  total  is 
reached.  Such  a steady  strain  and  grind  would  result 
in  great  loss  of  physical  and  mental  efficiency.  So, 
in  order  to  aid  our  men  in  working  toward  the  two 
things  they  want  most  to  do— destroy  the  enemy 
and  return  home— we  give  them  periodic  leaves  to 
visit  a rest  area.  Squadrons  rotate  their  duty  and  each 


outfit  spends  nine  days  in  a climate  and  environment 
much  different  from  the  forward  bases.  Special  Serv- 
ices of  the  Service  Command  set  up  the  rest  areas, 
and  its  personnel  now  handle  all  the  supply  facilities, 
maintain  the  rest  camps  and  attend  to  administrative 
duties. 

On  arrival  at  the  airfield  at  the  start  of  the  rest 
leave,  all  personnel  check  in  with  the  Special  Service 
officer  who  billets  the  men  and  hands  out  mimeo- 
graphed sheets  containing  information  of  the  avail- 
able local  facilities  such  as  restaurants,  canteens, 
dances,  theaters  and  churches. 

Enlisted  men  are  issued  any  uniforms  they  might 
need.  All  men  can  draw  partial  payments  from  the 
Finance  Office.  Rules  and  regulations  are  kept  to  a 
minimum,  and  everything  is  made  as  simple  and 
convenient  as  possible.  The  enlisted  men  usually  go 
to  Western  Springs,  and  the  officers  to  Kia  Ora  or 
Maungakiakai.  No  one  is  compelled  to  live  at  any  of 
these  places.  If  a man  wishes  he  can  live  in  a hotel 
in  the  center  of  the  city.  Some  men,  after  months 
at  a forward  base,  simply  like  to  stand  on  the  busiest 
street  corner  they  can  find  and  drink  in  the  sight 
and  sound  of  the  street  cars,  autos  and  passing 
people. 
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Most  of  the  men,  however,  prefer  the  rest  homes 
which  are  about  as  interesting  a joint  service  opera- 
tion as  can  be  found  anywhere.  These  homes  were 
planned  by  the  Army  and  built  by  Navy  Seabees. 
Some  are  operated  by  Special  Services,  with  the  Red 
Cross  running  the  mess  and  providing  the  recrea- 
tional program.  Others  are  operated  wholly  by  the 
Red  Cross  with  the  assistance  of  volunteer  New 
Zealand  hostesses  in  addition  to  a regular  staff  fur- 
nished by  the  Army.  A flight  surgeon  lives  in  each 
of  the  homes. 

Western  Springs  has,  in  addition  to  the  usual 
recreational  facilities,  a large  swimming  pool  fed  by 
natural  springs,  tennis  and  badminton  courts,  a huge 
recreation  hall  and  a fine  eighteen-hole  golf  course 
just  across  the  street.  Although  there  are  acres  of 
grounds  around  each  home  and  fine  views  overlook- 
ing a harbor,  the  center  of  the  town  is  only  ten 
minutes  away.  A shuttle  service  between  the  homes 
and  the  town  is  provided. 

Complete  informality  prevails.  Breakfast  is  served 
until  late  in  the  morning.  A man  can  sit  under  a tree 
all  day,  reading  and  sleeping,  or  he  can  play  three 
sets  of  tennis  before  breakfast,  eighteen  holes  of 
golf  before  lunch,  go  horseback  riding  and  swim- 
ming in  the  afternoon,  and  take  in  a dinner  dance 
that  night.  He  has  no  hours  to  keep  and  no  one 
checks  on  his  activities.  The  food  at  the  rest  homes 
is  as  good  and  abundant  as  in  any  place  in  the  world. 
Milk  is  always  available.  The  icebox  is  open  for 
midnight  steaks.  As  a result,  the  men  gain  an  aver- 
age of  a pound  a day  during  their  stay. 

The  morning  after  the  first  night  of  leave,  the 
men  report  to  the  flight  surgeon  for  a going-over; 
their  temperature  is  taken  and  they  are  tested  for 
malaria. 

Later  they  are  interviewed  by  two  flight  sur- 
geons and  a nurse  trained  in  psychiatry.  The  inter- 
view is  made  as  short  as  possible.  The  men  are  in- 
terrogated about  their  personal  history,  their  flying 
careers  and  are  given  a Form  64  examination  for 
flying.  The  results  of  these  tests  are  compared  with 
the  findings  of  the  squadron’s  own  flight  surgeon 
who  accompanies  his  men.  Usually,  the  results  of 
the  camp’s  examinations  agree  with  the  ideas  the 
squadron  flight  surgeon  had  formed  concerning  the 
mental  and  physical  condition  of  the  men.  Men  who 
need  additional  rest  get  it,  and  others  who  are  ill  or 
need  close  observation  and  building  up  are  sent  to  a 
general  hospital.  The  number  of  neuro-psychiatric 
cases  is  remarkably  low. 


About  5,000  men  have  come  into  the  area  on  rest 
orders  in  the  last  year.  File  statistics  present  the  fol- 
lowing picture  of  the  “average”  AAF  flyer,  enlisted 
man  or  officer:  He  is  24  years  old,  unmarried  and  a 
high  school  graduate.  He  may  have  attended  college 
a few  terms.  Six  months  in  grade,  he  has  been  away 
from  the  United  States  for  eight  months,  has  flown 
over  600  hours  in  military  aircraft  and  has  had  about 
120  hours  of  operational  flying  from  an  advanced 
base.  He  has  been  on  2 1 missions,  is  in  good  physical 
condition  although  he  is  tired  and  in  need  of  rest 
and  recreation.  He  smokes  a good  many  cigarettes 
and  drinks  moderately.  He  takes  atabrine  regularly 
to  prevent  development  of  malaria.  He  has  lost  close 
friends  and  has  accepted  the  fact.  He  sleeps  well 
and  his  morale  is  excellent.  If  he  is  tired  and  suffering 
from  some  combat  fatigue,  he  recognizes  his  own 
symptoms.  » 

The  men  pay  two  dollars  a day  at  the  rest  homes, 
an  amount  which  actually  covers  only  the  cost  of 
the  raw  food.  The  meals  are  cooked  American  style, 
and  their  reputation  has  spread  over  the  South 
Pacific.  One  gunner  stood  in  the  middle  of  the  kit- 
chen, inhaled  deeply  and  said,  “They’d  make  a for- 
tune if  they  could  put  this  smell  up  in  bottles  and 
sell  it.”  Everything  possible  is  provided  for  the  men’s 
comfort,  from  individual  rooms  painted  in  restful 
shades  and  gay  drapes,  to  the  usual  dances,  date 
bureaus,  picnics  and  all  the  other  things  for  which 
the  men  and  women  in  the  Red  Cross  are  famous. 
The  people  in  charge  have  shown  much  ingenuity 
in  getting  things  for  the  men,  even  unearthing  a 
doughnut  machine  which  some  New  Zealander  had 
imported  years  ago  and  never  used  for  one  reason 
or  another.  It  operates  24  hours  a day  now. 

All  of  this  adds  up  and  has  a great  deal  to  do  with 
the  fact  that,  when  the  men  go  into  the  flight  sur- 
geon’s office  on  their  last  day  of  leave  for  a final 
checkup,  they  are  found  to  be  keen  and  alert  and 
ready  to  return  to  combat. 

J 

Baruch  Aids  Physical  Medicine 

After  a scientific  exploration  of  the  possibilities  of 
the  subject,  with  special  reference  to  its  value  in  the  ; 
rehabilitation  of  the  wounded  and  ill  men  discharged 
from  the  Armies— casualties  of  the  war— Bernard  M.  j 
Baruch  has  given  the  sum  of  $1,100,000  to  be  used 
for  the  teaching  of  and  research  in  physical  medi- 
cine. An  Administrative  Board,  under  the  Chairman- ' 
ship  of  Dr.  Ray  Lyman  Wilbur,  Chancellor  of 
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Stanford  University,  has  been  established  to  inaugur- 
ate the  program. 

The  following  institutions  are  participating: 

1.  To  Columbia  University  College  of  Physicians 
and  Surgeons,  $400,000  for  the  establishment  of  a 
key  center  of  research  and  teaching  of  physical 
medicine,  with  particular  reference  to  its  application 
for  returning  veterans.  This  sum  is  to  be  expended 
over  a ten  year  period.  This  center  is  to  give  imme- 
diate assistance  in  maintaining  an  adequate  supply 
of  medical  specialists  to  handle  the  problems  of  war 
and  post  war  physical  rehabilitation. 

2.  To  New  York  University  College  of  Medicine, 
$250,000  to  be  spent  in  ten  years  in  establishing  a 
center  for  teaching  and  special  research  in  preven- 
tive and  manipulative  structural  mechanics  of 
physical  medicine. 

3.  To  the  Medical  College  of  Virginia,  (from 
which  the  late  Dr.  Simon  Baruch,  father  of  Mr. 
Bernard  M.  Baruch,  graduated  in  1862)  $250,000  to 
be  expended  in  ten  years  in  establishing  a center  for 
teaching  and  research  with  particular  reference  to 
Hydrology,  Climatology  and  Spa  therapy. 

4.  To  selected  medical  schools,  $100,000  to  de- 
velop an  immediate  program  for  the  physical  re- 
habilitation of  war  casualties  and  those  injured  in 
industry. 

5.  For  the  establishment  of  Fellowships  or  Resi- 
dencies, $100,000  to  be  used  for  the  benefit  of 
qualified  physicians  or  other  scientists  who  are 
selected  to  be  trained  in  this  field. 

The  actual  survey  began  on  November  1,  and 
was  completed  by  February  1.  Since  then  the  details 
have  been  put  into  execution.  The  costs  of  the  pre- 
liminary explorations  were  borne  by  Mr.  Baruch  in 
addition  to  the  $1,100,000  he  is  devoting  to  its  main 
purposes. 

This  committee  found  that  the  three  primary 
needs  for  the  proper  development  of  physical  medi- 
cine were: 

1.  An  adequate  supply  of  physicians  who  could 
teach  physical  medicine. 

2.  Adore  basic  research  in  physical  medicine,  in- 
cluding establishment  of  centers  to  promote  care- 
fully checked  scientific  research  on  commonly 
accepted  non  medical  procedures,  including  those 
for  which  claims  have  been  made  by  practitioners  of 
osteopathy,  chiropractic,  etc. 

3.  Proper  usage  of  physical  medicine  in  relation 
to  wartime  rehabilitation. 
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It  is  to  meet  these  needs  that  the  program  of  bene- 
factions was  devised  by  Mr.  Baruch. 

Surgeon  General  Parran  Reappointed 

On  March  24  President  Roosevelt  nominated 
Thomas  Parran  of  New  York  to  be  Surgeon  Gen- 
eral of  the  United  States  Public  Health  Service  for 
another  term  of  four  years.  The  appointment  was 
confirmed  by  the  Senate  on  the  same  date. 

Promotions  — Changes  of  Stations 

Lieut.  Colonel  Edward  P.  Case,  AIC— AUS,  West 
Hartford,  is  now  stationed  with  the  U.  S.  Veterans 
Administration  at  Lyons,  New  Jersey,  serving  as 
rating  board  medical  officer. 

Ala]  or  L.  E.  Alorrissett,  Greenwich,  is  now  chief 
of  Eye,  Ear,  Nose  and  Throat  Service,  Borden  Gen- 
eral Hospital,  Chickasha,  Oklahoma. 

Captain  Russell  V.  Fuldner,  A1C— AUS,  New 
Haven,  has  been  promoted  to  Major  and  transferred 
overseas  with  the  1 8th  General  Hospital. 

Captain  George  A.  Rubin,  AIC— AUS,  New 
Haven,  has  been  transferred  from  Camp  Stoneman, 
California,  to  the  Port  of  Embarkation  at  New  Or- 
leans. He  is  attached  to  the  207th  Hospital  Ship 
Complement. 

Captain  Constantine  Zariphes,  MC— AUS,  is  now 
with  the  102nd  Replacement  Battalion,  Fort  Sutton, 
North  Carolina. 

Harold  H.  Irwin,  Lt.  AIC— USNR,  New  London, 
is  stationed  at  the  National  Naval  Alcdical  Center, 
Bethesda,  Alaryland. 

Alartin  P.  McCue,  East  Hartford,  has  been  com- 
missioned Lieutenant,  MC— V(S)— USNR,  and  as- 
signed to  Sampson  Naval  Hospital,  Sampson,  N.  Y. 

Albert  U.  Peacock,  Lt.  (j.g.)  A1C— USNR,  Hart- 
ford, has  moved  from  Cherry  Point,  North  Caro- 
lina, to  overseas  duty  with  Headquarters  Squadron 
3,  Alarine  Air  Wing  3,  F.M.F. 

Captain  J.  S.  Morris,  AIC— AUS,  New  London, 
has  been  transferred  to  the  Army  Aledical  Museum, 
Washington,  D.  C.  (Dr.  Fish  bein'1  s Tonics  and  Seda- 
tives, take  notice.) 

Alajor  Wilson  F.  Smith,  AIC— AUS,  has  been 
transferred  from  Port  of  Embarkation,  New  Or- 
leans, to  Stark  General  Hospital,  Charleston,  S.  C. 

Lieutenant  R.  Starr  Lampson,  AIC— USNR,  has 
been  promoted  to  Lieutenant  Commander  and  trans- 
ferred from  the  Maine  Maritime  Academy,  Castine, 
Alaine,  to  Newport,  Rhode  Island. 
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Commissioned  Rank  for  Army  and  Navy 
Nurses 

Actual  rank  “during  the  war  and  for  six  months 
thereafter  or  until  such  time  as  the  Congress  by 
concurrent  resolution  or  the  President  by  proclama- 
tion may  designate,”  has  been  granted  Navy  nurses 
under  the  Act  (HR  297 6)  which  was  signed  by  the 
President  on  February  26,  1944. 

The  “Army  bill”  (HR  3761)  providing  perma- 
nent commissioned  rank  to  Army  nurses  is  still 
pending. 

Efforts  to  secure  passage  of  the  Army  bill  are 
strongly  supported  by  the  American  Nurses’  Asso- 
ciation, which  has  sent  copies  of  the  bill  to  all  state 
nurses  associations  with  the  urgent  request  that  they 
obtain  the  interest  of  their  Congressmen  without 
delay,  in  favor  of  the  bill. 

New  Executive  Officer  for  Procurement 
and  Assignment  Service 

Commander  Maxwell  E.  Lapham,  MC— USNR, 
who  has  served  as  the  Executive  Officer  at  the  Head- 
quarters office  of  the  Procurement  and  Assignment 
Service,  Washington,  for  nearly  two  years  has  been 
transferred.  Commander  Lapham  was  seriously  ill 
for  several  months,  but  he  has  now  returned  to  active 
duty  and  been  ordered  to  the  Naval  Hospital,  San 
Diego,  California. 

Dr.  Lapham,  who  before  entering  the  Naval 
Service  was  Dean  of  the  Medical  School  at  Tulane 
University,  rendered  a distinguished  service  to  the 
Procurement  and  Assignment  Service  and  the  pro- 
fessions with  which  it  deals.  He  will  be  greatly 
missed  by  his  associates  on  the  Directing  Board,  the 
Advisory  Committees,  and  by  State  Chairman. 

Dr.  Paul  C.  Barton,  Acting  Executive  Officer  in 
Commander  Lapham’s  absence,  has  been  appointed 
Executive  Officer  by  the  Directing  Board.  The 
Board  also  appointed  Dr.  Deane  F.  Brooke  to  be 
Assistant  Executive  Officer. 

Dr.  Barton,  the  new  Executive  Officer,  is  well 
known  in  Connecticut.  Dr.  Brooke,  who  before  the 
war  was  in  practice  in  Barrington,  Illinois,  has  served 
with  the  Procurement  and  Assignment  Service  for 
nearly  two  years  as  Liaison  Officer  for  the  United 
States  Public  Health  Service  and  as  Head  of  the 
Field  Service  Section  of  the  Central  Office. 


Applications  For  Commissions  USPHS 

Dr.  J.  A.  Trautman,  Senior  Surgeon  USPHS,  of 
the  personnel  section  of  the  United  States  Public 
Health  Service  visited  the  Connecticut  Procure- 
ment and  Assignment  Service  office  on  May  8.  Adany 
Connecticut  physicians  are  already  commissioned  in 
the  USPHSR  and  recruiting  of  young  physicians 
in  the  Public  Health  Service  for  assignment  to  the 
Coast  Guard  is  still  desired. 

During  Dr.  Trautman’s  visit  to  Connecticut, 
special  arrangements  were  completed  whereby 
officer  candidates  may  be  processed  now  through 
the  State  Procurement  and  Assignment  Service 
office.  Application  forms  are  available  and  physical 
examinations  can  be  authorized  locally.  Inquiries 
about  this  Service  are  invited. 

War  Medicine:  Vol.  5,  No.  3,  March  1944 

This  issue  of  War  Medicine  departs  from  the 
usual  content  of  previous  issues  and  thereby  provides 
a flavor  which  is  new  and  not  unwelcome.  True, 
there  are  the  usual  neuropsychiatric  articles  as  one 
may  readily  see  from  reading  the  titles:  “Hysterical 
Visual  Defects”  by  Captain  Paul  T.  McAlpine, 
MC— AUS;  “Clinical  Significance  of  Extramural 
Psychiatry  in  the  Army”  by  Major  A.  Eisendorfer, 
MC— AUS;  “Ballistocardiographic  Studies  of  Draft- 
ees Rejected  for  Neurocirculatory  Asthenia”  by 
Isaac  Starr,  m.d.,  Philadelphia;  and  “Electroence- 
phalography in  the  Army  General  Hospital”  by 
Lieutenant  Daniel  Silverman,  MC— AUS.  But  these 
are  not  all  of  the  usual  content.  The  first  one  on 
hysterical  visual  defects  stresses  the  infrequency  of 
amblyopia  as  a manifestion  of  hysteria.  The  ballisto- 
cardiogram article  emphasizes  the  value  of  this  in- 
strument in  the  detection  of  malingerers.  Adost 
physicians  are  familiar  with  the  value  of  the  electro- 
encephalogram in  diagnosing  organic  brain  disease. 

But  the  highlights  of  this  issue  are  to  be  found  in 
two  papers,  “A  Civilian  Physician  in  Uniform”  by 
Captain  T.  AdcKean  Downs,  AdC— USNR,  and 
“Music  as  a .Modality  of  Occupational  Therapy”  by 
A.  Flagler  Fultz,  M.A.,  Brookline,  Adass.  Captain 
Downs  served  in  the  Army  in  World  War  I and  is 
now  serving  in  the  Navy  in  World  War  II.  This 
alone  affords  a view  point  of  which  few  physicians 
can  boast.  He  draws  an  excellent  picture  of  medical 
service  in  the  U.  S.  Navy  as  it  is  today.  His  paper 
should  be  read  by  all  who  remain  at  home— before 
they  criticize.  Fultz’  paper  opens  up  a new  and 
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interesting  field  in  occupational  therapy.  It  also 
should  be  read  to  fully  grasp  the  potentialities  of 
this  phase  of  rehabilitation. 

Abstracts  from  Current  Literature  and  Book  Re- 
views appear  as  usual.  This  issue  appeared  too  late, 
however,  to  make  its  News  and  Comment  section 
of  any  value. 

Norway  Occupied 

Sickness  among  the  Norwegian  people  has  stead- 
ily increased  and  the  entire  population  is  weak  and 
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thin  as  a result  of  food  shortages.  Epidemics  and 
deficiency  diseases  which  were  completely  unknown 
in  Norway  before  the  German  invasion  already 
have  claimed  many  victims.  Tuberculosis,  digestive 
ailments,  meningitis,  skin  diseases,  scurvy,  diphtheria, 
and  scarlet  fever  all  are  on  the  increase  and  more 
prevalent  than  they  have  been  in  40  years,  Miss 
Roed  states. 

“It  is  not  easy  to  be  sick  in  Norway,”  she  says. 
“It  is  not  easy  to  be  a doctor  or  nurse.  But  then  it  is 
not  easy  to  be  a Norwegian  in  Norway  today.” 


LETTERS  FROM  MEMBERS  IN  THE  ARMED  FORCES 


From  Major  W.  FI.  Lowell,  MC — AUS, 
Hartford 

April  13,  1944 

at  Camp 

To  the  Editor: 

I’m  overly  lazy  in  answering  your  Christmas 
greeting  and  request  for  interesting  notes  or  news 
for  the  Jounral.  My  humblest  apologies. 

Unfortunately  I’ve  not  been  able  to  pick  up  too 
much  data  which  would  perhaps  make  a contribu- 
tion to  medical  literature.  I have  a little  bit  more 
than  a smattering  of  malaria,  and  amebic  dysentery 
now— but  unfortuntely  we  have  not  been  in  a posi- 
tion to  carry  out  much  treatment— however,  should 
the  time  ever  come,  some  of  the  lessons  experienced 
in  making  the  diagnosis  may  help  in  a more  practi- 
cal appreciation  of  the  problems  we  may  face  at  a 
later  date.  I believe  I know  the  gamut  of  emetine, 
yatren,  carbarsone,  diodoquin,  and  chiniofon  in  all 
respects.  Malaria  certainly  proves  to  be  a sticker  at 
times,  especially  falciparum  almost  as  protean  as 
syphilis. 

We’ve  had  a group  of  cases  with  transient  anes- 
thesias and  parathesias  affecting  particularly  the 
foot— dorsiflexors,— lasts  about  6 weeks— partial 


flaccid  paralysis  with  foot  drop  and  almost  the  flail 
step  of  the  tabetic.  No  cause  to  pin  it  on  yet. 

We’ve  been  using  a 12%  salicylic  acid,  4%  re- 
sorcin, 1%  glacial  acetic  acid,  and  /2  phenol  in  a 
Comp.  Tr.  Benzoin  base  or  vehicle  for  ringworm 
and  getting  excellent  results.  Oh  yes— by  virtue  of 
necessity  we’ve  learned  a bit  about  small  pox. 

There  are  other  routine  procedures  which  may  be 
told  at  a later  date,  to  which  may  be  added  some 
account  of  some  special  details. 

All  in  all  from  a medical  point  of  view  there  is 
little  that  I can  add.  1 should  be  delighted  to  discuss 
reports,  medical  supply  army  regulations,  and  W.  D. 
circulars,  but  it  would  be  all  too  boring  and  I’m 
sure  you  have  enough  to  do  to  keep  you  busy. 

If  the  time  can  be  found,  I’m  all  out  for  taking 
the  first  part  of  my  Am.  Boards  of  Med.  I hope  in 
October.  Have  some  other  plans  up  my  sleeve  as 
well  but  shall  have  to  await  their  publication  until 
they  become  a certainty. 

Best  to  all  the  Hartford  Hospital  gang.  I certainly 
hope  the  time  is  approaching  when  we  all  may  see 
one  another  again. 

Very  sincerely, 
“Hoby.” 
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YOU  CAN’T  GO  WRONG  Treatment  of  such  common  skin 

lesions  as  verrucae,  angiomas,  clavi,  keratoses,  etc.,  is  made  simple  and  sure  with 
the  Specialties  Dry  Ice  Apparatus.  The  CO 2 snow,  confined  within  tip  of 
Specialties  Applicator,  is  pressed  against  the  lesion.  It  is  as  simple  as  that! 
Available  at  The  Professional  Equipment  Company,  36  Howe  Street,  New 
Haven,  Connecticut. 


(See  PAGE  2) 
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LOCAL  HEALTH  UNITS 

George  T.  Palmer,  dr.p.h.,  New  York  City 


The  Author.  Associate  Field  Director,  American 
Public  Health  Association 


The  desirable  goal  of  eventual  complete  cover- 
age of  the  United  States  with  full  time  public 
health  service  has. been  endorsed  by  the  American 
Medical  Association  and  the  American  Public  Health 
Association.  The  principle  of  full  time  health  serv- 
ice in  Connecticut  has  been  approved  by  the  Con- 
necticut State  Medical  Society. 

Phe  status  of  the  situation  in  1942  was  that  there 
were  41  million  people  in  1700  counties  of  41  states 
who  had  no  full  time  health  service.  There  are  states 
that  have  too  many  small  areas  of  health  jurisdiction 
with  part  time  service.  In  one  state  of  around  4 
million  people  there  are  600  such  units.  Another 
illustration  of  multiple  services  within  a limited  area 
is  a county  of  1 10,000  people  with  a full  time  county 
health  department  which  does  not  include  two  cities, 
one  of  45,000,  the  other  with  25,000,  each  with  their 
own  part  time  health  services. 

A committee  of  the  American  Public  Health 
Association  has  been  studying  this  problem  for  two 
years.  State  maps  have  been  prepared  showing  a 
proposed  grouping  of  all  counties  into  health  juris- 
diction units  of  not  less  than  50,000  people.  These 
maps  have  been  reviewed  by  state  health  officers 
and  suggested  revisions  in  grouping  made.  To  date 
approval  in  principal  of  the  form  of  this  grouping 
(although  with  full  realization  that  this  is  merely  the 
first  step  toward  the  goal)  has  been  received  from 
40  states  representing  88  per  cent  of  the  population 
of  the  country. 

The  committee  is  also  studying  existing  state  legis- 
lation as  to  future  needs  permitting  counties  and 


cities  to  combine  in  units  and  also  as  to  future 
financing.  Another  phase  of  the  committee’s  inquiry 
relates  to  existing  personnel  and  future  needs  for 
trained  personnel. 

In  addition  to  the  developing  of  combinations  of 
cities  and  rural  territory  within  a county,  and  com- 
binations of  counties  in  units  of  not  less  than  50,000 
population,  certain  minimum  land  areas  of  juris- 
diction as  well  as  ratios  of  personnel  to  population 
are  included  in  the  study  plan. 

Under  this  plan  there  would  be  eventually  1127 
health  jurisdictional  units  for  the  3070  counties  of 
the  country. 

In  the  40  states  approving  of  the  county  grouping 
the  committee’s  original  suggestion  of  979  health 
units  was  increased  to  1007  after  state  revision. 
Although  some  states  felt  the  need  of  an  increased 
number  of  units,  a few  even  reduced  still  further 
the  number  proposed  by  the  committee. 

The  basis  for  the  50,000  minimum  population  for 
a health  jurisdiction  (there  is  no  limit  to  the  maxi- 
mum) is  that  areas  much  smaller  than  this  do  not 
have  the  resources  to  support  a full  time  health 
officer  and  staff.  Furthermore,  to  provide  coverage 
for  rural  health  service  the  truly  democratic  man- 
ner of  doing  this  is  by  having  the  contiguous  cities 
with  higher  tax  ratables  share  the  expense  of  a serv- 
ice that  covers  both  city  and  surrounding  rural 
areas.  The  alternative  is  state  or  federal  subsidy. 

In  the  last  few  years  there  have  been  many  com- 
binations of  cities  and  counties  in  common  health 
jurisdictions,  examples  of  which  are  Memphis-Shel- 
by  County,  Tennessee;  Topeka-Shawnee  County, 
Kansas;  Louisville-Jefferson  County,  Kentucky; 
Austin-' Fravis  County,  Texas;  Olympia-Thurston 
County,  Washington. 
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The  committee  has  proposed  certain  preliminary 
groupings  of  health  jurisdictions  for  Connecticut  in 
accordance  with  the  plan  and  principles  discussed 
and  .would  be  interested  in  learning  whether  such  a 


division  is  applicable,  or  if  not  applicable,  what 
alternative  grouping  would  seem  to  contribute  best 
toward  the  goal  of  complete  coverage  of  territory 
with  full  time  service. 


A NATIONAL  HEALTH  SERVICE  FOR  SCOTLAND 


A s outlined  in  this  Paper,*  the  idea  of  a full 
health  and  medical  service  for  the  whole  popu- 
lation is  not  a completely  new  one  arising  only  as 
part  of  postwar  reconstruction.  It  is  assumed  in  the 
report  that  the  end  of  the  war  will  present  the 
opportunity,  and  plans  for  postwar  reconstruction 
provide  a setting  for  such  a service. 

The  objects  in  view  as  stated  are: 

(1)  To  ensure  that  everybody  in  the  country- 
irrespective  of  means,  age,  sex,  or  occupation— shall 
have  equal  opportunity  to  benefit  from  the  best  and 
most  up  to  date  medical  and  allied  services  available. 

(2)  To  provide,  therefore  for  all  who  want  it,  a 
comprehensive  service  covering  every  branch  of 
medical  and  allied  activity,  from  the  care  of  minor 
ailments  to  major  medicine  and  surgery;  to  include 
the  care  of  mental  as  well  as  physical  health,  and  all 
specialist  services,  e.g.  for  tuberculosis,  cancer,  in- 
fectious diseases,  maternity,  fractures  arid  orthopedic 
treatment,  and  others;  to  include  all  normal  general 
services,  e.g.  the  family  doctor,  midwife  and  nurse, 
the  care  of  the  teeth  and  of  the  eyes,  the  day  to  day 
care  of  the  child;  and  to  include  all  necessary  drugs 
and  medicines  and  a wide  range  of  appliances. 

(3)  To  divorce  the  care  of  health  from  questions 
of  personal  means  or  other  factors  irrelevant  to  it; 
to  provide  the  service  free  of  charge  (apart  from 
certain  possible  charges  in  respect  of  appliances)  and 
to  encourage  a new  attitude  to  health— the  easier 
obtaining  of  advice  early,  the  promotion  of  good 
health  rather  than  only  the  treatment  of  bad. 

Certain  general  principles  are  to  be  observed  in 
carrying  out  this  service: 

(1)  Freedom  for  people  to  use  or  not  to  use  these 
facilities  at  their  own  wish;  no  compulsion  into  the 
new  service,  either  for  patient  or  for  doctor;  no 

‘Reproduced  photographically  from  the  English  edition. 
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interference  with  the  making  of  private  arrange- 
ments at  private  cost,  if  anyone  still  prefers  to  do  so. 

(2)  Freedom  for  people  to  choose  their  own  medi- 
cal advisers  under  the  new  arrangements  as  much 
as  they  do  now;  and  to  continue  with  their  present 
advisers,  if  they  wish,  when  the  latter  take  part  in 
the  new  arrangements. 

(3)  Freedom  for  the  doctor  to  pursue  his  profes- 
sional methods  in  his  own  individual  way,  and  not 
to  be  subject  to  outside  clinical  interference. 

(4)  The  personal  doctor-patient  relationship  to 
be  preserved,  and  the  whole  service  founded  on  the 
“family  doctor”  idea. 

(5)  These  principles  to  be  combined  with  the 
degree  and  kind  of  public  organization  needed  to 
see  that  the  service  is  properly  provided— e.g.  to 
ensure  better  distribution  of  resources  and  to  give 
scope  to  new  methods,  such  as  group  practice  in 
Health  Centres. 

In  setting  up  the  organization  for  a full  health  and 
medical  service  for  Scotland,  the  Minister  of  Health 
is  to  be  responsible  to  Parliament  and  the  people. 
In  addition  there  is  to  be  a Central  Health  Services 
Council  to  act  in  an  advisory  capacity  and  to  be 
appointed  by  the  Minister  in  consultation  with 
general  practitioners,  specialists,  medical  teachers, 
hospital  organizations,  and  other  professional  inter- 
ests. Also  there  is  to  be  set  up  a Central  Medical 
Board  to  act  as  the  “employer”  body  to  formulate 
the  contracts  with  the  general  practitioners  and  to 
distribute  and  look  after  the  welfare  of  practitioners 
and  assistants. 

Local  organizations  are  to  be  formed  based  on 
county  and  county  borough  councils,  and  combina- 
tions of  these  are  to  form  hospital  areas.  Local 
Health  Services  Councils  are  to  be  set  up  in  the 
joint  authority  areas  to  serve  a similar  purpose  to  the 
Central  Health  Services  Council.  Provisions  are 
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made  for  hospital  and  consultant  services,  for  gen- 
eral medical  practice  and  for  clinic  and  other  local 
services. 

This  health  and  medical  service  is  to  be  free  to  all, 
apart  from  possible  charges  for  certain  appliances. 
Questions  of  disability  benefits,  for  those  ill  at  home 
and  for  those  in  hospital,  are  to  be  dealt  with  later 
in  proposals  on  social  insurance.  The  cost  of  the 
service  is  to  be  met  from  both  central  and  local 
public  funds. 

The  method  of  remunerating  physicians  is  par- 
ticularly interesting  as  it  shows  that  the  government 
does  not  contemplate  the  introduction  of  a univer- 
sally salaried  system.  It  does  propose,  however,  that 
physicians  participating  shall  be  remunerated  on  a 
basis  of  salaries  or  the  equivalent  in  any  part  of  the 
service  in  which  this  form  of  payment  is  necessary 
to  efficiency.  Whether  salaries,  part  salaries,  or  capi- 
tation fees  are  the  basis  of  payment,  two  principles 
are  required: 

( 1 ) The  physicians  participating  must  be  assured 
of  an  adequate  and  appropriate  income. 

(2)  The  aim  must  be  to  achieve  a system  flexible 
enough  to  allow  for  proper  variations  attributable 
to  extra  qualifications  and  extra  energy  and  interest, 
as  well  as  representing  the  reasonable  and  normal 
expectations  of  general  practice  at  all  its  stages. 

The  estimated  total  annual  cost  of  such  a service 
in  Scotland  would  be  £ 15.8  millions,  (about 
$64,000,000)  27%  to  come  from  the  Social  Insurance 
scheme,  34%  from  the  rate  payer,  and  39%  from 
the  taxpayer. 


News  From  Washington 

OBSTETRIC  AND  PEDIATRIC  SERVICES  FOR  WIVES  AND 
INFANTS  OF  SERVICEMEN 

Hearings  were  scheduled  for  April  27  on  esti- 
mates of  appropriations  for  a continuation  of  the 
E.M.I.C.  program.  The  hearings  were  before  a sub- 
committee of  the  House  Committee  on  Appropria- 
tions of  which  Congressman  Hare  of  South  Caro- 
lina is  chairman. 

The  amount  of  appropriation  requested  is  $20,- 
000,000.  Ordinarily  this  appropriation,  when  author- 
ized, would  be  available  for  allotment  during  the 
fiscal  year  beginning  July  1,  1944.  The  President  has 
asked  the  Congress,  however,  to  authorize  the  allot- 
ment of  this  money  immediately  after  the  enactment 
of  the  law. 


The  President,  too,  has  suggested  two  changes  in 
the  program:  (1)  He  recommends  an  extension  of 
it  to  include  the  wives  and  infants  of  Army  aviation 
cadets;  (2)  he  recommends  that  not  in  excess  of  four 
per  cent  of  the  federal  appropriation  be  made  avail- 
able for  allotment  to  state  health  agencies  for  ex- 
penses incurred  in  administering  the  program  on  a 
state  level,  such  allotments  to  be  on  the  basis  of  need 
as  determined  by  the  Children’s  Bureau.  These 
recommendations  are  pending  before  the  House 
Committee  on  Appropriations  and  will  undoubtedly 
be  taken  into  consideration  at  the  time  consideration 
is  given  to  the  pending  estimates  for  additional 
appropriations  for  the  program. 

X-RAY  TECHNICIANS  AS  COMMISSIONED  OFFICERS  IN 
ARMY  AND  NAVY  MEDICAL  CORPS 

H.R.  4554,  introduced  by  Representative  Davis, 
Tennessee,  and  pending  in  the  House  Committee  on 
Military  Affairs.  A bill  authorizing  the  appointment 
of  x-ray  technicians  as  commissioned  officers  in  the 
Medical  Corps  of  the  Army  and  the  Medical  Corps 
of  the  Navy. 

This  bill  proposes  to  authorize  the  President  to 
appoint  as  commissioned  officers  in  the  Medical 
Corps  of  the  Army  and  the  Medical  Corps  of  the 
Navy,  on  the  recommendation  of  the  Surgeon  Gen- 
eral of  the  Army  or  Navy,  as  the  case  may  be,  x-ray 
technicians  who  are  regularly  registered  to  practice 
as  such  in  any  State  or  in  the  District  of  Columbia. 
The  Surgeon  Generals  of  the  Army  and  Navy  will 
be  authorized  jointly  and  severally  to  prescribe 
regulations  to  govern  the  recommendation  of  such 
x-ray  technicians  for  commissions. 

CHIROPRACTIC  CORPS  IN  ARMY  MEDICAL  DEPARTMENT 

H.R.  4533,  introduced  by  Representative  Tolan, 
California,  and  pending  in  the  House  Committee  on 
Military  Affairs.  A bill  to  establish  a Chiropractic 
Corps  in  the  Medical  Department  of  the  United 
States  Army. 

The  establishment  in  the  Medical  Department  of 
the  Army  of  a Chiropractic  Corps  is  contemplated 
by  this  bill.  The  duties  of  the  officers  of  the  corps 
will,  it  is  proposed,  be  prescribed  by  the  Surgeon 
General  and  will  in  general  be  to  provide  chiroprac- 
tic service  to  the  Army  in  the  same  manner  as  “other 
professional  corps  provide  specialized  professional 
service.”  The  Surgeon  General  of  the  Army  will  be 
authorized  to  appoint  officers  in  the  Corps  in  such 
number  as  shall  be  in  the  ratio  of  one  officer  of  the 
Chiropractic  Corps  to  each  one  hundred  officers  of 
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the  Medical  Department,  original  appointments  to 
be  in  the  grade  of  second  lieutenant. 

The  bill  also  contemplates  the  establishment  with- 
in the  Medical  Department  of  a Chiropractic  Re- 
serve Corps  in  accordance  with  the  provisions  of 
the  National  Defense  Act. 

MILITARY  RANK  FOR  MEMBERS  OF  ARMY  NURSE  CORPS 

A bill  pending  in  the  Senate  Committee  on  Mili- 
tary Affairs,  S.  1781,  introduced  by  Senator  John- 
son, Colorado,  proposes  to  provide  for  full  military 
rank  for  members  of  the  Army  Nurse  Corps,  dieti- 
tians, and  physical  therapy  aides.  Another  bill,  H.R. 
4445,  introduced  by  Representative  Bolton,  Ohio, 
and  pending  in  the  House  Committee  on  Military 
Affairs,  would  authorize  the  temporary  appointment 
as  officers  in  the  Army  of  the  United  States  of 
members  of  the  Army  Nurse  Corps,  female  persons 
having  the  necessary  qualifications  for  appointment 
in  such  corps,  female  dietetic  and  physical  therapy 
personnel  of  the  Medical  Department  of  the  Army, 
exclusive  of  students  and  apprentices,  and  female 
persons  having  the  necessary  qualifications  for  ap- 
pointment in  such  department  as  female  dietetic  or 
physical  therapy  personnel.  A companion  bill,  S. 
1808,  introduced  by  Senator  Johnson,  Colorado,  is 
pending  in  the  Senate  Committee  on  Military 
Affairs. 

OSTEOPATHS  AS  COMMISSIONED  MEDICAL  OFFICERS  IN 
THE  NAVY 

The  Navy  Department  appropriation  bill  for  the 
fiscal  year  ending  June  30,  1945,  H.R.  4559,  has 
passed  the  House  of  Representatives.  This  bill  re- 
tains the  provision  in  existing  law  authorizing  the 
use  of  appropriations  for  the  Naval  Establishment 
for  the  pay  of  commissioned  medical  officers  who 
are  graduates  of  reputable  schools  of  osteopathy. 
The  provision  is  permissive  in  form. 

During  the  course  of  the  hearing  before  a sub- 
committee of  the  House  Committee  on  Appropria- 
tions on  this  bill,  Representative  Sheppard,  of  Cali- 
fornia, submitted  the  following  question  to  Vice 
Admiral  Ross  T.  Mclntire,  Chief  of  the  Bureau  of 
Medicine  and  Surgery  of  the  Navy. 

“We  have  discussed  on  one  or  two  occasions,  at 
some  length,  the  question  of  commissioning  as  medi- 
cal officers  graduates  of  reputable  schools  of  osteo- 
pathy. You  have  on  such  occasions  indicated  your 
attitude  fully  and  clearly.  Have  you  done  anything 
in  that  regard  since  you  last  appeared  before  us?” 

Admiral  Mclntire  responded  in  this  manner: 


“It  is  my  understanding  that  within  the  past  year, 
some  of  the  better  schools  of  osteopathy  have  modi- 
fied their  curricula  to  include  preventive  medicine, 
and  chemotherapy.  This  improved  their  courses  of 
instruction  and  eventually  w ill  result  in  better  pro- 
fessional qualifications  for  their  graduates;  however, 
at  this  time  the  standard  osteopathic  education  does 
not  meet  the  requirements  of  colleges  of  medicine 
which  give  the  degree  of  doctor  of  medicine  to  their 
graduates. 

“In  order  that  all  personnel  of  the  Navy,  Marine 
Corps,  and  Coast  Guard  assigned  to  the  Navy  may 
have  available  to  them  the  highest  type  of  profes- 
sional service  it  is  considered  to  be  to  the  best  inter- 
ests of  the  Medical  Department  of  the  Navy  that 
only  those  physicians  and  surgeons  who  have  gradu- 
ated from  a class  A medical  school  be  accepted  for 
appointment  in  the  Medical  Corps. 

“In  my  testimony  of  last  year  before  this  com- 
mittee I pointed  out  that  osteopathic  graduates  were 
not  given  unlimited  licenses  to  practice  medicine  and 
surgery  in  all  States  and  Territories  of  the  United 
States  and  I believe  the  Navy  would  be  subject  to 
severe  criticism  if  it  forceably  subjected  its  service 
personnel  to  medical  and  surgical  treatment  from 
other  than  medical  officers  who  are  considered  fully 
qualified  in  all  aspects  to  administer  this  type  of 
treatment.  It  is  not  practicable  to  accept  into  the 
Medical  Corps  of  the  Navy  a group  of  physicians 
whose  professional  qualifications  are  restricted  to  a 
special  type  of  treatment  and  who  in  many  States 
are  not  licensed  to  administer  narcotics,  and  whose 
scope  of  the  practice  of  medicine  and  surgery  is 
limited.” 

INDUSTRIAL  HYGIENE  UNDER  JURISDICTION  OF  LABOR 
DEPARTMENTS 

H.R.  4371,  introduced  by  Representative  Nor- 
ton, New  Jersey,  and  pending  before  the  House 
Committee  on  Rules  with  a favorable  report  from 
the  House  Committee  on  Labor.  A bill  to  provide 
for  cooperation  with  state  agencies  administering 
labor  laws  in  establishing  and  maintaining  safe  and 
proper  working  conditions  in  industry  and  in  the 
preparation,  promulgation  and  enforcement  of 
regulations  to  control  industrial  health  hazards. 

This  bill  would  authorize  an  annual  appropriation 
of  $5,000,000  to  enable  the  United  States  Depart- 
ment of  Labor  to  cooperate  with  state  agencies  ad- 
ministering labor  laws  in  establishing  and  maintain- 
ing safe  and  proper  working  conditions  in  industry 
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and  in  the  preparation,  promulgation,  and  enforce- 
ment of  regulations  to  control  industrial  health 
hazards.  The  federal  money  will  be  allotted  by  the 
Secretary  of  Labor  for  use  by  cooperating  state 
agencies  administering  labor  laws  on  the  basis  of 
( 1 ) the  population;  (2)  the  number  of  wage  earners; 
(3)  the  special  safety  and  health  problems  in  indus- 
try; (4)  the  number  of  workers  afforded  protection 
by  the  state  law  and  the  cost  of  proper  and  efficient 
administration  of  such  law;  and  (5)  the  financial 
needs  of  the  respective  States. 

State  plans  must  be  developed  jointly  by  the 
agency  administering  the  labor  laws  of  the  State  and 
the  Division  of  Labor  Standards  and  must  be  ap- 
proved by  the  Secretary  of  Labor.  The  bill  pro- 
vides that  in  the  operation  of  such  plans  the  available 
services  and  facilities  of  public  health  authorities  in 
the  field  of  industrial  hygiene  shall  be  utilized. 

The  creation  of  an  Industrial  Safety  Commission 
in  the  Office  of  the  Secretary  of  the  Department  of 
Labor  is  contemplated.  I he  Commission,  to  be  ap- 
pointed by  the  Secretary  of  Labor,  will  consist  of 
three  members,  one  a representative  of  the  public 
who  will  be  chairman,  one  a representative  of  em- 
ployers and  one  a representative  of  employees,  lire 
Commission  will  be  directed  ( 1 ) to  recommend  to 
the  Secretary  of  Labor  reasonable  standards,  meth- 
ods and  procedures  for  establishing  safe  working 
conditions  in  industry  with  a view  to  encouraging 
more  effective  control  of  hazardous  conditions  by 
the  several  States. 

servicemen’s  AID  ACT  OF  1944;  OTHER  VETERANS’ 
LEGISLATION 

The  Senate  has  passed  without  a dissenting  vote 
the  bill  introduced  by  Senator  Clark  of  Missouri, 
for  himself  and  78  other  Senators,  S.  1767,  proposing 
federal  aid  for  the  readjustment  in  civilian  life  of 
returning  World  War  II  veterans.  The  bill  is  now 
pending  in  the  House  Committee  on  World  War 
Veterans’  Legislation. 

In  the  language  of  the  report  of  the  Senate  Com- 
mittee on  Finance  (Report  No.  755):  “This  meas- 
ure is  designed  to  be  a comprehensive  bill  of  rights 
for  the  returning  veterans  of  the  present  titanic 
conflict.  It  aims  to  state  comprehensively  and  clear- 
ly the  rights  and  benefits  to  which  these  veterans 
will  be  entitled  and  to  state  clearly  and  simply  the 
way  in  which  these  rights  may  be  obtained.  . . . 

The  bill  is  presented  as  being  a fundamental  bill  of 
rights  to  facilitate  the  return  of  service  men  and 


women  to  civilian  life.  The  committee  does  not  con- 
tend that  it  is  or  can  be  the  last  word  on  the  sub- 
ject. We  do  assert  that  it  is  a comprehensive  state- 
ment of  the  measures  presently  necessary  and  that 
it  represents  the  very  least  that  should  be  done  at 
this  time  both  in  justice  to  the  veterans  and  in  en- 
lightened self  interest  for  the  remainder  of  the 
country.” 

Among  other  things,  S.  1767  declares  the  Veter- 
ans’ Administration  to  be  an  agency  of  the  United 
States  vital  to  the  successful  prosecution  of  the  war 
and  entitled  to  priorities  second  only  to  the  War  and 
Navy  Departments;  directs  the  Administrator  of 
Veterans’  Affairs  and  the  Federal  Board  of  Hos- 
pitalization to  expedite  the  construction  of  addi- 
tional hospital  facilities  for  war  veterans  and  to 
enter  into  agreements  and  contracts  for  the  use  of 
suitable  Army  and  Navy  hospitals  by  the  Veterans’ 
Administration  after  cessation  of  hostilities  and  after 
such  institutions  are  no  longer  needed  by  the  armed 
services;  appropriates  $500,000,000  for  the  construc- 
tion of  additional  hospital  facilities;  authorizes  the 
Administrator  of  Veterans’  Affairs  and  the  Secretary 
of  War  and  the  Secretary  of  the  Navy  to  enter  into 
agreements  for  the  mutual  use  or  exchange  of  use 
of  hospital  and  domiciliary  facilities;  provides  for 
the  transfer  or  detail  of  commissioned  or  enlisted 
personnel  from  the  armed  forces  to  the  Veterans’ 
Administration  and  provides  for  the  postwar  educa- 
tion and  training  of  any  person  who  served  in  the 
active  military  or  naval  service  on  or  after  Septem- 
ber 16,  1940  and  prior  to  the  termination  of  the 
present  war  and  whose  education  or  training  was 
interrupted  or  prevented  by  service  or  who  requires 
a refresher  or  retraining  course  to  fit  him  for  em- 
ployment or  profession. 

Other  pending  bills  contemplate  the  construction 
of  a 2,000  bed  patient  veterans’  hospital  in  Law- 
rence, Massachusetts  (H.R.  4119),  a 1,000  bed  vet- 
erans’ hospital  in  central  California  (H.R.  4560),  a 
new  hospital  and  diagnostic  center  in  the  county  of 
Queens,  city  and  state  of  New  York  (H.R.  4561),  a 
1,000  bed  veterans’  hospital  for  neuropsychiatric 
patients  at  or  near  Gum  Springs,  Winn  Parish, 
Louisiana  (H.R.  4447),  and  a 2,000  bed  veterans’ 
hospital  in  northwest  Louisiana,  near  Shreveport 
(H.R.  4270).  All  of  these  bills  are  pending  in  the 
House  Committee  on  World  War  Veterans’  Legis- 
lation. 

Another  bill  introduced  by  Representative  Rogers, 
Massachusetts,  H.R.  4500,  and  pending  in  the  House 
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Committee  on  World  War  Veterans’  Legislation, 
provides  that  no  person  requiring  a dental  appliance, 
wheel  chair,  artificial  limb,  or  similar  appliance  for 
disability  incurred  in  line  of  duty  shall  be  discharged 
or  released  from  active  duty  in  the  armed  forces 
until  such  person  is  fitted  with  a satisfactory  appli- 
ance or  other  prosthesis,  and  has  received  adequate 
instruction  and  training  in  its  use. 

Two  other  bills,  S.  1778,  introduced  by  Senator 
Langer,  North  Dakota,  and  S.  1813,  introduced  by 
Senator  Wagner,  New  York,  for  himself  and  Sena- 
tor George,  Georgia,  and  Senator  Clark,  Missouri, 
propose  methods  by  which  persons  in  the  military 
service  may  be  assured  the  federal  old-age  and  sur- 
vivors insurance  benefits  of  the  Social  Security  Act. 

The  establishment  of  an  executive  department  to 
be  known  as  the  Department  for  Veterans  is  con- 
templated by  H.R.  4208,  introduced  by  Representa- 
tive Fay,  New  York,  and  pending  in  the  House 
Committee  on  Expenditures  in  the  Executive  De- 
partments. At  the  head  of  this  new  department,  it 
is  proposed,  will  be  a Secretary  for  Veterans  to  be 
appointed  by  the  President,  by  and  with  the  advice 
and  consent  of  the  Senate,  who  will  be  a member  of 
the  President’s  Cabinet. 

The  Senate  Committee  on  Education  and  Labor 
has  reported  S.  1509  to  the  Senate  with  recom- 
mendation that  it  pass,  a bill  to  provide  for  the 
education  and  training  of  members  of  the  armed 
forces  and  the  merchant  marine  after  their  discharge 
or  conclusion  of  service.  Such  education  and  train- 
ing may  be  given  in  private  or  public  elementary, 
secondary  and  other  schools  furnishing  education 
for  adults,  business  schools  and  colleges,  scientific 
and  technical  institutions,  colleges,  vocational 
schools,  junior  colleges,  teachers’  colleges,  normal 
schools,  and  professional  schools  and  universities. 
Provision  is  made  too  for  apprentice  or  other  train- 
ing on  the  job. 

CODIFICATION  OF  THE  LAWS  RELATING  TO  THE  UNITED 
STATES  PUBLIC  HEALTH  SERVICE 

Representative  Bulwinkle  has  introduced  a re- 
vised version  of  Ll.R.  3379  embodying  certain 
changes  in  the  original  bill  to  which  the  House 
Committee  on  Interstate  and  Foreign  Commerce  has 
agreed.  The  new  number  of  the  bill  is  H.R.  4624 
and  it  has  already  been  reported  to  the  House. 

The  new  bill  continues  the  following  language 
contained  in  the  original  bill:  “No  regulation  re- 
lating to  qualifications  for  appointment  of  medical 
officers  or  employees  shall  give  preference  to  any 


school  of  medicine.”  This  relates  to  appointments  in 
the  United  States  Public  Health  Service. 

In  addition,  there  has  been  added,  as  section  609, 
the  following  language  which  is  at  present  contained 
in  Public  Law  184,  Seventy-eighth  Congress:  “For 
the  duration  of  the  present  war  and  for  six  months 
thereafter  graduates  of  reputable  osteopathic  col- 
leges shall  be  eligible  for  appointment  as  reserve 
officers  in  the  Service.” 

While  H.R.  4624  purports  to  be  a codification 
measure,  it  cannot  accurately  be  described  as  such, 
for  it  proposes  a number  of  changes  in  existing  law. 
Some  of  these  changes  seem  to  be  minor  ones  in- 
serted for  the  purpose  of  clarification;  others  are 
substantial.  Only  two  of  such  substantial  changes 
are  referred  to  at  the  present  time. 

Section  301(d)  proposes  to  authorize  the  Sur- 
geon General  to  “iMake  grants  in  aid  to  universities, 
hospitals,  laboratories,  and  other  public  or  private 
institutions,  and  to  individuals  for  such  research 
projects  as  are  recommended  by  the  National  Ad- 
visory Health  Council,  or,  with  respect  to  cancer, 
recommended  by  the  National  Advisory  Cancer 
Council.” 

With  respect  to  this  particular  subsection,  Sur- 
geon General  Parran  testified  as  follows  before  the 
subcommittee  of  the  House  Committee  on  Inter- 
state and  Foreign  Commerce:  “May  1 point  out  in 
the  same  section,  301,  a further  broadening  of 
authority  in  301(d),  we  propose  to  make  grants  in 
aid  to  universities,  hospitals,  laboratories,  and  other 
public  or  private  institutions.  The  wording  of  sec- 
tion 301(d)  would  extend  the  authority  as  regards 
cancer,  under  the  same  safeguards,  to  all  other  types 
of  research  which  the  Public  Health  Service  is 
carrying  out.  This  is  a very  important  and  much 
needed  extension  of  present  authority. 

“There  is  being  built  up  in  this  country  the  very 
finest  relationship  in  connection  with  cancer  re- 
search between  the  scientific  institutions  and  the 
Public  Health  Service.  It  has  furnished  a pattern 
which  I hope  may  be  continued  and  expanded  in 
respect  of  other  research  problems  with  which  we 
are  faced.” 

Section  314(b)  proposes  an  annual  appropriation 
not  to  exceed  $20,000,000  to  enable  the  Surgeon 
General  to  assist  States,  counties,  health  districts, 
and  other  political  subdivisions  of  the  States  in 
establishing  and  maintaining  adequate  public  health 
services,  including  grants  for  demonstrations  and 
for  the  training  of  personnel  for  state  and  local 
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health  work.  Title  VI  of  the  Social  Security  Act 
authorizes  an  annual  appropriation  of  only  $11,- 
000,000  for  similar  purposes. 

DIVISION  OF  TUBERCULOSIS  CONTROL  IN  THE  UNITED 
STATES  PUBLIC  HEALTH  SERVICE 

Companion  bills  have  been  introduced  to  estab- 
lish, for  the  investigation  and  control  of  tubercu- 
losis, a Division  of  Tuberculosis  Control  in  the 
Public  Health  Service.  S.  1851,  introduced  by 
Senator  Thomas,  Utah,  is  pending  in  the  Senate 
Committee  on  Education  and  Labor.  H.R.  4615, 
introduced  by  Representative  Bulwinkle,  North 
Carolina,  is  pending  in  the  House  Committee  on 
Interstate  and  Foreign  Commerce.  This  legislation 
is  sponsored  by  the  National  Tuberculosis  Asso- 
ciation. 

An  appropriation  of  $10,000,000  is  to  be  author- 
ized for  the  fiscal  year  ending  June  30,  1945,  and 
for  each  fiscal  year  thereafter  a sum  sufficient  to 
carry  out  the  purposes  of  the  legislation.  T he  Sur- 
geon General  will  be  authorized,  with  the  approval 
of  the  Federal  Security  Administrator  to  determine 
the  sum  to  be  made  available  for  allotment  among 
the  several  States. 

The  Surgeon  General  will  be  authorized  (1)  to 
make  studies,  investigations,  and  demonstrations 
with  respect  to  developing  more  effective  measures 
of  prevention,  treatment,  and  control  of  tubercu- 
losis; (2)  to  assist,  through  state  health  authorities, 
by  grants  and  as  otherwise  provided  in  the  bill, 
States,  counties,  health  districts,  and  other  political 
subdivisions  of  States  in  establishing  and  maintaining 
adequate  measures  for  the  prevention,  treatment,  and 
control  of  tuberculosis,  including  construction, 
maintenance,  and  operation,  and  the  training  of  per- 
sonnel for  State  and  local  health  work;  (3)  to  con- 
trol the  spread  of  tuberculosis  in  interstate  traffic; 
and  (4)  to  meet  certain  expenses. 

In  commenting  on  the  need  for  an  expansion  of 
activities  in  the  field  of  tuberculosis  control,  Sur- 
geon General  Parran  testified  as  follows  during  the 
course  of  the  hearing  on  the  bill  to  codify  the  laws 
of  the  Public  Health  Service,  H.R.  3379:  “My  com- 


ment about  the  need  for  expanding  Federal  assist- 
ance into  fields  where  science  has  given  us  better 
tools  with  which  to  work  is  illustrated  by  the 
problem  of  tuberculosis.  In  this  field  in  recent  years 
new  knowledge  has  been  gathered  which  makes  it 
possible  and  economical,  within  a measurable  time, 
to  eliminate  tuberculosis  as  a public  health  problem 
in  this  country.  That  will  require  substantial  appro- 
priations, Federal  and  State,  but  measurable  appro- 
priations.” 

Soldiers’  Wives  Not  Charity  Patients 

As  the  result  of  an  opinion  handed  down  by 
Attorney  General  George  F.  Barrett  of  Illinois, 
Cook  County  Hospital,  being  a charity  institution, 
is  not  eligible  to  participate  in  the  Federal  Emer- 
gency Medical  and  Infant  Care  program.  Attorney 
General  Barrett  has  ruled  that  “wives  of  enlisted 
men  of  the  Army  or  Navy  who  are  about  to  become 
mothers  are  not  charity  cases  and  must  not  be 
treated  as  such.”  They  may  choose  their  own  physi- 
cian and  go  to  any  hospital  they  select  to  have  their 
babies.  Federal  authorities  have  threatened  to  with- 
hold the  money  Congress  appropriated  unless  the 
charity  clinics  were  made  part  of  the  service.  The 
Illinois  Department  of  Public  Health  and  the 
Chicago  Medical  Society  objected. 

Thus  do  we  perceive  more  clearly  the  motives  of 
these  bureaucrats  who  come  to  our  soldiers’  wives 
“bearing  gifts.” 

Washington  Office  Opened 

An  Office  of  Information  in  Washington,  D.  C., 
was  opened  on  April  3 by  the  Council  on  Medical 
Service  and  Public  Relations  of  the  American  Medi- 
cal Association,  The  Journal  of  the  Association  re- 
ports in  its  April  8 issue.  It  is  located  in  suite  900, 
Columbia  Medical  Building,  1835  * Street,  North- 
west. A large  number  of  booklets,  pamphlets  and 
other  published  material  are  being  sent  to  Washing- 
ton, where  they  will  be  readily  available  to  those 
desiring  information  concerning  the  various  fields 
of  medicine  and  the  activities  of  the  Association. 
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THOUSANDS  HAVE  SAID  — “Cleverest  little  device  IVe 

seen  in  thirty  years  of  practice!”  Thus,  they  refer  to  the  $37.50  “Hyfrecator,” 
for  the  permanent  removal  of  foreign  growths  by  the  proven  electrodesic- 
cation method.  Write  or  phone  for  your  free  twenty-four  page  booklet 
“Symposium  on  Electrodesiccation.”  No  obligation;  but  we  shall  offer  to 
sell  you  one  of  the  “Hyfrecators”,  of  course.  Professional  Equipment  Com- 
pany, 36  Howe  Street,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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OF  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

1943  - 1944 

( Continued  ) 


REPORT  OF  THE  SECRETARY 

The  year  covered  by  this  report  has  been  a period  when 
almost  anything  could  happen  and  many  things  did.  It  was 
four  years  ago  that  the  Society  embarked  on  the  expanded 
program  which  had  just  begun  to  take  definite  form  when 
our  country  became  involved  in  war,  the  full  impact  of 
which  was  not  felt  at  once  but  as  time  has  gone  on  it  lias 
become  increasingly  clear  that  all  of  the  Society’s  activities 
and  objectives  have  been  altered  by  it. 

Many  projects  in  which  the  Society  was  engaged  have  had 
to  be  curtailed  because  of  the  removal  from  the  State  of 
interested  and  hard  working  members  for  service  with  their 
country.  In  some  instances  it  has  not  been  possible  to  find 
exactly  the  right  replacement  to  fill  the  gaps  that  were  left, 
but  there  is  a firm  determination  on  the  part  of  the  Council 
and  the  officers  of  the  Society  that  our  program  and  progress 
will  be  disturbed  as  little  as  is  possible  so  that  when  peace 
does  come  the  Society  will  be  ready  to  meet  the  inevitable 
post  war  problems  better  prepared  than  it  was  for  war. 

It  would  have  been  easy  to  forego  and  forsake  under  stress 
of  war  many  of  the  fine  things  that  this  Society  has  accom- 
plished. For  example,  it  was  advocated  by  some  that  our 
meetings,  particularly  the  Clinical  Congress,  be  discontinued 
during  the  war.  But  realistic  and  far  seeing  ones  knew  that  it 
was  more  important  than  ever  to  maintain  the  Society’s 
activities  and  little  lias  actually  been  given  up. 

The  membership  of  the  Society  has  continued  to  grow  in 
a modest  fashion  in  spite  of  the  reduction  in  the  number  of 
new  physicians  entering  practice  in  the  State  and  the  separa- 
tion of  many  young  physicians  who  had  settled  here  but 
had  not  had  the  opportunity  to  become  members  of  the 
Society.  The  regulations  surrounding  election  of  members  in 
the  county  associations  have  been  relaxed  somewhat  in  order 
to  permit  the  acceptance  of  young  physicians  as  members 
before  they  left  for  military  service,  because  it  is  realized 
that  state  society  membership  brings  a distinct  advantage  to 
the  soldier-physician  on  active  duty.  The  present  member- 
ship of  the  Society  including  elections  at  the  annual  county 
association  meetings  is  now  2,062,  the  highest  figure  that  it 
has  ever  reached.  506  of  our  members  are  now  in  military 
service. 

In  its  finances  the  Society  has  continued  to  operate  well 
within  its  means  and,  as  will  be  pointed  out  tomorrow  in 
Dr.  Miller’s  address,  rather  remarkable  progress  has  been 
made  in  the  building  up  of  its  resources  and  assets  during  the 
last  five  years.  As  we  give  serious  consideration  to  the 
acquisition  of  a building  for  our  headquarters  there  is  surely 
an  element  of  comfort  in  knowing  that  we  can  afford  it. 

The  budget  for  1944,  as  passed  by  the  House  of  Delegates, 


included  an  item  for  an  executive  assistant  to  the  secretary. 
As  might  be  expected  there  has  been  some  delay  in  finding 
the  proper  person  to  fill  that  position.  I am  now  pleased  to 
report  that  Dr.  Grace  Mooney  has  accepted  the  appointment 
and  came  to  us  on  May  1.  Dr.  Mooney  is  a graduate  in  public 
health  and  has  had  interesting  experience  in  public  adminis- 
tration. 

Later  you  will  be  asked  to  vote  upon  a resolution  pre- 
sented by  the  House  of  Delegates  which  recommends  steps 
be  taken  to  amend  the  By-Laws  of  County  Associations  to 
permit  the  collection  of  State  and  County  Association  dues 
by  the  Treasurer  of  the  State  Society  and  the  return  of 
County  Association  dues  to  the  several  county  organizations. 
This  subject  has  been  under  careful  consideration  for  some 
time.  It  is  a deviation  from  the  original  plan  of  the  Society 
but  is  in  no  sense  to  be  considered  an  inroad  on  the  autonomy 
of  the  County  Associations.  It  is  recommended  solely  on  the 
practical  grounds  of  good  administration.  Only  one  Countv 
Association  maintains  a central  office  and  a paid  employee. 
In  other  counties  the  affairs  of  the  County  Association  are 
carried  on  by  willing  but  busy  secretaries  and  if  occasion- 
ally there  have  been  evidences  that  the  affairs  of  the  county 
associations  in  their  relations  to  the  State  Society  have  been 
performed  in  a somewhat  casual  manner,  no  one  should  be 
criticized.  It  is,  however,  possible  for  the  office  of  the  State 
Society,  with  its  mechanisms  and  full  time  personnel,  to 
serve  as  the  collecting  agency  for  itself  and  also  for  the 
County  Associations  relieving  the  now  harassed  secretaries 
of  the  County  Associations  from  that  somewhat  trying  re- 
sponsibility. It  is  further  believed  that  under  this  system  the 
dues  to  the  State  Society  and  to  the  County  Associations 
will  be  paid  more  promptly  and  that  accounting  of  the  funds 
of  the  State  Society  will  be  simplified.  In  making  this  pro- 
posal the  Council  wishes  to  reflect  no  discredit  to  the  opera- 
tion of  these  offices  by  the  county  secretaries  but  rather  to 
suggest  a reasonable  measure  whereby  their  duties  can  be 
lightened  to  advantage. 

You  will  be  asked  also  to  vote  upon  a resolution  pre- 
sented by  the  Council  which  asks  for  the  appointment  of  a 
special  committee  to  study  the  subject  of  the  practice  of 
osteopathy  and  osteopathic  licensure  in  Connecticut.  This 
matter  is  before  the  Society  biennially  when  efforts  are 
made  on  the  part  of  the  small  group  of  osteopathic  physicians 
to  liberalize  the  laws  regulating  the  practice  of  osteopathy 
in  order  that  they  may  extend  their  activities  into  the  fields 
of  medicine  and  surgery.  Up  to  the  present  the  efforts  of  the 
osteopathic  profession  before  the  legislature  of  Connecticut 
have  not  been  successful  but  it  is  to  be  expected  that  these 
efforts  will  be  renewed  every  two  years  and  the  time  is 
surely  here  when  the  attitude  of  the  medical  profession 
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toward  the  practice  of  osteopathy  should  be  logical  and 
sound,  based  upon  knowledge  and  facts  and  not  simply  the 
biennial  rearrangement  of  old  prejudices. 

There  is  also  before  you  a proposed  amendment  to  the 
By-Law  of  the  Society  that  sets  forth  the  purposes  of  the 
Society.  It  seems  inevitable  that  organizations  of  this  kind 
will  in  the  fairly  near  future  be  faced  with  the  imposition  of 
income  taxes  unless  the  purposes  of  the  organizations  are 
beyond  criticism  and  they  cannot  be  construed  to  be  political 
pressure  groups.  There  are  other  circumstances  of  trouble- 
some legal  quibbling  about  the  purposes  of  medical  organiza- 
tions that  make  the  present  wording  of  the  By-Law  danger- 
ous and  the  Society  might  find  itself  in  an  unhappy  expe- 
rience because  of  this  section  if  it  became  involved  in  any 
sort  of  tax  inquiry. 

It  is  proper,  I believe,  to  include  in  this  report  a statement 
of  the  activities  of  the  Procurement  and  Assignment  Service 
of  the  War  Manpower  Commission  as  it  has  operated  in  this 
State.  When  this  agency  was  organized  in  1941,  before  the 
declaration  of  war,  I am  sure  no  one  anticipated  the  extent 
and  diversity  of  the  functions  it  would  be  called  upon  to 
discharge.  It  has  expanded  from  a small  and  quite  informal 
governmental  activity  to  a fully  developed  administrative 
agency,  a segment  of  the  War  Manpower  Commission.  This 
Society,  like  those  in  every  other  state,  willingly  assumed  its 
rather  limited  original  purpose  but  as  time  has  gone  on  it  has 
become  increasingly  complicated  and  it  may  be  anticipated 
that  it  will  continue  for  a while  at  least  into  the  post  war 
period.  After  two  years  as  the  guest  in  the  State  Society’s 
office,  the  Procurement  and  Assignment  activities  are  now 
centered  in  quarters  of  its  own  located  adjacent  to  our 
offices  in  New  Haven  and  government  secretarial  personnel 
is  provided. 

The  exact  number  of  physicians  of  our  country  who  are 
now  serving  with  the  Forces  has  not  been  announced  lately 
but  it  must  be  rapidly  approaching  60,000.  Connecticut  has 
contributed  about  800  which  is  a creditable  showing  for  a 
state  of  its  size,  and  the  end,  although  it  must  be  in  sight 
because  of  natural  limitations,  is  not  reached.  There  has 
been  a heavy  demand  for  medical  officers,  particularly  for 
the  Navy,  during  recent  weeks  and  we  arc  constantly  urged 
to  recruit  and  provide  an  additional  number.  Connecticut 
remains  one  of  the  states  where  there  is  still  a relatively  large 
pool  of  physicians  in  proportion  to  its  population  and  for 
that  reason  the  State  is  expected  to  supply  more  medical 
officers.  Recruiting  is  presently  stimulated  among  the  group 
of  physicians  under  38  years  of  age  by  the  action  of  the  * 
Selective  Service  and  a few  volunteers  are  still  coming 
forward  from  the  group  over  38.  In  general  it  may  be  said 
that  medical  care  lias  not  dropped  to  a dangerous  level  in 
this  State  and  it  is  rare  indeed  that  comment  is  received  from 
the  public  that  their  communities  are  being  unduly  deprived 
of  medical  personnel.  There  are  still  about  75  physicians,  of 
all  ages,  classified  as  available  for  military  service  but  as 
separations  actually  come  about  their  availability  must  be 
revised. 

Our  relationship  with  the  State  Selective  Service  continues 
to  be  fully  cooperative  and  understanding.  The  discontinu- 
ance of  the  Local  Board  examinations  relieved  more  than  200 
physicians  of  duties  in  that  connection  and  gave  them  added 


time  to  attend  to  their  practices.  An  Induction  Center  was 
established  in  New  Haven  during  1943  and  soon  thereafter 
the  center  at  Hartford  was  discontinued.  The  station  at  New 
Haven  is  adequate  to  meet  the  induction  requirements  for 
the  entire  State.  The  center  at  New  Haven  operates  six  days 
a week  and  more  than  600  registrants  have  been  processed 
in  some  days.  The  Army  and  the  people  of  Connecticut  are 
deeply  indebted  to  our  many  physicians  in  Hartford  and  New 
Haven  and  other  localities  who  have  given  generously  of 
their  time  at  the  induction  centers  and  particular  commenda- 
tion should  be  given  to  Dr.  Donald  Wells  of  Hartford  who 
maintained  the  station  there  for  many  months  and  to  Dr. 
Arthur  Bliss  Dayton  who  is  the  responsible  liaison  physician 
at  the  New  Haven  station. 

This  report  would  not  be  complete  if  my  appreciation  was 
not  expressed  to  the  members  of  the  Council  and  other 
members  of  the  Society  who  have  served  so  faithfully.  Dr. 
Miller,  the  chairman  of  the  Council,  and  Dr.  Smith,  the 
retiring  president,  have  been  unstinting  of  their  efforts  and 
time  they  have  devoted  to  your  affairs.  I wish  to  express 
my  gratitude  for  their  unfailing  willingness  to  help  and  guide 
me  and  I know  that  you  join  me  in  this  appreciation  of 
their  services.  Contact  between  the  State  office  and  the 
County  Associations  is  maintained  largely  through  the 
county  secretaries  and  their  cooperation  is  gratefully  ac- 
knowledged. I here  have  been  three  changes  among  the 
county  secretaries  this  year.  Dr.  J.  Grady  Booe  and  Dr. 
Ralph  Gilman,  who  have  served  for  many  years  as  secretaries 
of  the  Fairfield  and  Windham  County  Medical  Associations, 
were  not  candidates  for  reelection  this  year.  Dr.  Booe  has 
been  succeeded  by  Dr.  Joseph  F.  Watts.  Dr.  Watts  has  long 
experience  as  secretary  of  the  Bridgeport  Medical  Association 
and  comes  to  his  new  office  with  knowledge  and  understand- 
ing. Dr.  Brae  Rafferty  was  elected  to  replace  Dr.  Gilman  in 
Windham  County.  After  a brief  period  of  service  Dr.  Austin 
Kilbourn  withdrew  as  secretary  of  the  Hartford  County 
Medical  Association  and  has  been  succeeded  by  Dr.  Chris- 
topher J.  McCormack.  It  is  a pleasure  to  welcome  the  three 
new  secretaries  and  to  give  them  my  assurance  of  every 
possible  aid. 

Because  of  the  war  there  have  been  changes  in  personnel 
in  the  Society’s  office  but  these  changes  have  been  made 
with  little  or  no  inconvenience  and  the  office  continues  to 
operate  in  a manner  highly  satisfactory  to  me  and  I am 
pleased  to  thank,  on  behalf  of  the  Society,  Miss  Noone  and 
Mrs.  Dixon  for  their  thoughtful  service. 

The  months  behind  us  have  been  filled  with  rapidly  moving 
events,  anxiety  and  long  hours  of  work  and  although  an- 
other year  has  passed  we  cannot  say  just  where  we  are.  At 
the  stroke  of  the  clock  on  any  given  day  it  is  never  possible 
to  say  exactly  where  we  stand  in  the  panorama  of  history 
for  history  requires  continuous  perspective  and  its  events  can 
never  be  forecast.  Every  activity  of  civilization  is  a reflection 
of  the  ambitions  and  achievements  of  people.  This  is  par- 
ticularly true  of  an  organization  such  as  ours,  its  history  and 
its  future  will  never  be  any  better  or  any  worse  than  the 
people  who  comprise  it  and  it  will  be  better  only  because 
there  are  some  individuals  who  are  willing  to  give  them- 
selves to  leadership.  It  is  likely  that  someone  in  this  room 
will  be  the  leader  of  medicine  in  our  State  in  the  years  to 
come  and  it  will  be  a moment  when  history  is  made  when 
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one  of  us  steps  forward  with  clear  thinking  to  lead  in  bring- 
ing new  order  out  of  the  pattern  that  seems  to  be  dissolving. 

Things  are  changing  around  us,  no  one  knows  quite  how 
much  they  are  changing,  especially  in  medicine.  Our  profes- 
sion has  less  room  for  small  men  now  than  ever  before 
because  ahead  of  us  lie  constant  challenges  that  confuse 
small  and  selfish  men.  I here  is  the  challenge  to  extend  the 
skills  and  technics  of  medicine,  the  cultural  challenge  to 
restore  our  profession  to  the  level  from  which  it  seems  to 
me  to  have  slipped  a little  and  the  new  social  challenge,  a 
thing  we  have  not  thought  very  much  about  until  lately  and 
which  is  more  pressing  now  than  any  other. 

It  has  been  said  of  New  England  that  it  is  proud  of  its 
past,  content  in  its  present  and  uncertain  of  its  future.  We 
are  surely  proud  of  our  past,  but  I hope  it  never  will  be 
said  that  we  are  quite  content  with  our  present  or  uncertain 
of  our  future.  Each  of  us  must  carry  a heavy  burden  of 
service  to  our  people  and  to  ourselves  and  if,  as  individuals, 
we  see  only  our  opportunities  and  our  privileges  and  dis- 
regard our  duties  and  obligations  it  will  bring  a loss  to  the 
common  cause. 


NAVAL  MEDICAL  COMMISSIONS  WANTED 

The  National  Naval  Medical  Center  of  Bethesda,  Mary- 
land, is  endeavoring  to  collect  for  its  archives  a complete  set 
of  commissions  issued  to  Naval  medical  officers,  and  signed 
by  past  Presidents  of  the  United  States. 

There  is  a small  nidus  now  at  the  Center  and  it  is  hoped 
to  be  able  to  build  this  up  to  completion.  I hrough  the  Navy 
Department  Library  and  the  National  Archives  a few  more 
have  been  located.  Any  libraries  or  individuals  who  may 
have  in  their  possession  such  old  commissions  and  would  be 
willing  to  turn  them  over  to  the  Center  may  have  the  satis- 
faction of  knowing  that  there  could  be  no  more  fitting  en- 
shrinement of  them  than  their  use  for  this  purpose. 

Sunday  Closing  for  Pharmacists 

The  Connecticut  Pharmacist  Bulletin  announces 
that  the  Bridgeport  Druggist  Association  has  ap- 
proved an  emergency  Sunday  store  closing  plan 
calling  for  closed  pharmacies  in  that  city  for  four 
hours  on  Sunday  after  1 2:00  noon.  Store  owners  will 
choose  their  own  hours  of  closing  and  signs  are 
now  on  display  throughout  the  city  announcing  this 
radical  change  in  store  hours. 

There  is  a definite  trend  back  to  the  practice  of 
fifty  years  ago  when  the  corner  drug  store  was 
closed  all  day  Sunday  except  for  an  hour  or  two  at 
noon.  Many  will  remember  that  during  this  brief 


opening  time  on  Sunday  nothing  except  drugs  was 
sold  over  the  counter. 

Connecticut  Plan  for  Hospital  Care 

The  Connecticut  Plan  for  Hospital  Care  has  made 
public  announcement  of  changes  that  will  be  made 
in  its  subscribers  contracts  in  the  near  future.  Addi- 
tional benefits  are  to  be  offered  subscribers  and  the 
rates  are  to  be  increased  from  20%  to  33%.  The 
premium  paid  by  individuals  who  are  now  paying 
75^  a month  will  be  increased  to  90 <j-  a month;  the 
husband  and  wife  contract  will  be  changed  from 
$1.25  to  $1.75  and  family  coverage  will  be  increased 
from  $1.50  to  $2.00. 

The  additional  benefits  which  are  to  be  included 
under  the  new  contract  will  include  several  medical 
services  which  formerly  the  patient  paid  for  him- 
self. These  include  anesthesia,  unlimited  x-ray  serv- 
ice, electrocardiograms  and  physical  therapy. 

Some  non  medical  benefits  are  also  to  be  added. 
Under  the  present  contract  the  subscriber  is  entitled 
to  not  more  than  2 1 days  of  hospital  care  in  any  one 
year.  For  most  patients  this  was  sufficient  but  in 
cases  of  long  illness  the  time  was  relatively  short. 
In  the  future  subscribers  will  be  entitled  to  90  days 
of  additional  hospital  service  at  half  cost.  Another 
non  medical  feature  is  designed  to  assist  the  sub- 
scriber during  a period  of  unemployment.  If  a mem- 
ber is  unemployed  for  more  than  a month  and  not 
more  than  six  months  in  any  one  year,  he  may  re- 
tain his  membership  at  half  the  normal  cost  with  full 
protection.  This  provision  is  of  particular  value  to 
the  community  since  this  arangement  contributes  to 
the  community  health  at  a time  when  some  people 
cannot  afford  it. 

The  date  when  the  new  rates  and  new  benefits 
will  go  into  effect  has  not  been  announced  but  it  is 
believed  that  they  will  come  in  the  near  future.  The 
merger  of  the  socalled  New'  Haven  Plan  and  the 
Norwalk  Plan  has  been  accomplished  and  hence- 
forth they  will  operate  as  a statewide  organization 
under  the  name  of  Connecticut  Hospital  Service 
and  the  chief  objectives  of  the  commission  appointed 
by  Governor  Cross  to  study  this  subject  is  to  be 
accomplished. 
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THE  PSYCHOLOGICAL  EFFECT  on  the  fastidious  pa- 
tient is  far  reaching,  if  you  use  our  Vanco  Sanitary  Paper  Sheet  Apparatus. 
Seeing  you  provide  a new,  clean,  snow  white  sheet  for  the  examining  table 
establishes  confidence  and  places  the  patient  at  ease.  A clean  sheet  for  every 
patient  at  less  than  1 cent  each.  Made  for  wooden  or  metal  tables,  and  avail- 
able on  trial  without  obligation.  Call  a Professional  Equipment  Company 
representative,  7-2138,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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WOMAN'S  AUXILIARY 

OF  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

President , Mrs.  H.  Bertram  Lambert,  Bridgeport  Secretary,  Mrs.  Charles  W.  Goff,  West  Hartford 

Vice  President,  Mrs.  Creighton  Barker,  New  Haven  Treasurer,  Mrs.  Julian  G.  Ely,  Lyme 


REPORT  OF  ORGANIZATIONAL  MEETING 
AT  BRIDGEPORT,  MAY  3,  1944 


Mrs.  H.  B.  Lambert 
President 


The  organizational  meet- 
ing of  the  Woman’s 
Auxiliary  took  place  at 
the  152nd  Annual  Meet- 
ing of  the  Connecticut 
State  Medical  Society, 
presided  over  by  George 
M.  Smith,  the  president. 
After  greetings  by  the 
president,  Ralph  L.  Gil- 
man, chairman  of  the 
Committee  on  organizing 
the  Woman’s  Auxiliary, 
outlined  the  purpose  of 
the  proposed  Auxiliary 
and  the  plan  of  proce- 
dure. James  R.  Miller, 
Chairman  of  the  Council,  further  explained  the 
opportunities  for  an  Auxiliary  to  aid  the  State  Medi- 
cal Society.  Mrs.  James  R.  Miller  was  elected 
temporary  chairman,  and  presided  during  the  rest 

of  the  meeting. 

Mrs.  Eben  J.  Carey  of 
Milwaukee,  president  of 
the  Woman’s  Auxiliary 
of  American  Adedical 
Association,  addressed 
the  meeting  and  outlined 
the  purpose  and  different 
fields  of  activities  of  the 
W Oman’s  Auxiliaries 
throughout  the  country. 
Mrs.  Carey  stated  that  an 
Auxiliary  is  always  or- 
ganized with  permission 
of  the  State  Medical 
Society  and  has  an  Ad- 
Mrs.  Creighton  Barker  ' '-son  Committee  to  di- 
Eire  President 


rect  it.  All  new  projects 
have  to  be  approved  by 
the  Advisory  Committee. 
Principal  functions  of 
the  Auxiliary  are:  health 
education,  public  rela- 
tions, legislation,  philan- 
thropy and  social.  An 
informed  member  of  the 
Auxiliary  will  have  many 
opportunities  to  carry 
the  aims  and  decisions  of 
the  medical  profession  to 
the  lay  people  in  every 
field.  Forty-one  States 
have  Woman’s  Auxil- 
iaries and  carry  on  diver- 
sified and  important  programs,  every  one  of  them 
has  undertaken  war  work  and  contribute  in  running 
blood  banks,  enlisting  Cadet  Nurses,  First  Aid 
classes,  supplying  information  on  nutrition,  etc. 


Mrs.  C.  W.  Goff 
Secretary 


Mrs.  J.  G.  Ely 
T reasurer 


Mrs.  Carey  stressed  the 
value  of  services  which 
an  Auxiliary  can  render 
in  each  c o m m unit  y 
throughout  the  State. 

A nominating  committee 
brought  in  a slate  of 
officers,  who  in  due 
course  were  elected. 
This  slate  included  two 
directors  from  e a c h 
county.  Sixty  - seven 
charter  members  regis- 
tered. 

At  the  request  of  Creigh- 
ton Barker,  Executive 
Secretary  of  the  State 
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Medical  Society,  the  officers  of  the  Woman’s  Auxil- 
iary will  meet  with  President  H.  Gildersleeve  Jarvis 
and  Ralph  L.  Gilman,  chairman  of  the  Advisory 
Committee,  to  formulate  organization  procedures. 

Mrs.  Charles  W.  Goff,  Secretary 

Officers  and  Directors 

President:  Mrs.  H.  Bertram  Lambert,  Bridgeport 
Vice-President  Mrs.  Creighton  Barker,  New  Haven 
Secretary:  Mrs.  Charles  W.  Goff,  West  Hartford 
Treasurer:  Mrs.  Julian  G.  Ely,  Lyme 

Directors 

FAIRFIELD  COUNTY 

Mrs.  James  Douglas  Gold,  Bridgeport 
Mrs.  Paul  H.  Brown,  Stamford 

HARTFORD  COUNTY 

Airs.  Frank  S.  Jones,  West  Hartford 
Mrs.  Paul  S.  Phelps,  Collinsville 

LITCHFIELD  COUNTY 

Mrs.  John  F.  Kilgus,  Jr.,  Litchfield 
Airs.  Frederic  W.  Wersebe,  Washington 

MIDDLESEX  COUNTY 

Mrs.  Walter  Nelson,  Cromwell 
Mrs.  A.  M.  Craig,  Haddam 

NEW  HAVEN  COUNTY 

Mrs.  William  Hill,  Naugatuck 
Mrs.  Barnett  Freedman,  New  Haven 

NEW  LONDON  COUNTY 

Airs.  Clarence  G.  Thompson,  Norwich 
Mrs.  Alfred  Labensky,  New  London 

WINDHAM  COUNTY 

Mrs.  Ralph  Gilman,  Storrs 

TOLLAND  COUNTY 

Mrs.  Ralph  Gilman,  Storrs 

Charter  Members 

FAIRFIELD  COUNTY 

Booe,  Mrs.  J.  Gradv,  Shelton 
Booth,  Mrs.  John  I).,  46  Deer  Hill  Ave.,  Danbury 
Brown,  Mrs.  Paul  IT,  19  Hubbard  Ave.,  Stamford 
Calvin,  Mrs.  C.  V.,  71  Old  Field  Road,  Fairfield 
Conklin,  Airs.  Cornelius  S.,  478  Clinton  Ave., 
Bridgeport 

Connors,  Airs.  Edwin  R.,  416  Boston  Ave.,  Bridge- 
port 

Cramer,  Airs.  Sidney  L.,  588  State  St.,  Bridgeport 
Creaturo,  Mrs.  Nicholas  E.,  1286  East  Main  St., 
Bridgeport 

Crispin,  Mrs.  Maximilian  A.,  447  Queen  St., 
Bridgeport 


Fincke,  Airs.  C.  Louis,  Nearwater  Lane,  Noroton 
Fleck,  Mrs.  Harry  W.,  1 Pauline  St.,  Lordship, 
Stratford 

Foley,  Airs.,  3100  Alain  St.,  Bridgeport 
Gold,  Mrs.  James  Douglas,  839  Myrtle  Ave., 
Bridgeport 

Jones,  Airs.  Edward  K.,  125  Drovers  Ave.,  Bridge- 
port 

Kezel,  Airs.  Albert,  449  Atlantic  St.,  Stamford 
Lambert,  Mrs.  H.  Bertram,  Rose  Hill  Rd.,  South- 
port 

Lockhart,  Mrs.  R.  IT,  36  Brooklawn  Parkway, 
Bridgeport 

McLean,  Mrs.  F.  Smith,  1403  Boston  Ave.,  Bridge- 
port 

Oberg,  Mrs.  Frank  T.,  81  Sixth  Ave.,  Laurel 
Beach,  Milford 

Pileggi,  Mrs.  P.,  745  Washington  Ave.,  Bridgeport 
Seberal,  Mrs.  Raymond,  1400  East  Alain  St., 
Bridgeport 

Smith,  Mrs.  George  A.,  P.  O.  Box  51,  Long  Hill 
Sprague,  Mrs.  Charles  H.,  29  Hanover  St.,  Bridge- 
port 

Walsh,  Mrs.  James  F.,  583  Noble  Ave.,  Bridgeport 
Weise,  Mrs.  Ellwood  C.,  42  Hilltop  Dr.,  Bridge- 
port 

HARTFORD  COUNTY 

Chilian,  Mrs.  Alax,  78  Ballard  Dr.,  West  Hartford 
Denne,  Mrs.  Thomas  H.,  39  North  Alain  St.,  West 
Hartford 

Gallivan,  Mrs.  John  N.,  74  Connecticut  Blvd., 
East  Hartford 

Goff,  Mrs.  Charles  AV.,  1075  North  Main  St., 
West  Hartford 

Gosselin,  Mrs.  George  A.,  178  North  Quaker 
Lane,  West  Hartford 

Hickox,  Airs.  C.  B.,  48  Cumberland  Road,  West 
Hartford 

Jones,  Airs.  Frank  S.,  7 Tenacre  Lane,  West  Hart- 
ford 

Landry,  Mrs.  Arthur  B.,  128  Collins  St.,  Hartford 
Kucewicz,  Mrs.  Win.  J.,  33  Burns  Ave.,  Thomp- 
sonville 

Miller,  Mrs.  James  R.,  18 1 North  Beacon  St., 
Hartford 

Moorad,  Mrs.  Philip  J.,  28  Elm  St.,  Plantsville 
Phelps,  Airs.  Paul  S.,  R.  F.  D.  1,  Collinsville, 
Canton 

Piteoff,  Mrs.  Charles,  2 1 Terry  Road,  East  Hart- 
ford 

Rankin,  Airs.  Bertrand  F.,  116  South  Beacon  St., 
Hartford 

Upson,  Airs.  William  H.,  172  Main  St.,  Suffield 
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Wallace,  Mrs.  Charles  K.,  34  Sunset  Terrace, 
West  Hartford 

Weld,  Mrs.  Stanley  B.,  136  Steele  Rd.,  West 
Hartford 

LITCHFIELD  COUNTY 

Kilgus,  Mrs.  John  F.,  Jr.,  Litchfield 
Wersebe,  Airs.  Frederic  W.,  Washington 

MIDDLESEX  COUNTY 

Craig,  Mrs.  A.  M.,  Haddam 
Nelson,  Mrs.  Walter,  76  Main  St.,  Cromwell 
Russman,  Mrs.  Charles,  Conn.  State  Hospital, 
Middletown 

NEW  HAVEN  COUNTY 

Barker,  Mrs.  Creighton,  119  Armory  St.,  New 
Haven 

Conroy,  Airs.  Michael  ).,  57  William  Ave., 
Meriden 

Curtis,  Mrs.  William  Boyd,  294  Livingston  St., 
New  Haven 

Freedman,  Mrs.  Barnett,  322  George  St.,  New 
Haven 

Hill,  Airs.  William,  150  Meadow  St.,  Naugatuck 
Kirschbaum,  Mrs.  E.  H.,  55  Eastfield  Road, 
Waterbury 

Pennigton,  Airs.  Harry  F.,  1 19  Williams  St., 
Aleriden 

Petrucelli,  Airs.  Rocco  J.,  155  Main  St.,  South 
Meriden 

Quinlan,  Airs.  Raymond  V.,  36  Winthrop  Ter., 
Meriden 

Root,  Mrs.  J.  H.,  22  Fleming  St.,  Waterbury 
Shea,  Airs.  Michael,  500  Howard  Ave.,  New 
Haven 

Silverberg,  Airs.  Samuel  T.,  140  Laurel  Rd.,  New 
Haven 

Smith,  Airs.  Edward  R.,  Coe  Ave.,  Aleriden 
Stewart,  Airs.  Harry  E.,  35  Pendleton  St.,  New 
Haven 

Verstandig,  Airs.  M.  E.,  19  Gilbert  St.,  New 
Haven 

NEW  LONDON  COUNTY 

Douglass,  Mrs.  E.  L.,  Groton 
Ely,  Mrs.  Julian  G.,  R.  F.  D.  No.  2,  Lyme 
Labensky,  Mrs.  Alfred,  85  Federal  St.,  New 
London 

Thompson,  Airs.  Clarence  G.,  18 1 Broadway, 
Norwich 

TOLLAND  COUNTY 

Gilman,  Airs.  Ralph,  Storrs 

WINDHAM  COUNTY 

Gilman,  Airs.  Ralph,  Storrs 


THE  DOCTOR’S  OFFICE 

Eleanor  T.  Calverley,  m.d.,  of  Hartford  announces 
that  her  medical  practice  in  that  city  will  be  inter- 
rupted between  May  15,  1944  and  September  15, 
1945.  Her  address  for  the  year  beginning  June  1944 
will  be  The  American  University  at  Cairo,  Cairo, 
Egypt. 

1 ibor  de  Cholnoky,  m.d.,  announces  the  opening 
of  an  office  for  the  practice  of  surgery  at  Harbor 
Heights  Building,  Greenwich. 

Charles  Alurray  Gratz,  m.d.,  announces  the  open- 
ing of  an  office  at  Harbor  Heights  Building,  40  West 
Elm  Street,  Greenwich.  Practice  limited  to  traumatic 
and  orthopedic  surgery. 

OUR  NEIGHBORS 

Massachusetts 

During  11  month  of  1943,  nearly  1,400  tubercu- 
losis patients  and  ex  patients  were  provided  rehabili- 
tation services  through  the  program  of  the  tuber- 
culosis associations  in  Massachusetts.  Of  this 
number,  about  345  were  placed  in  jobs.  Five  years 
before,  in  1938,  scarcely  a dozen  former  TB  patients 
were  placed  in  jobs  by  all  the  vocational  rehabilita- 
tion services  in  the  state. 

In  1938,  aside  from  the  official  agencies  respon- 
sible for  the  placement  of  other  types  of  disability, 
there  were  but  two  rehabilitation  specialists,  aiding 
the  Boston  Sheltered  Shop  and  what  is  now  Rutland 
Training  Center.  Today  16  rehabilitation  specialists 
serve  24  of  Adassachusetts  27  local  associations,  call- 
ing at  22  sanatoria,  health  departments  and  hospitals 
in  the  state. 

1 he  Council  of  the  Massachusetts  Medical 
Society  at  its  February  meeting  decided  not  to 
accede  to  a request  from  a member  of  the  Society 
asking  that  a Section  on  Anesthesiology  be  set  up. 

The  subscription  list  of  the  New  England  journal 
of  Medicine  on  December  30,  1943  was  reported  to 
number  12,256,  a net  increase  of  2,704  over  the 
previous  year.  The  net  loss  of  the  Journal  for  1943 
was  $5,852  against  $17,550  in  1942. 

The  enrollment  in  the  Massachusetts  Prepayment 
Adedical  Care  Plan  as  of  February  2,  1944  was  25,000. 
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The  Plan  is  operating  at  a profit  and  expects  to 
establish  a satisfactory  surplus  during  this  year.  The 
Board  of  Directors  has  begun  to  discuss  an  exten- 
sion of  the  basic  contract  to  include  medical  care 
in  the  hospital.  (Italics  are  editor’s.) 

Metropolitan  Boston  now  has  a new  organization 
known  as  the  Greater  Boston  Community  Council, 
which  includes  the  Boston  Health  League  and  the 
Greater  Boston  Nursing  Council  for  War  Service 
as  well  as  the  member  agencies  of  the  Boston  Coun- 
cil of  Social  Agencies.  This  step  is  the  result  of  the 
growth  of  Community  Fund  agencies  in  Metropoli- 
tan Boston  and  has  developed  because  of  a demand 
for  unified  planning  and  health  services  in  that  area. 
The  primary  objectives  of  the  new  council  as  pub- 
lished in  the  New  England  Journal  of  Medicine  are 
as  follows: 

To  establish  planning  for  social  work  and  health 
service  on  a metropolitan  basis,  thereby  giving  sanc- 
tion to  a situation  that  now,  as  a result  of  normal 
development,  actually  exists  in  considerable  and 
increasing  measure. 

To  join  together  in  a single  council  the  Boston 
Council  of  Social  Agencies  (which  includes  the 
Boston  Health  League  and  the  United  Settlements 
of  Greater  Boston),  the  Hospital  Council  of  Boston 
and  the  Greater  Boston  Nursing  Council  for  War 
Service,  and  to  arrange  the  member  organizations 
of  all  of  these  into  three  functional  divisions  in 
place  of  the  present  nine  separate  groups. 

To  place  the  Council  in  line  with  current  trends, 
which  emphasize  the  local  community— whether  a 
separate  town  or  a recognized  and  accepted  district 
or  neighborhood  of  a large  city— and  participation 
by  persons  living  or  working  there  as  the  most 
productive  basis  for  social  planning.  (Provision  is 
made  for  all  local  councils  in  the  towns  and  cities 
and  for  the  agencies  in  these  communities  to  ally 
themselves  with  the  Council  if  they  desire  to  do  so. 

New  Jersey 

The  Medical  Society  of  New  jersey  at  its  annual 
meeting  in  April  voted  to  make  a 50  per  cent  reduc- 
tion in  medical  fees  for  families  of  men  in  the  mili- 
tary service  when  their  incomes  shall  be  insufficient 
to  maintain  the  American  standard  of  living.  Its 
House  of  Delegates  also  registered  objections  to  the 
Federal  Emergency  Maternity  and  Infant  Care 
program. 


New  York 

1 he  Bellevue  Hospital  Rapid  Treatment  Center, 
a war  connected  project  made  possible  through  the 
cooperation  of  the  Federal  Works  Agency  and  the 
U.  S.  Public  Health  Service,  for  the  control  of  the 
spread  of  venereal  diseases  by  the  most  advanced 
methods  of  therapy  in  syphilis  and  gonorrhea,  was 
opened  on  April  1. 

Federal  Lanham  Act  funds  totaling  $575,000— 
$290,000  for  construction  and  $285,000  for  equip- 
ment and  maintenance— were  allocated  for  the 
project  because  of  the  war  connected  need  for 
controlling  the  spread  of  venereal  diseases.  Federal 
maintenance  will  continue  for  the  duration,  but 
after  the  war  the  New  York  City  Department  of 
Hospitals  will  have  the  benefit  of  the  construction 
and  equipment,  with  the  city  providing  funds  for 
staff  and  maintenance. 

For  syphilis,  the  treatment  will  be  in  general 
arsenotherapy  combined  with  fever.  When  and  if 
penicillin  is  available,  it  will  be  used.  For  gonor- 
rhea patients,  sulfonamid  drugs  will  be  used.  Fever 
therapy  will  be  used  for  those  patients  who  do  not 
respond  to  the  sulfa  drugs. 

1 he  U.  S.  Public  Health  Service  has  assigned  Dr. 
Cornelius  T.  Stepita,  Surgeon,  USPHS,  as  Adminis- 
trator of  the  Treatment  Center  under  the  direction 
of  the  Medical  Superintendent  of  Bellevue  Hospital, 
Dr.  William  F.  Jacobs.  I he  USPHS  has  also  assigned 
a Charge  Nurse  and  a Record  Analyst.  The  main- 
tenance and  operation  budget  supplied  through  the 
Federal  Works  Agency  provides  for  some  150  em- 
ployees, including  nurses,  dietitians,  medical  social 
workers,  educational  and  recreational  staff,  labora- 
tory workers,  hospital  helpers,  clerical  staff  and 
maintenance  workers. 

Dr.  Evans  W.  1 hontas,  Chief  Syphilologist  at 
Bellevue  Hospital,  and  Dr.  Alfred  Cohn,  in  charge 
of  gonococcus  research  for  the  Department  of 
Health,  will  direct  the  treatment  of  patients,  and  all 
necessary  medical,  surgical  and  specialty  consulta- 
tions will  be  by  the  Bellevue  Hospital  Visiting  Staff. 

There  will  be  both  an  inpatient  and  an  outpatient 
service  at  Bellevue  which  will  have  a 200  bed 
capacity.  T he  building  being  utilized  for  the  Treat- 
ment Center  is  the  south  wing  of  the  six  story 
Pathological  Building,  formerly  used  as  a male 
dormitory  for  Bellevue  Hospital  employees.  Recon- 
struction and  remodeling  work  under  the  direction 
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of  the  Department  of  Public  Works  began  last 
December. 

A Rehabilitation  program,  to  be  conducted  in 
building  of  the  former  Convalescent  Day  Camp  on 
Welfare  Island,  is  part  of  the  Rapid  Treatment 
Center  project.  This  will  also  be  on  a 24  hour  serv- 
ice with  a 100  bed  capacity. 

In  Nassau  County  the  establishment  of  a Division 
of  Mental  Hygiene  within  the  Health  Department 
has  been  approved  by  the  Board  of  County  Super- 
visors. It  is  believed  that  this  new  division  will  fill 
an  important  wartime  need  for  an  organization  cen- 
ter for  psychiatric  rehabilitation. 

In  order  to  provide  low  cost  private  care  of 
terminal  cancer  patients  of  the  socalled  “white  collar 
class”  in  the  New  York  City  area,  the  National 
Foundation  for  The  Care  of  Advanced  Cancer 
Patients,  Inc.,  has  been  organized  with  Frank  E. 
Adair,  m.d.,  as  medical  advisor.  It  is  planned  to  util- 
ize institutions  already  in  existence  and  eventually 
to  become  national  in  scope.  A fund  of  $500,000  will 
be  sought  from  private  donations  to  finance  the 
original  budget.  Many  of  the  members  of  the  spon- 
soring committe  are  well  known  cancer  specialists 
and  laymen  of  the  United  States. 

Prepaid  medical  care  plans  in  New  York  State 
were  materially  aided  by  the  action  recently  of  the 
House  of  Delegates  of  The  Medical  Society  of  the 
State  of  New  York.  A new  organization  known  as 
United  Medical  Services,  Inc.,  has  been  formed  by 
the  consolidation  of  two  prepaid  medical  care 
groups  previously  existing  in  New  York  City,  Com- 
munity Medical  Care  and  Medical  Expense  Fund. 
This  new  organization  will  provide  prepaid  medical 
care  for  the  lower  and  middle  income  groups  of  the 
seventeen  southern  counties  of  New  York  State,  and 
will  be  sold  on  a non  profit  basis  to  groups  of  em- 
ployees under  the  auspices  of  the  Associated  Hos- 
pital Service  of  New  York,  Inc.  This  is  a distinct 
step  in  advance  since  it  will  be  possible  now  for  the 
public  to  purchase  a combination  hospital  and  medi- 
cal service  contract  through  the  agency  of  a single 
sales  organization. 


Rhode  Island 

Butler  Hospital,  the  first  mental  institution  and 
the  oldest  hospital  of  any  kind  in  Rhode  Island,  cele- 
brated its  centennial  on  May  10  with  a scientific 
program.  Participating  were  some  of  the  leading- 
psychiatrists  in  the  United  States. 

Herman  C.  Pitts,  chairman  of  the  Committee  on 
Cancer  of  the  Rhode  Island  Medical  Society,  was 
recently  elected  chairman  of  the  board  of  directors 
of  the  American  Society  for  the  Control  of  Cancer. 
Dr.  Pitts  has  served  for  two  years  as  president  of 
that  organization. 


NEWS 

from  County  Associations 

County  Association  Officers  1944-1945 

FAIRFIELD  COUNTY 

President:  Don  J.  Knowlton,  Greenwich 
Vice-President:  George  B.  Garlick,  Bridgeport 
Secretary:  Joseph  Watts,  Bridgeport 
Treasurer:  Clifton  C.  Taylor,  Bridgeport 

HARTFORD  COUNTY 

President:  D.  C.  Y.  Moore,  Manchester 
Vice-President:  Edward  A.  Deming,  Hartford 
Secretary-Treasurer:  Christopher  J.  McCormack, 
Hartford 

LITCHFIELD  COUNTY 

President:  Arthur  H.  Jackson,  Washington 
Vice-President:  Donald  W.  Herman,  Winsted 
Secretary-Treasurer:  W.  Bradford  Walker,  Corn- 
wall 

MIDDLESEX  COUNTY 

President:  Louis  Loflfredo,  Middletown 
Vice-President:  Chester  Waterman,  Portland 
Secretary:  Frank  H.  Couch,  Cromwell 


DO  YOU  WANT  A FREE  HAND  ?— You’re  busy.  You 

know  it  and  we  know  it.  More  patients  but  no  more  time  to  take  care  of 
them.  So  how  about  some  help?  A Seamless  Adhesive  Cut-Rak  will  save  you 
steps,  time,  adhesive  plaster,  and  money,  ultimately  resulting  in  more  and  better 
work  with  less  effort.  Let  us  send  you  one.  Price  $7.50.  It’s  equal  to  an 
extra  hand.  The  Professional  Equipment  Companv,  36  Howe  Street,  New 
Haven,  Connecticut. 


(See  PAGE  2) 
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NEW  HAVEN  COUNTY 

President:  Andrew  J.  Jackson,  Waterbury 
Vice-President:  Ralph  W.  Nichols,  New  Haven 
Secretary:  Ralph  E.  McDonnell,  New  Haven 

NEW  LONDON 

President:  Albert  Quintiliani,  Norwich 
Vice-President:  John  F.  O’Brien,  Waterford 
Secretary -Treasurer:  Thomas  Soltz,  New  London 

TOLLAND  COUNTY 

President:  Wendelin  G.  Luckner,  Stafford  Springs 
Vice-President:  Leonard  W.  Levine,  Ellington 
Secretary-Treasurer:  Major  Francis  H.  Burke, 
MC-USA 

Acting  Secretary:  John  E.  Flaherty,  Rockville 

WINDHAM  COUNTY 

President:  Michael  D.  Riordan,  Willimantic 
Vice-President:  Andrew  O.  Laakso,  Danielson 
Secretary-Treasurer:  Brae  Rafferty,  Willimantic 

Fairfield 

The  152nd  Annual  Meeting  of  The  Fairfield 
County  Medical  Association  was  held  on  Tuesday, 
April  11,  at  the  Stratfield  Hotel  in  Bridgeport. 
During  the  business  session,  held  in  the  afternoon, 
the  following  officers  were  elected  for  the  ensuing 
year:  President,  Don  J.  Knowlton,  Greenwich; 
Vice-President,  George  B.  Garlick,  Bridgeport; 
Secretary,  Joseph  F.  Watts,  Bridgeport;  Treasurer, 
Clifton  C.  Taylor,  Bridgeport;  Councilor,  Samuel 
F.  Mullins,  Danbury. 

The  after-dinner  speaker  was  Charles  Gordon 
Heyd,  professor  of  surgery  at  The  Post-Graduate 
Hospital  of  Columbia  University.  His  subject  was 
“Recent  Technical  Procedures  in  the  Treatment  of 
Cancer  of  the  Rectum  and  Colon.”  Dr.  Heyd’s  paper 
was  illustrated  with  some  very  interesting  lantern 
slides. 

Litchfield 

On  April  6 the  New  Milford  Hospital  held  a staff 
meeting  with  a number  of  physicians  from  neigh- 
boring towns  as  their  guests.  1 he  speaker  of  the 
evening  was  William  M.  Stahl,  who  spoke  on  the 
subject  of  “Early  Fairfield  County  Medicine  and 
The  Formation  of  The  Fairfield  County  Medical 
Association.” 

It  is  understood  that  the  New  Milford  Hospital’s 
present  capacity  of  thirty  beds  is  inadequate,  and 


that  plans  are  under  consideration  for  either  the 
enlargement  of  the  present  hospital,  or  the  building 
of  a new  one  as  soon  as  practical. 

The  spring  meeting  of  the  Litchfield  County 
Medical  Association  was  held  at  the  Charlotte 
Hungerford  Hospital  in  Torrington  on  Tuesday, 
April  25.  The  meeting  was  preceded  by  a luncheon 
held  in  the  hospital  dining  room. 

Richard  I.  Barstow  of  Norfolk  read  a very  inter- 
esting paper  on  Caudal  Anesthesia.  The  retiring 
president,  Richard  J.  Lawton  of  Terryville,  spoke 
on  the  Etiology  and  Treatment  of  Dermatophytosis. 
George  M.  Smith,  president  of  the  State  Society 
spoke  briefly,  inviting  the  members  to  be  present  at 
the  annual  state  meeting.  Creighton  Barker  spoke 
on  various  matters  of  interest,  and  answered  numer- 
ous questions  of  the  members. 

The  following  officers  were  elected  for  the  en- 
suing year:  President,  Arthur  H.  Jackson,  Washing- 
ton; Vice-President,  Donald  W.  Herman,  Winsted; 
Secretary-Treasurer,  W.  Bradford  Walker,  Corn- 
wall; Councilor,  Floyd  A.  Weed,  Torrington; 
County  delegates:  Arthur  H.  Jackson,  Washington; 
W.  Bradford  Walker,  Cornwall;  and  J.  F.  Kilgus, 
Jr.,  Litchfield. 

New  Haven 

Ft.  Colonel  A.  E.  Herrmann  recently  spent  a 
furlough  in  Waterbury,  having  returned  from  the 
Aleutians. 

The  regular  meeting  of  the  New  Haven  Medical 
Society  was  held  on  April  5 and  a very  excellent 
paper  on  Hemorrhagic  Diseases  was  presented  by 
Dr.  William  Thompson  of  Columbia  University. 

Gustaf  E.  Lindskog,  associate  professor  of  sur- 
gery, Yale  University  School  of  Medicine,  has  been 
commissioned  Lieutenant  Commander,  MC— V(S), 
USNR,  and  ordered  to  active  duty  at  the  Phila- 
delphia Naval  Hospital  on  May  1. 

The  annual  meeting  of  the  New  Haven  County 
Medical  Association  was  held  in  New  Haven  April 
27.  Louis  H.  Nahum  gave  the  retiring  president’s 
address  at  the  afternoon  session.  Andrew  J.  Jackson 
of  Waterbury  was  elected  president  of  the  society 
for  the  coming  year.  The  dinner  was  attended  by 
seventy-five  members  of  the  society  and  following 
this  Captain  Havens  who  has  recently  been  studying 
medical  conditions  in  the  Middle  East,  gave  a very 
interesting  address.  He  discussed  the  diseases  which 
face  the  American  soldier  in  this  region  and  the 
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methods  used  to  protect  against  them.  Both  after- 
noon and  evening  sessions  were  well  attended. 

Major  William  E.  Neff  of  Cheshire  recently  was 
home  on  furlough  after  three  years  service  in  the 
South  Pacific. 

New  London 

H.  Irwin  of  New  London  is  now  stationed  at  the 
U.  S.  Submarine  Base  at  New  London.  He  reported 
there  on  March  20. 

Louis  Staudt,  Interne  at  Uncas-on-Thames,  has 
accepted  a position  at  the  Detroit  Municipal  Sana- 
torium. 

Alfred  Wascolonis  of  Uncas-on-Thames  has  been 
commissioned  in  the  U.  S.  Army. 

The  annual  meeting  of  the  New  London  County 
Medical  Association  took  place  April  6 at  Seaside 
Sanatorium,  Waterford.  The  following  slate  of 
officers  was  elected  for  the  ensuing  year:  President, 
Albert  Quintilliani,  Norwich;  Vice-President,  John 
F.  O’Brien,  Waterford;  Secretary  - Treasurer, 
Thomas  Soltz,  New  London;  Councilor,  George  H. 
Gildersleeve,  Norwich;  Board  of  Trustees,  (3  years) 
Thomas  J.  Murray,  New  London,  Clarence  G. 
Thompson,  Norwich,  (to  fill  the  unexpired  term  of 
John  F.  O’Brien  for  a term  of  one  year)  Alfred 
Labensky,  New  London;  State  Delegates:  Albert 
C.  Freeman,  Norwich;  William  H.  Wiedman,  Nor- 
wich; Charles  G.  Barnum,  New  London;  Thomas 
Soltz,  New  London. 

Russell  Sullivan,  professor  of  orthopedic  surgery, 
Tufts  College  Medical  School,  Boston,  presented  a 
paper  on  “Backache.” 

It  is  with  great  pleasure  that  we  announce  that 
William  Harold  Weidman,  in  charge  of  the  X-ray 
Department,  Uncas-on-Thames,  has  recently  been 
appointed  Superintendent  of  the  Sanatorium,  suc- 
ceeding H.  B.  Campbell.  The  loss  of  Dr.  Campbell 
is  a great  one,  both  to  the  hospital  and  to  the  cause 
of  tuberculosis  care,  but  it  is  compensated  for  to 
some  extent  by  the  appointment  of  Dr.  Weidman. 
Dr.  Weidman  enters  upon  his  new  duties  with  the 
sincere  wishes  of  all  his  friends  and  associates  for 
success  in  his  new  and  important  administrative 
position. 

I he  Board  of  Trustees,  together  with  the  Board 
of  Censors  and  our  Councilor,  met  at  the  home  of 
Dr.  1 homas  Murray  of  New  London.  Discussion 
was  lively  and  most  enlightening;  a motion  made  to 
support  measures  for  a better  and  more  equable 


insurance  rate  for  malpractice.  Plans  were  also  made 
for  an  attractive  program  for  next  year. 

The  next  meeting  of  the  New  London  County 
Association  will  be  held  at  Uncas-on-Thames  where 
a Symposium  on  Tuberculosis  will  be  presented  by 
Dr.  Weidman  and  his  staff.  It  is  expected  that  FI  ugh 
Wilson  of  New  Haven  will  be  with  us  to  give  us 
the  benefit  of  his  expert  advice  on  the  chest  films. 

Tolland 

The  semi  annual  meeting  was  held  at  Somers  on 
April  18  with  the  usual  conviviality  and  gastro- 
nomic delights.  In  the  absence  of  Frank  Converse, 
the  chair  was  filled  by  Wendelin  Luckner,  who  was 
elected  presiding  officer  for  the  coming  year. 
Leonard  Levine  of  Ellington  was  elected  vice- 
president,  and  Charles  T.  LaMoure,  State  Society 
delegate. 

J.  R.  Aliller,  Chairman  of  the  Council,  gave  a pre- 
view of  his  report  to  that  body  outlining  the  activ- 
ities and  policies  of  the  State  Association  which  are 
particularly  numerous  and  important  at  present. 

The  speaker  was  Charles  W.  Goff,  Hartford;  his 
topic,  “Recent  Advances  in  the  Treatment  of  Ortho- 
pedic Injuries.”  The  tremendous  impetus  given  sur- 
gery and  medicine  by  impact  of  the  necessities  of 
war  was  reviewed,  and  the  far  reaching  implications 
of  the  rehabilitation  program  were  mentioned  all  too 
briefly  in  this  interesting  and  instructive  talk. 


News  from  Yale  University 
School  of  Medicine 

Captain  Howard  B.  Sprague  iMC— USNR,  for- 
merly associate  physician  at  the  Massachusetts  Gen- 
eral Hospital  and  president  of  the  New  England 
Heart  Association,  addressed  the  Yale  Medical 
Society  on  April  2 1 and  related  interesting  expe- 
riences in  the  South  and  Central  Pacific  areas. 

John  R.  Paul,  professor  of  preventive  medicine, 
who  has  recently  returned  from  a scientific  mission 
in  the  Middle  East,  talked  to  the  Yale  Medical 
Society  on  April  26  on  the  subject  of  Epidemic 
Virus  Disease  in  the  Middle  East.  On  Aday  18  Dr. 
Paul  gave  an  illustrated  talk  on  his  experiences  in  the 
Adiddle  East  before  the  annual  meeting  of  the  Adedi- 
cal  Adasonic  Club  of  Hartford  County. 
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GENERAL  ROTATING  INTERNSHIP 
HOUSE  STAFF  APPOINTMENTS 


To  Fill  Twelve  Places  on  the  General  Rotating  Service 
Four  Interns  to  Begin  October  1,  1944 
Eight  Interns  to  Begin  July  1,  1945 

For  Nine  Months  Internship.  One  half  of  the  number  ap- 
pointed may  be  permitted  to  continue  for  another  Nine 
Mo  nuns  as  Junior  Residents,  and  thereafter,  one  half  of  the 
number  of  Junior  Resident's  may  be  continued  for  another 
Nine  Months  as  Senior  Residents,  in  accordance  with  the 
Allocation  Plan  of  the  Procurement  and  Assignment  Service. 


INTERNES  ROTATING  SCHEDULES  INCLUDE  AS 
MANY  OF  THE  FOLLOWING  MEDICAL  AND 
SURGICAL  SERVICES  AS  IS  POSSIBLE  WITHIN  THE 
TERM  OF  NINE  MONTHS 


Surgery 

Urology 

Proctology 

Gynecology 

Obstetrics 

Ophthalmology 


Otolaryngology  Neuro-Psychiatry 
Orthopedic  Surgery  Dermatology 
Neuro-Surgery 


Pathology 
Chemistry 
Bacteriology 
Radiology 


Anesthesia 
Medicine 
Pediatrics 
Physical  Therapy 

The  Hospital  provides  maintenance,  uniforms,  and  a sti- 
pend of  $25.00  a month. 

The  Hospital  is  approved  by  the  American  Medical 
Association  for  general  internships  and  residencies,  and  by 
the  American  College  of  Surgeons  as  meeting  its  standards. 

The  Hospital  occupies  a block  facing  Madison  Avenue, 
New  York  City.  It  is  a modern,  general  hospital  with  a 
capacity  of  362  beds  for  acute  diseases,  including  60  beds  in 
its  County  Branch. 


The  Hospital  for  Joint  Diseases  is  a General  Hospital 
featuring  Orthopedic  Surgery. 

About  6,000  patients  are  treated  annually,  and  one  half 
of  that  number  are  in  the  surgical,  medical,  pediatric,  and  all 
of  the  above  specialties.  About  seventy  per  cent  of  all 
patients  are  on  ward  service.  All  services  are  active. 

The  Out-Patient  Department  treats  about  700  patients 


daily. 

Graduating  students  and  graduates  of  Class  A medical 
schools  are  eligible. 

Interns  and  junior  residents  after  completion  of  their  serv- 
ice are  eligible  for  appointment  as  residents  in  orthopedic 
surgery. 

Applications  should  be  addressed  to: 


Director 


HOSPITAL  FOR  JOINT  DISEASES 
1919  Madison  Avenue 
New  York  35,  N.  Y. 


MICHAEL  REESE  HOSPITAL 
Cardiovascular  Department 
Offers  a Full-time  Intensive  Course  in 
Electrocardiography 

Two  Weeks— August  21  - September  2,  1944 
by  Dr.  Louis  N.  Katz 
Director  of  Cardiovascular  Research 

I his  is  an  intensive  course  offered  to  the  general  practi- 
tioner and  internist.  There  will  be  discussion  of  the  prin- 
ciples of  the  construction  and  use  of  electrocardiographic 
machines,  and  their  demonstration.  There  will  be  sessions  on 
interpretations  of  electrocardiograms  illustrated  by  lantern 
slides,  and  practice  by  the  student  with  unknown  records. 
Routine  records  taken  during  the  time  of  the  course  will  be 
shown  and  discussed.  Emphasis  will  be  placed  on  chest  leads 
and  on  the  importance  of  the  electrocardiogram  in  coronary 
sclerosis  and  myocardial  infarction.  The  mechanism  and 
interpretation  of  cardiac  arrhythmias  will  be  developed.  Bed- 
side diagnosis  and  management  will  be  touched  upon. 

As  group  and  individual  instruction  will  be  given,  the 
course  is  open  to  both  the  beginning  and  advanced  student 
in  Electrocardiography.  It  is  planned  to  individualize  the 
course  by  group  conferences  so  that  at  the  end  of  the  period 
each  student  will  be  capable  of  properly  interpreting  routine 
electrocardiograms.  In  order  to  accomplish  this  purpose  the 
class  will  be  limited  in  number.  It  is  imperative,  therefore, 
that  reservations  be  made  early. 

Reservations  may  be  made  upon  receipt  of  $10  which  will 
be  applied  on  the  tuition.  An  hourly  program  of  the  course 
will  be  sent  on  request. 

For  further  information  address:  Michael  Reese  Hospital, 
Cardiovascular  Department,  29th  and  Ellis  Avenue,  Chicago 
16,  Illinois. 


THE  AMERICAN  CONGRESS  OF  PHYSICAL 
THERAPY 

Will  hold  its  twenty-third  annual  scientific  and  clinical 
session  .September  6,  7,  8 and  9,  1944,  inclusive,  at  the 
Hotel  Statlcr,  Cleveland,  Ohio.  Rehabilitation  is  in  the  spot- 
light todav— Physical  Therapy  plays  an  important  part  in  this 
work.  The  annual  instruction  course  will  be  held  from 
8:co  to  10:30  a.  m.,  and  from  1:00  to  2:00  p.  m.  during  the 
days  of  September  6,  7 and  8.  The  scientific  and  clinical 
sessions  will  be  given  on  the  remaining  portions  of  these 
days  and  evenings.  All  of  these  sessions  will  be  open  to  the 
members  of  the  regular  medical  profession  and  their  quali- 
fied aids.  For  information  concerning  the  instruction  course 
and  program  of  the  convention  proper,  address  the  Ameri- 
can Congress  of  Physical  Therapy,  30  North  Michigan 
Avenue,  Chicago,  2,  Illinois. 
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OFFICIAL  ARMY  AND 
NAVY  UNIFORMS 

Our  Officers’  Corner  is  keyed  to  the  desire 
of  men  in  the  service  at  prices  established 
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Dentocain  Teething  Lotion 

A safe,  effective,  inexpensive  medica- 
tion for  topical  application  for 
teething  children 

NON-NARCOTIC 
NON-HABIT  FORMING 

Contains  Benzo caine  in  a special  Base 

AVAILABLE  AT  ALL  WHOLESALERS 


Dentocain  Company 

410  Garden  Street  Hartford,  Conn. 
Phone  2-7062 


NEW  BOOKS  IN  REVIEW 

SYNOPSIS  OF  CLINICAL  SYPHILIS.  By  Jaynes  Kirby 
Howies,  b.s.,  m.d.,  m.m.s..  Professor  of  Dermatology  and 
Syphilology,  and  Director  of  the  Department,  Louisiana 
State  University  School  of  Medicine;  Senior  Visiting  Physi- 
cian, Charity  Hospital  of  Louisiana  at  New  Orleans; 
Visiting  Physician,  French  Hospital,  Mercy  Hospital,  Hotel 
Dieu,  Southern  Baptist  Hospital  and  Touro  Infirmary. 
St.  Louis:  The  C.  V.  Mosby  Company.  1943.  585  pp. 
$6.00. 

Reviewed  by  Benjamin  L.  Salvin 

This  book  on  syphilis  is  the  most  compact  treatise  this 
reviewer  has  ever  had  the  pleasure  to  read.  The  author  has 
eliminated  a great  deal  of  discussion  to  give  the  reader  a 
concise,  systematic  and  very  well  written  account  of  a sub- 
ject, which  is  very  difficult  to  cover  properly,  on  account  of 
the  magnitude  and  conflicting  symptomatology. 

Dr.  Howies’  synopsis  of  this  difficult  subject  gets  at  the 
real  meat,  so  to  speak,  and  presents  it  in  a very  well  outlined 
and  concrete  manner  that  is  readily  understandable  by  the 
practitioner.  The  wealth  of  clinical  material  that  is  present  in 
and  around  New  Orleans  is  manifested  by  the  author’s 
thorough  clinical  understanding  and  application.  The  numer- 
ous and  excellent  photographs  are  one  of  the  outstanding 
features  of  his  book.  The  frank  discussion  of  the  treatment, 
both  old  and  new,  is  sincere  and  to  the  point. 

The  last  two  chapters  deal  with  Dr.  Howies’  ideal  clinic 
set  up  and  a short  history  of  syphilis. 

I his  synopsjs  on  syphilis  is  very  highly  recommended  for 
the  practitioner  who  desires  a more  definite  understanding 
of  the  many  problems  involved  in  the  diagnosis  and  modern 
care  of  the  luetic  patient. 

ORAL  DIAGNOSIS  (Second  Edition).  By  Kurt  H. 
Thoma,  d.m.d.,  Professor  of  Oral  Surgerv  and  Brackett  Pro- 
fessor of  Oral  Pathology,  Harvard  University;  Oral  Sur- 
geon and  Chief  of  Dental  Service,  Massachusetts  General 
Hospital;  Oral  Surgeon,  Brooks  Hospital;  Dental  Surgeon, 
Dental  Department,  Consultant  in  Oral  Surgery,  Tumor 
Department,  Boston  Dispensary  and  Joseph  H.  Pratt 
Diagnostic  Hospital;  Consulting  Oral  Surgeon,  New  Eng- 
land Baptist  Hospital;  and  Consulting  Oral  Surgeon,  Beth 
Israel  Hospital.  Second  Edition,  revised.  Philadelphia 
and  London:  W.  B.  Saunders  Company.  1943.  495  pp. 
with  666  illustrations,  63  in  colors.  $6.75. 

Reviewed  by  B.  G.  Anderson 

The  title  of  Dr.  Kurt  H.  Thoma’s  book  “Oral  Diagnosis 
with  Suggestions  for  Treatment”  (second  edition)  indicates 
that  it  concerns  chiefly  oral  diagnosis.  But  the  preface 
promises  a more  comprehensive  discussion  of  oral  and  other 
related  disease  conditions,  as  well  as  a part  devoted  to  technics 
of  examination. 

Part  I of  this  hook  entitled  “Principles  and  Methods  of 
Examination  and  Diagnosis,”  contains  much  valuable  infor- 
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mation  especially  for  the  student  of  dentistry  who  is  attempt- 
ing to  practice  his  specialty  as  a branch  of  medicine. 

Part  II  also  contains  valuable  information,  but  leaves  much 
to  be  desired  by  the  Dental  Surgeon  who  is  primarily  inter- 
ested in  diseases  of  the  teeth  and  periodontal  structures. 

Chapter  XX,  entitled  “Diagnosis  of  Odontitis”  begins  as 
follows: 

“Under  odontitis  will  be  described  the  chain  of  diseases 
which  affects  successively  the  enamel,  dentine,  pulp,  and 
periapical  structures.  As  soon  as  the  disease  affects  one  tissue 
the  adjacent  part  becomes  involved.  The  beginning  of 
odontitis  is  dental  caries,  which  will  be  described  first.” 
Odontitis— means  inflammation  of  a tooth,  but  it  is  doubt- 
ful if  dental  caries  can  be  better  understood  by  considering 
odontitis  an  entity  any  more  than  the  host  of  inflammatory 
diseases  of  the  eye  can  be  better  understood  by  referring 
to  them  as  ophthalmitis.  Furthermore,  periapical  structures 
are  not  tooth  tissue,  nor  can  we  accept  the  author’s  definition 
of  dental  caries  written  in  the  first  sentence  of  the  succeeding 
paragraph,  namely,  “Dental  Caries  is  a term  applied  to  a 
process  of  structural  disintegration  of  the  tooth  or  teeth,  in 
varying  rates  and  degrees  in  the  living  organism.” 

This  chapter  begins  with  faulty  definitions,  goes  on  to 
discuss  several  subjects  under  headings  and  sub  headings  such 
as,  Pathogenesis,  Primary  and  Secondary  Caries,  Predisposing 
Causes,  Protective  Reaction,  Signs  and  Symptoms,  without  a 
great  deal  of  regard  for  these  headings.  Under  “Acute  Pul- 
plitis”  the  author  states  that  “this  condition  is  characteristic, 
and  correct  diagnosis  is  seldom  missed.”  Certainly  few,  if 
any,  dentitsts  who  have  had  much  experience  with  this  con- 
dition would  agree  to  the  latter  part  of  this  statement. 

The  author  then  discusses  the  Etiology,  Bacteriology,  Local 
Signs  and  Symptoms,  General  Signs  and  Symptoms  and 
Roentgen  Examination,  but  leaves  much  to  be  guessed  at 
concerning  the  diagnosis  of  this  important  dental  disorder. 
A paragraph  on  treatment  consists  mostly  of  discussion  on 
what  kind  of  teeth  are  most  suitable  for  the  mechanics  of 
root  canal  filing  and  the  recommendation  of  a method  for 
this  procedure. 

In  the  front  of  the  book  a page  is  inserted  entitled  “In- 
structions in  The  Use  of  This  Book”  which  in  itself  suggests 
a lack  of  logic  in  the  whole  organization  of  this  volume. 

Aside  from  its  faults  the  book  is  obviously  based  on  the 
author’s  wide  experience  in  the  clinical  field  as  evidenced  by 
its  many  good  illustrations.  Although  not  adequate  there  is 
no  other  book  that  can  be  considered  a much  more  worthy 
contribution  to  the  literature  on  oral  diagnosis. 

THE  PERMEABILITY  OF  NATURAL  MEMBRANES. 
By  Hugh  Davson,  d.sc.,  Associate  Professor  of  Physiology 
at  Dalhousie  University,  Canada,  and  fames  Frederic 
Danielli,  d.sc.,  a.i.c.,  Beit  Memorial  Research  Fellow  and 
Fellow  of  St.  John’s  College,  Cambridge,  England.  Cam- 
bridge:  at  the  University  Press.  New  York-.  The  Macmil- 
lan Company.  1943.  352  pp.  73  Fig.  $4.75. 

Reviewed  by  David  I.  Hitchcock  ' 

This  is  an  important  book  for  those  interested  in  physical 
explanations  of  physiological  facts.  It  summarizes  a mass  of 
experimental  data,  obtained  by  many  workers  in  various 


Its  unrivaled  smoothness  and  dis- 
tinctive flavour  makes  Johnnie  Walker 
a leader  among  scotches. 

Popular  Johnnie  Walker  can’t  be  everywhere 
all  the  time  these  days.  If  occasionally  he  is 
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WHO  SAYS  YOU  CAN’T 
GET  A GOOD 

DRY  MARTINI? 

Who  says  good  Martinis  are  only  a 
memory?  They’re  still  here— marvel- 
ous Martinis— made  as  always  with 
scarce  and  precious  Milshire  Gin,  and 
the  world’s  finest  Dry  Vermouth.  You 
can  get  them  from  your  local  liquor 
store,  ready  mixed,  handily  bottled, 
read  to  ice  and  serve. 

SIX  KINDS 

Manhattan  (65  proof ) 

Side  Car  (60  proof) 

Old  Fashioned  ( 80  proof) 

Dry  Martini  (71  proof ) 

Martini,  medium  (60  proof) 
Daiquiri  (70  proof) 

HEUBLEIN’S  Club 

COCKTAILS 


Milshire  Distilled  Dry  Gin  is  90  Proof  distilled  from  100% 
grain  neutral  spirits.  G.  F.  Heublein  & Bro.,  Hartford  1,  Conn. 


ACCIDENT,  HOSPITAL,  SICKNESS 

INSURANCE 


For  Ethical  Practitioners  Exclusively 

[59,000  Policies  in  Force] 


For 

$5,000.00  accidental  death  $32.00 

1125.00  weekly  indemnity,  accident  and  sickness  per  year 

TUi 

$10,000.00  accidental  death  $64.00 

550.00  weekly,  indemnity,  accident  and  sickness  per  year 

— ~~ ” For 

$15,000.00  accidental  death  $96.00 

575.00  weekly  indemnity,  accident  and  sickness  per  year 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS,  WIVES 
AND  CHILDREN 

42  Years  Under  the  Same  Management 

$2,600,000.00  INVESTED  ASSETS 

$12,000,000.00  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
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laboratories,  on  the  permeability  of  biological  cells  to  dis- 
solved substances.  Numerous  references  cover  the  literature 
through  1940.  Much  of  the  experimental  work  was  done 
with  erythrocytes,  but  the  permeabilities  of  plant  cells, 
marine  eggs,  capillary  blood  vessels,  and  other  complex  mem- 
branes such  as  those  of  the  kidney  are  also  discussed.  The 
experiments  are  quantitative  in  nature,  and  their  interpreta- 
tion involves  the  use  of  some  of  the  equations  of  physics  and 
physical  chemistry.  To  those  who  can  follow  the  mathematics 
of  such  treatment,  the  book  may  be  highly  recommended  as 
a good  account  of  existing  knowledge  and  a stimulus  to 
further  research  in  a field  of  fundamental  importance. 

HANDBOOK  OF  NUTRITION— A SYMPOSIUM  PRE- 
PARED UNDER  THE  AUSPICES  OF  THE  COUN- 
CIL ON  FOODS  AND  NUTRITION  OF  THE 

AMERICAN  MEDICAL  ASSOCIATION.  American 

Medical  Association:  Chicago.  1943.  586  pp.  $2.50. 

Reviewed  bv  George  R.  CowGfLL 

T his  book  consists  of  twenty-five  chapters,  each  dealing 
with  a theme  of  interest  to  students  of  nutrition  and  the 
medical  profession  and  written  by  one  or  more  specialists. 
The  objective  of  the  volume  is  well  stated  by  J.  S.  Mc- 
Lester,  m.d.,  in  the  opening  paragraph:  “The  most  fertile 
field  in  the  world  of  medical  research  today  is  nutrition. 
The  yield  is  good  and  even  in  time  of  war  the  product 
compares  favorably  in  value  with  that  of  the  industries.  To 
weigh  these  values  critically,  to  correlate  them,  to  examine 
them  in  their  relation  to  medical  practice  and  human  wel- 
fare, and  then  in  the  light  of  the  information  thus  gained 
to  revise  present  day  knowledge  is  the  object  of  this  series 
of  special  articles  on  nutrition.”  The  articles  first  appeared 
at  intervals  in  the  Journal  of  the  American  Medical  Associa- 
tion and  were  then  gathered  together  to  make  this  volume. 

In  addition  to  such  basic  topics  as  proteins  in  nutrition, 
the  role  of  fat  in  the  diet,  calories  in  medical  practice,  the 
fat  soluble  vitamins,  and  the  like,  one  finds  among  others, 
the  following  important  subjects  treated  in  separate  chap- 
ters: unusual  foods  of  high  nutritive  value,  the  preservation 
of  the  nutritive  value  of  foods  in  processing,  improving 
the  quality  of  cheap  staple  foods,  nutritive  requirements  in 
pregnancy  and  lactation,  feeding  the  aged,  medical  evalua- 
tion of  nutritional  status,  adequacy  of  American  diets,  con- 
ditioned malnutrition,  and  nutrition  in  preventive  medicine. 
Each  article  is  relatively  brief  and  to  the  point  when  one 
considers  the  amount  of  literature  reviewed.  The  reader 
who  wishes  to  pursue  a topic  further  or  to  consult  an 
original  paper  which  was  used  as  a basis  for  certain  state- 
ments will  find  plenty  of  references  to  aid  him  in  his  pur- 
suit. For  example,  the  chapter  on  “Nutrition  in  Preventive 
Medicine”  by  VV.  H.  Sebrell,  m.d.,  has  169  footnotes  almost 
every  one  of  which  is  a reference  to  literature;  the  chapter 
on  “Medical  Evaluation  of  Nutrition  Status”  has  144  foot- 
notes; representative  comparable  figures  for  other  chapters 
are  194,  72,  39,  65,  41  and  25.  The  value  of  the  book  has  been 
enhanced  by  reproducing  in  one  of  the  chapters  the  pre- 
viously published  “Recommended  Dietary  Allowances”  of 
the  National  Research  Council.  For  the  reader  who  wishes 
to  know  the  current  standards  for  enrichment  and  fortifica- 
tion of  foods  with  important  vitamins  and  minerals,  a table 
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is  available  on  page  321.  An  index  adds  to  the  usefulness 
of  the  volume. 

This  book  can  certainly  be  highly  recommended  to  stu- 
dents of  nutrition  and  members  of  the  medical  profession, 
the  readers  for  whom  it  was  prepared.  It  can  serve  both  as 
a reference  work  for  the  nutrition  specialist  and  as  a text- 
book for  the  busy  physician  who  wishes  to  bring  himself 
up  to  date  with  respect  to  developments  in  the  field  of  nutri- 
tion, particularly  those  with  important  bearings  on  medicine. 

CLINICAL  LECTURES  ON  THE  GALLBLADDER 
AND  BILE  DUCTS.  By  Samuel  Weiss,  m.d.,  f.a.c.p., 
Clinical  Professor  of  Gastroenterology,  N.  Y.  Polyclinic 
Medical  School  and  Hospital;  Gastroenterologist,  Jewish 
Memorial  Hospital,  N.  Y.;  Consulting  Gastroenterologist, 
Beth  David  Hospital,  N.  Y.,  Long  Beach  Hospital,  Long 
Island,  etc.  Chicago:  The  Year  Book  Publishers,  Inc.  1944. 
%-5°- 

Reviewed  by  L.  C.  Foster 

Dr.  Weiss  states  in  the  preface  of  this  book  that  a textbook 
is  merely  a compendium  of  knowledge,  accumulated  by 
scientific  research.  It  sounds  easy.  To  write  a textbook  on  a 
clinical  subject  such  as  this,  one  must  include  everything 
pertaining  to  his  subject,  and  at  the  same  time,  use  a great 
deal  of  judgment  in  the  elimination  of  questionable  material. 
For  the  sake  of  practicability,  all  experimental  and  clinical 
evidence  cannot  be  included,  and  his  mature  judgment  must 
decide  what  shall  be  left  out.  To  this  should  be  added  his 
personal  experiences  and  reactions,  and,  in  its  final  analysis, 
the  value  of  many  texts  depend  upon  this  personality  factor. 


This  book  is  not  a compendium  of  knowledge  accumu- 
lated by  scientific  research,  but  is  a mixture  of  accepted 
facts,  experimental  evidence,  and  ideas  culled  from  a volu- 
minous experience.  The  emphasis  is  decidedly  on  personal 
experience,  and  a great  many  of  the  opinions  expressed  are 
open  to  criticism. 

For  example,  here  is  a quotation  from  lecture  2 — The 
Physiology  of  the  Gallbladder — I quote  verbatim:  “The 
gallbladder  aids  the  liver  in  the  removal  of  bacteria  and  tox- 
ins from  the  blood.”  Another,  from  lecture  7 (stated  as  a 
fact,  but  obviously  an  opinion) — “A  number  of  diseases  of 
a varied  nature  have  been  decidedly  improved  bv  biliary 
drainage.”  Cirrhosis  of  the  liver,  for  example.  Other  diseases 
benefited  are  hemolytic  jaundice,  splenomegaly,  pernicious 
anemia,  grave  secondary  anemia,  purpura  haemorrhagica, 
diabetes,  erythema  nodosum,  the  non  traumatic  form  of 
epilepsy,  biliary  stasis  associated  with  acute  or  chronic  heart 
disease,  intestinal  stasis  accompanied  by  attacks  of  mucous 
colitis  associated  with  gallbladder  and  liver  types  of  dyspep- 
sia, and  so  on,  in  the  manner  of  a medical  advertisement  in 
the  Police  Gazette. 

Statements  representing  loose  thinking  are  all  too  fre- 
quent. Inaccuracies,  such  as  “In  two-thirds  of  the  cases,  the 
temperature  may  rise  one  degree  or  more,  but  as  a rule,  there 
is  no  fever,”  are  included  in  the  text.  The  chapter  on  the 
medical  versus  the  surgical  management  of  cholelithiasis 
brings  up  the  old  battle  of  medical  against  the  surgical  treat- 
ment of  this  disorder.  A courageous  and  interesting  attempt 
to  arrive  at  fair  conclusions  degenerates  into  a nonsensical 
and  childish  wrangle  that  suggests  a breakdown  of  morale 
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in  the  monkey  house.  The  lectures  on  diagnosis,  liver  func- 
tion tests,  and  hypoprothrombinemia  are  well  done. 

Taken  as  a whole  one  hesitates  to  suggest  or  predict  a 
field  for  this  book.  The  teacher  would  find  ample  material 
for  criticism,  the  practitioner  would  find  useful  symptomatic 
treatments  given  in  great  detail,  but  one  would  not  recom- 
mend it  for  a student’s  text  because  his  immature  judgment 
could  not  separate  the  wheat  from  the  chaff. 

THE  1943  YEAR  BOOK  OF  OBSTETRICS  & GYNE- 
COLOGY. Edited  by  J.  P.  Greenhill,  b.s.,  m.d.,  f.a.c.s., 
Professor  of  Obstetrics  & Gynecology,  Loyola  University 
Medical  School,  Chicago;  Professor  of  Gynecology,  Cook 
County  Graduate  School  of  Medicine;  Attending  Gyne- 
cologist, Cook  County  Hospital;  Attending  Obstetrician 
& Gynecologist,  Michael  Reese  Hospital;  Author  of  Of- 
fice Gynecology  and  Obstetrics  in  General  Practice;  Co- 
author of  the  DeLee-Greenhill  Principles  and  Practice  of 
Obstetrics.  Chicago:  The  Year  Book  Publishers,  Inc.  584 
pp.  $3.00. 

Reviewed  by  Stanley  B.  Weld 
This  one  of  the  Year  Book  series  edited  by  Dr.  Greenhill 
lives  up  to  the  standard  set  bv  this  editor  and  by  Dr.  DeLee 
over  a period  of  many  years.  The  pertinent  discussions  by 
the  editor  appended  to  many  of  the  abstracts  are  valuable 
because  of  his  frankness  and  wide  experience.  In  the  portion 
of  the  volume  dealing  with  obstetrics  may  be  found  a discus- 
sion of  many  familiar  subjects  such  as  labor,  the  puerperium, 
and  the  new  born.  But  there  is  much  that  is  new.  Herbert 
Thoms’  papers  on  the  Relation  of  the  Sacral  Promontory  to 
the  Pelvic  Inlet  and  on  Roentgen  Pelvimetry  are  abstracted. 


The  time  of  ovulation,  nutrition  studies  in  pregnancy,  hor- 
monal influences  on  the  ureter,  and  hormonal  therapy  of 
varicose  veins  in  pregnancy  all  find  a place  in  this  volume. 
Pregnancy  and  tuberculosis,  pregnancy  with  diabetes,  acute 
appendicitis  in  pregnancy,  vascular  disease  following  tox- 
emia of  pregnancy,  thrombosis  and  embolism,  and  erythro- 
blastosis and  the  Rh  factor  are  well  discussed.  And  in  the 
field  of  therapy,  prostigmine  in  delayed  menstruation,  five 
day  treatment  of  syphilis,  pyridoxine  in  hvperemesis,  dem- 
crol  and  vinbarbital  sodium  in  obstetrical  analygesia,  and 
continuous  caudal  analygesia  may  all  be  found. 

In  the  part  allocated  to  gynecology,  first  and  foremost 
may  be  found  an  abstract  of  George  Gray  Ward’s  paper  on 
the  Intelligent  Gynecologic  Examination  which  first  appeared 
in  the  Connecticut  State  Medical  Journal.  As  Dr.  Greenhill 
so  aptly  states,  “Physicians  who  will  study  this  entire  article, 
written  by  one  of  America’s  foremost  gynecologists,  will 
be  well  repaid  for  their  time  and  effort.”  There  are  several 
new  operative  procedures  portrayed  by  excellent  cuts. 
Williams  work  on  male  sterility  is  abstracted.  The  impor- 
tance of  the  use  of  pessaries  in  office  practice  is  emphasized. 
Ethynyl  estradiol,  the  new  oral  steroid  estrogen,  is  re- 
ported and  the  uses  of  testosterone  propionate  and  buffered 
acid  jelly,  the  latter  in  gynecologic  infections,  are  discussed. 
Diagnostic  procedures  with  their  recent  modifications  such 
as  the  Rubin  test,  hysterosalpingography  in  sterility  and 
particularly  in  unruptured  ectopic  pregnancy  are  discussed. 

This  is  an  excellent  volume  to  acquaint  the  reader  with 
the  latest  developments  in  the  field  of  obstetrics  and  gyne- 
cology, utilizing  as  it  does  articles  published  during  the 
past  year. 
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COMMENT  ON  EXPERIMENTAL  GASTRIC  CANCER 

George  M.  Smith,  m.d.,  Vine  Orchard 


Following  the  example  set  by  some  of  my  prede- 
cessors who  have  addressed  you  on  matters 
covering  their  personal  medical  interest  and  expe- 
rience, I am  taking  the  liberty  of  referring  very 
briefly  to  one  of  the  many  cancer  research  problems 
which  are  unfurling  at  the  present  moment,— namely 
experimental  gastric  cancer,  its  background  and 
progress. 

Those  of  us  who  follow  the  developments  and 
the  course  of  industrial  health  have  continually  in 
mind  that  the  occupational  diseases  have  furnished 
a whole  series  of  important  and  vital  clues  for  can- 
cer research.  This  has  been  the  case  for  ever  so  many 
years.  An  early  clinical  example  is  the  well  known 
scrotal  cancer  of  chimneysweepers,  described  by 
Pott1  in  1778,  which  clearly  indicated  that  certain 
chemical  factors  influenced  the  production  of  skin 
cancers.  The  study  of  cancer  was  compelled  to  wait 
until  1832  when  the  cellular  structure  of  tumors 
was  demonstrated  by  Muller  with  the  aid  of  the 
early  type  of  microscope.2  Pathologists  all  over  the 
world  reaped  the  great  scientific  harvest  coming 
from  this  primary  observation  regarding  the  essen- 
tial structure  of  neoplasms.  As  a result,  not  alone  are 
human  tumors  extensively  studied,  but  animal 
tumors  of  many  kinds  including  those  found  in  the 
fishes,  reptiles,  birds  and  mammals,  always  with  the 
hope  of  placing  at  least  some  of  these  animal  growths 
on  an  experimental  basis  and  making  knowledge 
gained  from  such  sources  of  value  for  human 
studies.  It  would  not  be  surprising  to  find  that 
vertebrate  tumors,  when  causative  agents  become 
better  known,  will  present  themselves  in  some  sort 
of  order  related  to  an  evolutionary  pattern. 

In  recent  times,  namely  at  the  turn  of  the  century, 
cancer  research  gained  impressive  momentum  from 
experiments  on  the  transplantation  of  normal  tissues, 


which  foreshadowed  the  work  on  the  transplanta- 
tion of  malignant  tissues.  The  experiments  on  nor- 
mal tissues  were  done  by  a host  of  physiologists, 
pathologists,  surgeons  as  well  as  embryologists.  The 
physiologists  were  interested  in  the  survival  and 
function  of  transplanted  tissues,  the  pathologists 
were  concerned  with  alterations  in  morphology  and 
structural  adaptations  to  new  environment,  while 
the  surgeon  had  in  mind  such  problems  as  the  cover- 
ing of  defects  of  skin,  cornea,  and  bone  and  hoped 
even  to  replace  blood  vessels  and  organs.  The 
embryologists,  by  shifting  bits  of  basic  embryonal 
tissues  into  certain  undifferentiated  primitive  areas 
set  in  motion  a series  of  events  in  the  chain  of  “in- 
duction phenomena.”  All  of  us  gathered  here  today 
are  mindful  of  the  importance  of  the  studies  of 
tissues  transplanted  into  media  outside  of  the  body, 
the  discovery  of  which  we  owe  to  our  own  Dr. 
Ross  Harrison.3  We  recall  with  admiration  and 
astonishment  the  feats  of  transplantation  of  whole 
eyes  in  the  salamander  made  by  Leon  Stone,4  and 
the  successful  growth  of  tissues,  including  human 
tumor  material,  in  the  anterior  chamber  of  the  eye 
performed  in  experimental  animals  by  H.  S.  N. 
Greene,5  all  representing  work  going  on  in  nearby 
laboratories. 

Mere  experimental  transplantation  of  animal 
tumors,  however,  was  destined  to  be  supplemented 
by  the  study  of  spontaneous  animal  tumors  and  the 
conditions  surrounding  their  origin.  It  was  made 
possible  by  the  efforts  of  geneticists,  chemists, 
endocrinologists,  and  virus  experts  who  came  upon 
the  cancer  scene  bringing  new  ideas.  The  whole 
subject  became  revitalized  by  these  new  contacts. 

This  great  renaissance  in  experimental  cancer 
dawned  several  years  after  the  barren  and  bleak 
years  of  World  War  I,  and  cancer  research  entered 
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a brilliant  period.  In  the  course  of  a few  years  ad- 
vances were  made  in  many  directions.  Geneticists 
(Kreybreg  of  Norway,  Dobrolvaskaia-Zavadskaia  of 
France,  Little,  Lynch,  Strong  of  America)  devel- 
oped highly  inbred  strains  of  mice  by  brother  to 
sister  mating,  giving  to  cancer  investigators  extreme- 
ly sensitive  biological  material  for  their  testing. 
These  same  determined  and  experienced  workers 
and  their  colleagues  undertook  to  unravel  the  vitally 
important  genetic  background  of  mouse  cancer. 
Biochemists  became  deeply  interested  in  both  nor- 
mal and  abnormal  growth.  Organic  chemists  by 
laborious  processes  identified  cancer  producing 
hydrocarbons  from  coal  tars,  and  studied  their 
carcinogenicity  by  painting  the  various  fractions  on 
the  skin  of  mice.  Physicists  prepared  the  way  for  the 
identification  of  carcinogenic  hydrocarbons  by 
means  of  fluorescence  spectroscopy,  the  first  results 
appearing  in  1930.  As  stated  by  Kennaway6  “the 
fluorescence  spectrum  was  the  single  thread  that  led 
all  through  this  labyrinth.”  In  the  field  of  endo- 
crinology, sex  hormones  were  isolated  and  synthe- 
sized, potent  proliferating  agents  for  various  kinds 
of  cells,  causing  prompt  multiplication  of  epithelium, 
connective  tissue  and  smooth  muscle,  particularly 
in  such  cancer  susceptible  areas  as  the  female  genital 
tract  and  mammary  gland,7  preparing  new  physio- 
logical and  pathological  backgrounds  for  the  occur- 
rence of  cancers.  The  chemical  relationship  between 
carcinogenic  hydrocarbons,  sex  hormones,  and  bile 
acids  was  suggested. 

London  and  Paris  (1930-35),  were  two  of  the 
principal  centers  where  the  new  flares  and  shafts  of 
light  were  being  kindled,  illuminating  the  darkness 
which  had  surrounded  the  cancer  problem  for  many 
years.  One  went  from  laboratory  to  laboratory  in  a 
sort  of  bewilderment  studying  new  technical  pro- 
cedures, examining  test  animals  with  their  experi- 
mentally induced  tumors,  looking  at  microscopic 
sections  which  demonstrated  for  the  first  time  that 
cancer  research  had  attained  at  least  one  of  its  great 
objectives,  namely  the  experimental  production  of 
the  disease  through  exact  chemical  means.  The  gen- 
erosity of  a number  of  European  investigators  fur- 
• nished  us  here  with  precious  crystals  of  their 
synthesized  materials  (carcinogenic  hydrocarbons 
and  sex  hormones)  and  permitted  us  to  launch  our 
own  experiments.  The  search  for  cancer  producing 
chemical  factors  in  the  body  and  its  environment  got 
under  way  with  enthusiasm,  only  to  be  slowed  down 
by  the  crisis  of  World  War  II. 
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Active  programs  for  cancer  research  in  this  coun- 
try find  encouragement  in  approximately  sixteen 
research  centers,  spreading  from  Bar  Harbor,  Maine, 
to  California,  and  are  for  the  most  part  related  to 
schools  of  medicine.  Until  recently,  American  can- 
cer research  lacked  one  important  and  essential ! 
feature  to  insure  its  successful  continuity,  namely 
sound  financial  support.  This  great  defect  in  the 
organization  and  encouragement  of  American  can- 
cer research  began  to  be  remedied  in  1932  when  first 
private  and  later  governmental  funds  became  avail-  j 
able  through  the  creation  of  a number  of  privately  ! 
endowed  cancer  foundations,  and  the  development 
of  the  National  Cancer  Institute.  The  important 
private  foundations  are  devoted  to  the  support  of 
cancer  research  not  alone  in  this  country  but  also 
abroad,  employing  chiefly  grants-in-aid  and  fellow- 
ships allocated  to  promising  investigators  who  work 
in  the  basic  sciences  or  actually  in  the  clinic.  The 
scientific  decisions  of  the  foundations  are  left  in  the 
hands  of  boards  of  scientific  advisors  who  are 
familiar  with  the  various  fields  involved.  Allocations 
of  funds  are  at  the  present  time  chiefly  in  the 
domain  of  chemistry,  physics,  genetics,  hormones, 
viruses  in  relation  to  cancer  and  leukemia. 


From  the  national  viewpoint,  the  creation  in  1937, 
of  the  National  Cancer  Institute  and  the  National 
Cancer  Council  of  the  United  States  Public  Health 
Service  was  of  greatest  importance.  From  this 
moment  it  became  apparent  that  the  United  States 
Public  Health  Service  was  intensifying  its  campaign 
against  cancer  and  regarded  this  devastating  disease 
with  the  present  shocking  annual  mortality  of 
163,400  as  a continual  menace  to  the  health  of  the 
people  of  this  country.  Since  its  organization  the 
National  Cancer  Institute  has  done  many  things  to 
stimulate  cancer  research,  not  alone  by  the  splendid 
work  of  its  own  laboratories,  but  also  by  grants,  the 
loan  of  radium,  and  the  giving  of  fellowships  to 
trainees  to  gain  experience  in  the  more  difficult 
aspects  of  the  disease  especially  along  the  lines  of 
therapy. 


One  of  the  more  recent  projects  encouraged  by 
the  National  Cancer  Council  is  that  dealing  with 
the  study  of  gastric  cancer.  The  whole  matter  was 
discussed  in  October  1940  at  a two-day  conference 
held  at  the  Institute,  Bethesda,  Marvland,  and  as  a 
result  of  this,  a collaborative  research  group  was 
formed  to  undertake  an  intensive  study  of  cancer 
of  the  stomach.  The  research  group  is  composed  of 
several  cancer  units,  which  pool  their  clinical  and 


laboratory  experience.  The  current  work  and  ad- 
vances are  discussed  at  intervals  and  future  plans 
formulated. 

Carcinogens  such  as  the  hydrocarbon  3:4— benz- 
pyrene are  fluorescent  substances  and  can  be  traced. 
Thus  Peacock8  of  Glasgow  (1935)  was  able  to 
demonstrate,  by  means  of  a beam  of  ultra-violet  rays, 
the  fate  of  this  material  when  injected  into  the 
animal  body.  The  bulk  of  the  hydrocarbon  becomes 
quickly  concentrated  in  the  liver,  which  takes  on  a 
brilliant  violet  color.  In  a short  while  the  fluores- 
cence of  the  liver  disappears  and  the  fluorescence 
of  the  bile,  usually  yellow  in  color,  becomes  a 
brilliant  blue,  due  to  an  altered  product  identified 
as  monohydrobenzpyrene.  The  excretion  of  the 
fluorescent  material  continues  into  the  intestinal 
tract  and  can  be  recovered  in  the  feces.  This  is  a 
simple  and  a very  impressive  experiment  when  wit- 
nessed. It  suggests  the  pathway  which  an  ingested 
carcinogen  or  body  manufactured  carcinogen,  say 
formed  in  the  liver,  would  take.  It  calls  attention  to 
bile  as  a possible  carrier  of  soluble  carcinogenic  sub- 
stances, which  on  regurgitation  into  the  stomach 
would  reach  the  pyloric  area,  so  frequently  the  site 
of  human  gastric  cancer.  Injury  to  the  gastric 
mucous  membrane  by  bile  flowing  back  into  the 
stomach  under  certain  experimental  conditions  has 
been  described.9 

Great  interest  attaches  to  the  experimental  pro- 
duction of  cancer  of  the  stomach  in  mice,  by  either 
feeding  a carcinogen  mixed  in  the  food  or  by  direct- 
ly injecting  a carcinogen  into  the  wall  of  the 
stomach.10’11  As  a result,  much  information  on  the 
early  stages  of  the  disease,  its  spread,  and  nretastases 
are  better  understood.  Strong  of  Yale12  has  been 
breeding  mice  so  that  they  are  resistant  to  local 
subcutaneous  tumors  at  the  site  of  injection.  In  these 
animals  gastric  cancers  and  other  tumors  manifest 
themselves  later  in  life.  The  experiment  illustrates 
that  a carcinogen  once  in  the  body  may  become 
lodged  in  the  w all  of  the  stomach,  perhaps  in  the 
course  of  its  excretion,  and  thereupon  produce  a 
malignant  growth. 

The  matter  of  diets  and  experimental  gastric  can- 
cer is  being  explored.  A condition  encountered  in 
rodents  as  a result  of  diet  experiments  in  relation  to 
cancer  is  gastro-papillomatosis.  It  has  been  produced 
by  a variety  of  experimental  procedures.  Observa- 
tions bv  Peacock8  indicate  that  such  lesions  of  the 
stomach  of  rodents  are  possibly  due  to  a deficiency 
of  vitamin  A.  It  may  be  of  interest  to  state  that  the 


basic  requirements  in  diets  of  different  strains  of 
mice  are  being  investigated  in  the  laboratory  of  Dr. 
George  Cowgill  in  New  Haven. 

Early  cancers  of  the  human  stomach  are  receiving 
intensive  study.  Dr.  Stout13  of  the  Presbyterian 
Hospital  in  New  York  points  out  that  cancers  of 
the  stomach  start  in  the  mucous  producing  cells  of 
the  mucous  membrane,  grow  out  from  one  or  more 
focal  points  in  all  directions,  with  varying  speeds  in 
these  different  directions.  Since  March  1937,  he  has 
encountered  a series  of  tumors  which  display  a 
different  pattern  of  growth.  In  this  form,  growth 
starts  in  the  mucosa  and  spreads  superficially  with- 
out penetrating  deep  into  the  muscular  coat  until  it 
has  covered  a considerable  surface  area.  These 
patients  may  have  peptic  ulcer  symptoms  and  may 
show  ulceration  of  their  superficial  cancer.  Surgical 
results  after  partial  resection  of  the  stomach  in  this 
group  are  very  encouraging.  Dr.  Stout  concludes, 
“It  seems  probable  that  concentration  on  the  diag- 
noses of  early  cancer  of  the  stomach,  particularly 
in  the  group  suffering  from  ulcer  symptoms  will 
bring  to  light  in  a large  number  this  type  of  super- 
ficial spreading  carcinoma  which  seemingly  offers 
a far  better  hope  of  cure  by  surgery  than  the 
average.” 

A fair  number  of  apparently  normal  human 
stomachs  contain  minute  nodules  of  abnormally 
proliferating  smooth  muscle,  which  under  ordinary 
conditions  remain  of  microscopic  size  and  of  no 
special  significance,  but  under  certain  circumstances 
continue  to  grow  and  become  clinically  important 
leiomyomas  or  leiomyosarcomas.14  An  interesting 
interpretation  has  been  offered,  namely  that  these 
smooth  muscle  tumors  of  the  gastro-intestinal  tract 
may  represent  an  effect  of  female  sex  hormone 
stimulation,  not  unlike  the  smooth  muscle  tumors 
which  occur  in  the  experimental  animal  after  long 
continued  female  sex  hormone  administration.  No 
hyperplasias  of  the  gastric  mucous  membrane  caused 
experimentally  by  hormones  have  as  yet  been  de- 
scribed, but  hyperplasias  of  the  common  bile  duct 
can  be  produced  readily  by  estrogen  administration 
(Gardner  et  ah).15 

One  of  the  stumbling  blocks  in  gastric  cancer 
studies  has  been  a lesion  known  as  chronic  gastritis. 
A great  deal  of  study  is  being  given  to  the  so-called 
chronic  gastritis  seen  in  the  human  subject.  It  is  a 
patchy  or  diffuse  lesion  seen  at  times  in  association 
with  cancer  of  the  stomach  and  pernicious  anemia. 
It  is  charazterized  by  a well  known  structural 
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change  in  which  there  is  a substitution  of  mucus 
cells  for  the  highly  specific  and  easily  recognized 
peptic  and  hydrochloric  acid  cells,  together  with 
some  rearrangement  and  atrophy  of  glands.  It  has 
been  called  “intestinalization”  of  the  gastric  mucous 
membrane.  Doctors  Warren  and  Collins16  of  the 
Deaconess  Hospital,  Boston,  have  been  able  to  trace 
the  changes  in  gastric  epithelium  from  the  first 
repair  of  minor  erosions  to  what  they  regard  as 
well  marked  precancerous  changes  present  in 
chronic  gastritis.  The  intestinal  type  of  epithelium  is 
shown  not  to  be  intestinal  but  rather  an  epithelium 
resembling  the  primitive  non  specialized  entodermal 
tube. 

The  lesions  of  both  gastric  atrophy  and  cancer 
appear  to  be  events  in  ageing  organs,  according  to 
the  views  of  Guiss  and  Stewart,17  not  necessarily 
related  to  cancer.  One  gathers  from  all  this  informa- 
tion that  the  intestinalization  or  simplification  of  the 
gastric  mucous  membrane  may  co-exist  with  a num- 
ber of  different  conditions  as  yet  little  understood, 
and  that  among  these  are  cancer  of  the  stomach, 
pernicious  anemia,  and  the  edges  of  healing  ulcers. 
It  seems,  therefore,  that  the  gastric  mucous  mem- 
brane may  be  regarded  as  capable  of  shifting  from 
a highly  complex  type  to  a simpler  type  and  vice 
versa  depending  on  changes  of  environment.  This 
would  be  in  line  with  experimental  data,  such  as  the 
behavior  of  gastric  epithelium  at  the  edges  of  gastro- 
enterostomy stomata  and  also  in  gastric  flaps  im- 
planted experimentally  into  the  intestinal  tract,18 
where  a simplification  of  epithelium  and  its  sub- 
sequent restoration  to  normal  has  been  noted. 

Clinical  and  laboratory  publications  from  the 
Memorial  Hospital19  have  dealt  with  metabolic 
abnormalities  in  patients  with  cancer  of  the  gastro- 
intestinal tract.  These  include  disturbances  in  vita- 
min A;  the  incidence,  nature  and  cause  of  the  hypo- 
proteinemia  associated  with  gastrointestinal  cancer; 
hepatic  dysfunction;  and  metabolic  abnormalities  of 
the  postoperative  period.  This  group  of  investiga- 
tors concludes,  “It  would  appear  that  patients  with 
gastro-intestinal  cancer  suffer  from  several  metabolic 
abnormalities  which  may  endanger  their  operative 
and  postoperative  course.  Many  of  their  abnormal- 
ities probably  are  related  to  hepatic  insufficiency 
which  may  be  induced  by  the  presence  of  the  gastro- 
intestinal neoplasm.  The  removal  of  the  cancer  often 
is  followed  by  the  disappearance  of  the  metabolic 
dyscrasias,  principally  that  which  involves  the  fabri- 
cation of  the  serum  protein.  However,  other  dys- 


functions, of  which  hypoprothombinemia  is  one, 
persist  well  into  the  postoperative  period.  Total,  and 
perhaps  subtotal  gastric  resection,  although  neces- 
sary for  the  surgical  treatment  of  the  patient,  may 
institute  a new  metabolic  disturbance— steatorrhea 
and  consequent  loss  of  weight.  A proper  recognition 
of  these  preoperative  and  postoperative  complica- 
tions should  be  necessary  for  the  best  treatment  of 
the  patient  with  gastro-intestinal  cancer.  While  it 
may  be  impossible  at  this  time  to  counteract  all  of 
these  abnormalities,  many  can  be  corrected  in  time 
to  prevent  serious  consequences.” 

The  role  of  viruses  in  the  production  of  cancer 
is  now  receiving  considerable  attention,  as  the  result 
of  the  work  on  chicken  tumors,  rabbit  papillomas 
and  the  “milk  factor”  which  influences  mammary 
tumors  in  mice.  It  is  regrettable  that  very  little 
information  is  available  on  the  possible  relationship 
of  viruses  to  gastro-intestinal  cancers.  This  is  not 
surprising,  as  there  are  only  a very  few  virus  diseases 
which  have  known  gastro-intestinal  implications. 
Among  teleosts,  however,  there  is  found  a disease 
believed  to  be  caused  by  a virus20  in  which  enor- 
mously hypertrophied  and  easily  identified  cells 
supposedly  containing  the  virus  are  located  in  the 
gastric  mucus  membrane.21  Gastric  tumors  have 
not  been  observed  as  yet,  the  characteristic  growths 
found  in  this  disease  being  entirely  cutaneous  in 
distribution.  The  observation  suggests  that  a virus, 
like  a carcinogen,  may  become  lodged  in  the  mucosa 
of  the  stomach,  perhaps  during  processes  involving 
absorption  or  excretion. 

Cancer  prevention  clinics  in  the  gynecological 
field  are  now  being  tested  in  several  cities.  These 
function  under  the  auspices  of  their  respective 
county  medical  societies  in  cooperation  with  family 
physicians.  A form  of  gastric  cancer  prevention 
clinic  at  the  Presbyterian  Hospital  has  met  with 
considerable  success.  In  the  course  of  examining  by 
fluoroscope  a series  of  individuals  visiting  the  hos- 
pital with  symptoms  other  than  gastric,  a small 
number  of  early  unsuspected  tumors  were  encoun- 
tered and  successfully  treated.22  One  cannot  help 
feel  that  these  new  types  of  cancer  prevention 
clinics,  even  though  laborious  efforts  are  involved, 
may  become  valuable  instruments  in  the  control  of 
clinical  cancer.  The  importance  to  cancer  research 
would  be  greatly  enhanced,  if  transitional  and  early 
cases  of  cancer  disclosed  by  these  means  could  re- 
ceive complete  study  from  the  chemical  standpoint 
as  this  might  lead  to  a better  understanding  of  con- 
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ditions  underlying  the  origin  of  growths  in  the 
human  subject. 

The  above  mentioned  random  illustrations,  al- 
though few  in  number,  give  some  idea  of  the 
advances  made  in  a field  of  cancer  which  only  a few 
years  ago  seemed  forbidding  and  impenetrable.  The 
areas  of  visibility  have  now  begun  to  grow  in  most 
of  the  cancer  research  fields. 

In  conclusion,  it  may  be  said  that  the  cancer  ques- 
tion has  many  facets,  such  as  represented  by  the 
experimental  studies  directed  at  the  origins  and 
mechanisms  of  the  disease,  the  problems  of  early 
diagnosis,  treatment,  chronic  hospitalization,  educa- 
tion and  control.  These  are  weighty  matters  to  be 
faced,  difficult  to  accelerate.  A little  while  ago  can- 
cer was  referred  to  by  Cook,23  an  outstanding 
British  investigator  of  the  disease,  as  a “major  social 
problem.”  He  said,  “It  is  responsible  for  much  suffer- 
ing and  takes  a high  toll  of  life.  No  class  of  the 
community  can  claim  immunity,  no  individual  can 
take  sufficient  precautions  which  will  ensure  that 
he  will  not  be  stricken.  ...  In  such  circum- 
stances, attempts  to  master  the  disease  cannot  be  and 
are  not,  allowed  to  await  the  leisurely  development 
of  a single  intricate  branch  of  science.  A whole 
armoury  of  scientific  methods  and  weapons  is  being- 
brought  to  bear  on  the  problem,  and  it  is  likely  that 
there  is  no  branch  of  science  which  has  not  made  its 
contribution  to  the  study  of  cancer.” 

We  are  told  that  many  major  problems  connected 
with  one  field  of  science  are  being  solved  by  the 
application  of  other  sciences  to  the  primary  prob- 
lems under  investigation.24  Following  the  discovery 
of  insulin  in  1922,  it  was  the  concerted  effort  of 
many  investigators,  especially  drawn  from  the 
younger  groups,  which  insured  the  exceedingly 
rapid  progress  in  such  a difficult  field  as  that  pre- 
sented by  experimental  endocrinology.25  It  is  a 
happy  augury  for  its  future  success,  that  cancer 
research  at  present  shows  a trend  to  organize  in 
teams  or  larger  units  of  skillful  and  qualified  work- 
ers, often  embracing  different  fields  of  science,  yet 
retaining  at  the  same  time  individual  enterprise, 
efficiency,  and  above  all  enthusiasm.  Such  a concen- 
tration of  effort  is  bound  to  assist  greatly  in  the 
eventual  solution  of  the  problem. 

The  immediate  task  then,  is  to  apply  all  the  known 
effective  measures  against  the  disease  and  to  devise 
and  perfect  new  procedures,  so  as  to  hasten  the  dav 
when  this  important  and  serious  chapter  of  medical 
history  can  be  brought  to  a satisfactory  close. 
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Simple  Fractures  of  Ribs 

Fractures  of  one  or  more  ribs  without  external 
wounds  and  without  apparent  damage  to  the 
underlying  thoracic  viscerae  are  so  commonly  met 
with  in  civilian  and  military  medical  practice,  their 
recognition  and  treatment  are  so  well  standardized, 
that  one  hardly  dares  to  begin  a discussion  like  this 
with  their  consideration.  However,  in  the  older  age 
groups,  and  in  those  whose  cardio-respiratory  re- 
serve is  already  depreciated  by  preexisting  disease 
or  severe  trauma  elsewhere,  alarming  dyspnoea  and 
cyanosis  may  develop  because  of  the  respiratory 
dysfunction  which  such  fractures  occasion.  This 
dysfunction  is  due  to  pain,  spasm  of  the  thoracic  and 
abdominal  musculature,  and  sometimes  paradoxical 
movements  of  the  affected  chest  wall.  In  this  type 
of  case,  early  and  adequate  immobilization  by  strap- 
ping and  the  judicious  use  of  morphine  may  be  of 
the  greatest  therapeutic  value,  both  symptomatically 
and  objectively.  When  the  acute  pain  is  crippling 
and  field  conditions  permit,  a paravertebral  inter- 
costal nerve  block  corresponding  to  the  involved 
ribs  may  be  carried  out,  using  one  per  cent  novocain. 

In  strapping  the  chest  with  adhesive  plaster,  the 
hairy  areas  should  be  shaved  and  the  nipple  area 
protected  by  gauze  or  cotton-wool  to  avoid  later 
discomfort.  To  be  effective,  adhesive  should  be 


applied  from  the  anterior  axilla  of  the  sound  side, 
encircling  the  aff  ected  chest  to  the  posterior  axillary 
line  of  the  sound  side  again.  Occasionally  we  have 
employed  instead  of  adhesive,  a swathe  of  flannel 
in  a single  layer,  applied  tightly  and  fastened  in  one 
axilla  by  short  adhesive  or  Elastikon  strips.  This  has 
the  advantage  of  sparing  the  skin  from  dermatitis  in 
susceptible  individuals  and  permitting  rapid  removal 
for  examination  and  chest  taps,  in  patients  whose 
thoracic  lesions  demand  repeated  manipulations. 

Multiple  fractures  of  ribs,  not  uncommonly  asso- 
ciated with  fractures  or  dislocation  of  clavicle  and 
sternum,  may  so  mobilize  the  bony  thorax  that  a 
paradoxical  movement  or  inward  collapse  of  the  ; 
chest  wall  occurs  with  inspiration,  sharply  reducing  j 
the  intake  of  fresh  air  and  drawing  expired  air  from 
the  collapsing  side  into  the  good  lung.  Simple  strap- 
ping with  pressure  pads  may  or  may  not  be  effective. 
Extrinsic  traction  applied  to  two  or  more  ribs  with 
wire  or  clips  under  local  anesthesia  may  be  neces- 
sary. 

A rare  and  late  complication  of  rib  fracture  which 
we  have  seen  only  once  is  aneurysmal  dilatation  of 
the  intercostal  artery;  a more  common  one  is  per- 
sistent intercostal  pain  due  to  neuritis.  This  has  the 
characteristic  radiation  along  the  involved  thoracic 
segment.  It  has  been  an  occasional  post-operative 
complication  in  our  elective  exploratory  thoracoto- 
mies, with  or  without  rib  resection,  probably  due  to 
prolonged  trauma  from  a self  retaining  retractor.  A 
single  injection  of  novocain  into  the  involved  inter- 
costal nerve  may  permanently  relieve  the  pain  and 
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paraesthesia;  if  not,  an  alcohol  block  or  intercostal 
neurectomy  is  the  last  resort.  In  suturing  a chest 
wound  one  must  take  particular  care  not  to  include 
the  intercostal  nerves  in  a suture. 

Pneumonocele 

After  fractures  of  rib  or  costal  cartilage  (or  their 
surgical  resection)  an  extrusion  of  lung  into  the  soft 
tissues  of  the  chest  wall  may  result  on  rare  occasion 
in  the  formation  of  a permanent  pleura-lined  diver- 
ticulum containing  a portion  of  herniated  lung.  In 
three  cases  observed  in  the  New  Haven  Hospital 
clinic,  two  followed  an  open  pneumonolysis  to  free 
extensive  adhesions  complicating  therapeutic  pneu- 
mothorax carried  on  in  treatment  of  tuberculosis. 
One  followed  a fractured  anterior  left  fourth  rib 
sustained  by  a circus  equestrian  when  he  fell  against 
the  pommel  of  his  saddle.  The  pneumonocele  ap- 
pears as  a soft  spot  in  the  chest  wall,  which  bulges 
on  cough  or  forced  expiration.  There  may  be  local 
tenderness,  but  usually  no  symptoms  unless  the 
patient  develops  a feeling  of  insecurity.  Ordinary 
x-rays  show  nothing,  unless  the  old  fracture  or  dis- 
location of  the  rib,  but  a profile  film  of  the  involved 
area  during  forced  expiration  will  reveal  the  herni- 
ated lung.  Occasionally  because  of  a progressive 
increase  in  size  of  the  lesion,  or  an  occupational 
hazard  with  opportunity  for  further  trauma,  surgical 
repair  is  indicated.  This  is  done  simply  by  freeing  up 
and  reducing  the  lung,  excising  the  pleural  sac,  and 
closing  the  bony  defect  by  periosteal  or  osteoperio- 
steal flaps  turned  down  from  the  neighboring  ribs 
above  and  below  the  defect.  Any  pneumothorax 
resulting  from  the  dissection  should  be  immediately 
reduced  by  aspiration  at  the  conclusion  of  the 
operation. 

Contusion  of  the  Lung  and  Heart 

Contused  wounds  of  the  pulmonary  parenchyma 
and  myocardium  are  seen  on  rare  occasions  as  the 
result  of  sharp  blows  on  the  chest  wall,  as  for  ex- 
ample in  steering  wheel  accidents.  There  may  be  no 
external  wound.  The  lung  contusion  gives  rise  to 
bloody  sputum,  cough,  and  chest  pain,  and  x-rays 
show  an  area  of  circumscribed  consolidation  which 
may  be  confused  with  ordinary  local  pneumonia 
and  which  clears  rapidly  without  special  treatment. 

The  contused  myocardium  may  be  associated  with 
precordial  pain,  dyspnoea,  tachycardia,  temporary 
arrhythmia  and  a peculiar  tic-toc  quality  to  the 
heart  sounds.  A friction  rub  synchronous  with  the 
heart  beat  may  develop  after  some  hours,  and  may 


be  followed  by  pericardial  effusion.  The  electro- 
cardiogram may  show  low  voltage  and  conduction 
changes  which  are  reversible  with  recovery. 

Treatment  consists  in  complete  bed  rest,  sedation, 
and  oxygen  therapy,  and  follows  the  general  lines 
of  that  for  coronary  occlusion.  (A  case  is  presented 
in  which  both  cardial  and  pulmonary  contusion 
existed  in  a boy  of  about  8 years,  who  was  pinned  by 
an  overturned  dump  cart  against  his  left  chest  with- 
out sustaining  external  wounds  or  rib  fracture.) 

Closed  Pneumothorax:  Hemothorax:  Tension 
Pneumothorax 

Pneumothorax  and  hemothorax  may  develop  in 
the  absence  of  an  actual  open  or  penetrating  wound 
in  the  thoracic  wall,  and  in  the  absence  of  fractured 
ribs.  This  is  the  case  in  certain  instances  of  blast 
injury.  If  the  explosive  charge  is  sufficiently  heavy 
and  the  subject  sufficiently  near,  the  resulting  con- 
cussion wave  may  bring  about  alveolar  rupture,  leak- 
age of  air  and  blood  into  the  pleural  cavity  without 
visible  lesion  on  the  chest  wall.  Most  commonly, 
however,  hemothorax  and  pneumothorax  are  the 
result  of  fractured  rib  with  direct  laceration  of 
underlying  lung  and  pleura,  or  of  penetration  by 
projectiles  and  cutting  instruments.  Since  adhesions 
are  not  present  in  the  normal  human  pleura,  the 
escape  of  air  from  the  lung  brings  about  some  degree 
of  pulmonary  collapse,  which  in  turn  serves  to  shut 
off  further  leakage  of  air  and  to  close  any  small 
bleeding  points  in  the  lungs.  Ideally,  therefore,  it  is 
not  desirable  and  usually  not  necessary  to  reduce 
the  pneumothorax  by  aspiration  with  a needle  since 
unduly  rapid  reexpansion  may  cause  reopening  of 
the  wounded  area,  further  bleeding  and  air  loss.  A 
difference  of  opinion  has  existed  as  to  the  desirability 
of  removing  blood  from  the  pleural  cavity  in  such 
cases.  It  was  generally  considered  in  the  last  world 
war  that  a large  and  uninfected  hemothorax  should 
be  allowed  to  resorb  spontaneously.  However,  un- 
desirably long  convalescences  and  markedly  thick- 
ened pleura  with  fibrothorax  and  chest  wall  con- 
tractures may  result  from  such  expectant  treatment. 
Adodern  treatment  indicates  the  necessity  of  with- 
drawing large  accumulations  of  blood  from  twenty- 
four  to  forty-eight  hours  after  injury  when  natural 
hemostasis  has  occurred  and  to  replace  the  blood 
with  somewhat  smaller  quantities  of  air,  the  with- 
drawal and  replacement  being  accomplished  in  frac- 
tions of  50  to  100  cc.  This  preserves  a partial  collapse 
for  healing,  but  removes  the  danger  of  fibrothorax 
and  permanent  partial  collapse  of  the  lung.  If  the 
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thoracentesis  is  carried  out  with  meticulous  aseptic 
technic,  there  is  little  risk  of  introducing  infection, 
especially  when  the  patient  is  receiving  sulfonamide 
chemotherapy. 

In  certain  cases  of  traumatic  or  spontaneous 
pneumothorax,  there  is  a more  or  less  rapid  increase 
in  interpleural  pressures  to  positive  values  due  to 
inspiratory  valving  of  air  from  lung  to  pleural  space 
and  its  failure  to  exit  during  the  subsequent  expira- 
tion. The  effect  of  the  tension  pneumothorax  may 
be  aggravated  by  simultaneous  accumulation  of 
blood,  in  which  case  signs  of  internal  bleeding  may 
be  present.  The  patient  with  tension  pneumothorax 
appears  very  dyspnoeic,  and  frequently  cyanotic. 
Inspiration  is  likely  to  be  rapid  and  shallow,  expira- 
tion forced  and  grunting.  The  involved  side  of  the 
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chest  looks  larger,  although  its  excursion  is  limited. 
The  percussion  note  is  hyperresonant,  and  breath 
sounds  diminished  to  absent  on  the  involved  side. 
The  heart  and  mediastinum  are  shifted  toward  the 
sound  side,  and  the  diaphragm  is  depressed.  It  is  not 
necessary  to  have  x-rays  for  the  diagnosis  of  pro- 
gressive tension  pneumothorax.  In  fact,  valuable 
time  may  be  lost  and  the  patient’s  survival  jeopard- 
ized by  such  delay.  Immediate  relief  may  be  ob- 
tained by  aspiration  of  air,  or  air  and  blood.  The 
interpleural  pressures  may  be  found  quite  high  with 
manometric  measurements  perhaps  as  high  as  30  to 
40  c.m.  of  water.  Let  it  be  emphasized  that  no  elab- 
orate apparatus  is  essential  to  diagnose  this  condi- 
tion nor  to  treat  it.  A needle  and  syringe  will  do.  If 
tension  persists  or  recurs  after  a single  aspiration,  a 
needle  may  be  left  in  place  in  an  intercostal  space, 
preferably  a blunt  tipped  needle.  It  may  be  sup- 
ported in  place  by  adhesive  strapping  or  by  push- 
ing it  through  a piece  of  sterile  rubber  tubing  such 
as  a piece  of  good  sized  catheter,  which  is  in  turn 
strapped  to  the  skin  of  the  chest.  Such  a needle 
should  be  connected  with  sterile  rubber  tubing  to  a 
water  trap  or  suction  line,  but  under  emergency 
conditions  may  be  left  open  in  a gauze  dressing  to 
permit  a continuous  escape  of  air  or  fluid.  Gener- 
ally, repeated  aspirations  will  suffice  to  control  ten- 
sion; in  one  of  our  own  cases,  five  thoracenteses  were 
carried  out  in  a single  night  before  valving  of  air 
ceased  and  the  interpleural  pressures  remained  nega- 
tive. The  use  of  intercostal  catheter  suction  drainage 
should  be  reserved  for  the  most  intractable  cases 
and  abandoned  within  forty-eight  hours  if  possible; 
otherwise  the  risk  of  empyema  is  great. 

To  illustrate  the  great  practical  value  of  needle 


control  in  tension  pneumothorax,  I present  the  case 
of  a child  with  croup  who  underwent  emergency 
tracheotomy  by  another  surgeon  because  of  upper 
respiratory  obstruction.  This  was  rapidly  followed 
by  massive  subcutaneous  emphysema  and  increasing 
respiratory  distress  with  signs  of  bilateral  pneumo- 
thorax. Needles  were  inserted  into  both  pleural 
cavities  and  suction  lines  applied.  It  was  possible  to 
remove  one  needle  the  following  morning  and  the 
other  in  twenty-four  hours,  with  rapid  reexpansion 
of  both  lungs  and  recovery. 

Compound  Wounds  of  Ribs  and  Pleura 

A fractured  rib  may  itself  lacerate  the  overlying 
soft  tissues  and  skin  to  produce  a compound  wound, 
but  more  commonly  a sharp  or  blunt  penetrating 
object  is  responsible.  Very  severe  compound  wounds 
may  result  from  shrapnel  and  fragments  of  metal, 
stone,  or  timber  set  into  secondary  motion  bv  high 
explosive.  They  are  not  rare  after  automobile  acci- 
dents. Victims  of  such  compound  wounds  are  seen 
in  acute  respiratory  distress  due  to  pain,  pneumo- 
thorax and  usually  some  degree  of  hemothorax. 
Large  sucking  wounds  may  cause  a pendulum  move- 
ment of  the  mediastinum,  the  latter  deviating  to  the 
intact  side  during  inspiration  and  so  adding  to  the 
respiratory  insufficiency  already  present  because  of 
hemopneumothorax  and  lung  collapse  on  the  af- 
fected side.  Also,  pneumothorax  and  mediastinal 
flutter  have  an  adverse  effect  on  the  inspiratory  fill- 
ing of  the  large  venous  reservoirs  of  the  chest  (par- 
ticularly the  superior  and  inferior  vena  cavae)  and 
therefor  on  the  diastolic  filling  of  the  heart.  This 
adverse  effect  is  due  to  the  reduction  of  the  natural 
aspiratory  effect  exerted  by  the  normally  negative 
(suhatmospheric)  pressures  in  the  mediastinum,  and 
to  the  mechanical  kinking  of  large  vessels  from 
sudden  shifts  in  position.  The  vena  canal  foramen  of 
the  diaphragm  is  a particularly  fixed  point,  consist- 
ing as  it  does  of  a rather  rigid  fibrous  ring,  supported 
by  the  heavy  liver  below. 

Open  wounds  of  the  pleura  may  also  occasion 
considerable  loss  of  heat  by  radiation,  some  fluid  loss 
by  evaporation,  which  together  with  actual  blood 
loss  and  pain  contribute  to  the  onset  of  peripheral 
vascular  failure.  ' 

The  urgent  indication  in  emergency  treatment  is 
temporary  occlusion  of  the  sucking  wound.  This  is 
best  accomplished  by  a large  sterile  gauze  pack, 
moistened  with  saline  if  the  situation  permits,  and 
maintained  in  place  by  wide  adhesive  strapping.  A 
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clamped  catheter  can  be  incorporated  in  the  dress- 
ing and  used  to  evacuate  air  and  fluid  from  time  to 
time  until  the  definitive  treatment  is  accomplished. 
The  usual  anti-shock  measures  are  instituted.  Rapid 
evacuation  to  major  operating  facilities  is  necessary, 
but  such  patients  may  stand  air  transport  badly, 
particularly  without  oxygen.  At  operation,  positive 
pressure  anesthesia  may  be  required  and  should  be 
available.  Skin  edges,  soft  tissues  and  rib  ends  or 
fragments  are  debrided,  foreign  bodies  removed.  An 
examination  of  underlying  lung  is  carried  out.  L ears 
or  perforations  are  closed  by  suture.  We  employ  silk 
sutures.  In  rare  instances  of  massive  injury  to  a lobe 
or  lung,  lobectomy  or  pneumonectomy  may  be  the 
procedure  of  choice  if  expert  thoracic  surgery  is 
available.  I should  say  from  experience  with  civil 
surgery  in  this  field  that  an  individual  ligation 
technic  of  the  lobar  or  pulmonary  hilus  is  imperative 
for  the  best  results,  and  rather  readily  accomplished 
in  a lung  which  is  not  previously  the  site  of  disease. 

If  the  repair  of  lung  and  chest  wall  is  adequate 
and  the  hemostasis  complete,  the  pleura  and  also  the 
wound  may  be  left  without  drainage,  after  instilling 
four  or  five  grams  of  sulfathiazole  powder  by  the 
dusting  technic.  We  have  preferred  sulfathiazole  for 
the  chest,  since  its  low  solubility  will  maintain  a 
locally  high  concentration  of  the  drug  for  some 
time.  Pleural  fluid  concentrations  may  reach  30 
mgm  % with  much  lower  blood  levels.  If  catheter 
drainage  appears  necessary,  it  should  be  effected 
through  a separate  dependent  intercostal  stab 
wound,  for  which  one  may  use  a Babcock  trochar 
and  No.  26  or  No.  28  French  catheter.  This  is 
followed  by  constant  suction  of  some  type,  and  the 
catheter  removed  in  two  to  three  days. 

Occasionally  after  primary  closure,  pleural  sepsis 
will  develop.  Rising  temperature  and  white  count, 
malaise,  chest  pain,  increasing  signs  of  fluid,  indi- 
cate necessity  for  thoracentesis.  With  a rather  short 
beveled  No.  18  or  No.  20  needle  a sample  of  the 
pleural  fluid  is  aspirated;  direct  smears  and  cultures 
(both  aerobic  and  anaerobic  if  possible)  are  made. 
If  positive  cultures  are  obtained,  airtight  intercostal 
catheter  drainage  is  made.  If  the  injury  is  not  recent 
and  frank  pus  is  present,  one  can  proceed  with  the 
usual  rib  resection  technic  as  practiced  for  simple 
empyema. 

The  reexpansion  of  a badly  traumatized  lung  may 
be  impeded  by  scar  tissue  formation  in  parenchyma 
and  pleura  at  a later  stage,  but  in  the  acute  phase, 
one  must  reckon  chiefly  with  bronchial  obstruction 
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due  to  blood  or  secretions.  Such  obstruction  favors 
atelectasis  and  the  latter,  if  unrelieved,  may  lead  to 
pneumonitis,  bronchiectasis  and  fibrosis.  Usually 
endotracheal  catheter  drainage  will  relieve  this  ob- 
struction. We  employ  a two  per  cent  pontocaine 
spray  to  the  nose  and  oral  pharynx.  The  tube  may 
be  an  ordinary  No.  18  catheter,  but  we  prefer  to 
use  a long  piece  of  a Levine  stomach  tube.  It  is 
passed  through  one  nostril  and  then  guided  into  the 
trachea,  if  necessary,  with  laryngeal  mirror  and 
forceps.  Sometimes  bronchoscopy  will  be  required 
when  the  simpler  catheter  technic  fails. 

Empyema  is  a rather  uncommon  sequel  of  clean 
penetrating  wounds  such  as  knife  or  bullet,  perhaps 
five  per  cent  in  civil  practice.  But  in  large  lacerating 
wounds  with  foreign  bodies  and  dirt  driven  in, 
empyema  is  all  too  common  and  its  acute  danger 
and  later  distressing  sequelae  justify  radical  measures 
which  are  aimed  at  debridement,  repair  and  closure 
at  the  earliest  possible  time.  Since  this  surgery  may 
be  technically  complicated  and  the  anesthesia  re- 
quirements exacting,  it  should  be  undertaken  only 
under  the  best  possible  conditions.  A patient  who 
develops  empyema  because  of  justifiable  delay  is  a 
more  hopeful  problem  than  one  who  dies  of  an 
avoidable  accident  during  an  early  but  unsatisfac- 
tory operation. 

Combined  Wounds  of  Chest  and  Upper  Abdomen 

In  extensive  open,  crushing  or  traversing  wounds 
of  the  lower  chest,  one  must  always  bear  in  mind 
the  possibility  of  diaphragmatic  injury,  with  rupture 
or  perforation  of  the  subjacent  liver,  spleen  and 
gastro-intestinal  tract.  When  the  latter  occurs,  the 
threat  to  life  will  frequently  outweigh  the  gravity 
of  the  chest  injury  itself.  The  diagnosis  of  intra- 
peritoneal  trauma  under  these  circumstances  may  be 
exceedingly  difficult,  because  some  degree  of  upper 
quadrant  muscle  spasm  and  pain  may  result  from 
any  injury  to  the  lower  intercostal  nerves.  Also 
ileus  and  distention  may  arise  from  chest  injury 
alone.  But  the  nature  and  position  of  the  wound, 
surgical  shock  all  out  of  proportion  to  the  apparent 
thoracic  injury,  roentgen  evidence  of  pneumoperi- 
toneum, and  signs  of  spreading  peritoneal  irritation, 
indicate  the  necessity  for  abdominal  exploration. 
This  may  frequently  best  be  accomplished  by 
thoracotomy  or  combined  thoraco-laparotomy  on 
the  side  of  chest  injury.  When  the  diaphragm  is 
opened  all  the  upper  abdominal  viscera  are  readily 
seen  and  the  indicated  resection  or  suture  carried 
out.  If  it  is  necessary  in  right-sided  injuries  to  pack 
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a liver  wound  to  control  the  bleeding,  the  gauze  and 
drains  should  be  led  out  through  an  abdominal  stab 
wound  and  the  diaphragm  closed  tightly  above,  thus 
separating  the  peritoneal  and  pleural  cavities  with 
respect  to  future  infection. 

A laceration  of  the  diaphragm,  particularly  on  the 
left,  with  herniation  of  viscera,  may  simulate  a 
hemopneumothorax,  especially  when  a complicating 
effusion  or  hemothorax  is  present,  as  it  well  may  be. 
Exploratory  needling  must  be  carefully  done.  By 
way  of  illustration,  I present  the  case  of  George  A. 
who  was  injured  in  the  left  chest  and  pelvis  during 
an  automobile  accident.  The  attending  surgeon 
found  signs  of  dullness  and  suppressed  to  absent 
breath  sounds;  a thoracentesis  yielded  bloody  fluid. 
An  intercostal  catheter  was  inserted;  it  drained  hard- 
ly at  all,  only  some  milky  chylous  fluid  and  the 
wound  became  severely  infected.  In  a few  days 
the  tube  was  removed  and  the  wound  healed  after 
some  suppuration.  The  patient  then  began  to  have 
gastric  retention  symptoms  and  shortly  before  ad- 
mission to  our  service  ten  months  later  had  frank 
hematemesis.  At  operation  through  a combined 
laparotomy-thoracotomy,  a diaphragmatic  hernia 
containing  adherent  stomach,  small  and  large  intes- 
tine was  found.  The  stomach  had  been  drained  via 
the  catheter  and  a peptic  ulcer  of  the  chest  wall 
existed  at  this  point  with  erosion  of  an  intercostal 
artery.  After  resecting  the  stomach  lesion  locally, 
the  viscerae  were  reduced  and  the  diaphragm  re- 
paired. Convalescence  was  prolonged  by  empyema; 
but  full  recovery  ensued. 

Foreign  Bodies  in  the  Thorax 

Bullets  and  other  metallic  foreign  bodies  may 
remain  in  the  lungs,  pleura,  pericardium  and  heart 
for  many  years  without  necessarily  giving  rise  to 
any  symptoms  or  signs  of  trouble.  Reports  of  strange 
migration  paths  of  such  retained  foreign  bodies  are 
frequent  in  the  literature.  It  is  generally  agreed  that 
extreme  conservatism  should  obtain  in  advising  sur- 
gery for  foreign  bodies  when  they  cause  no  symp- 
toms. The  surgery  involved  may  be  difficult,  and 
the  task  of  localizing  even  an  apparently  accessible 
or  superficial  piece  of  metal  exceedingly  tedious. 
Careful  x-ray  study  should  precede  the  surgical 
approach.  It  is  not  enough  to  have  films  in  the  PA 
or  AP  projection:  True  laterals  and  obliques  are 
essential;  special  laminographic  methods  and  biplane 
fluoroscopy  may  be  valuable. 

When  foreign  bodies  are  seen  immediately  after 
injury,  the  question  of  surgical  removal  will  be 


decided  on  the  basis  of  i ) general  condition  of 
patient,  2)  accessibility,  3)  type  of  foreign  body, 
4)  type  of  wound,  5)  the  surgical  facilities  available. 
If  the  wound  of  entry  is  relatively  clean  and  simple, 
a bullet  in  the  lung  is  best  left  alone,  with  only  local 
debridement  of  the  wound  of  entry,  unless  there  is 
urgent  indication  for  exploration  because  of  internal 
bleeding  or  perforated  subdiaphragmatic  viscus.  In 
this  case,  a local  search  in  the  field  of  operation  is 
permissable.  It  is  important  to  remember  that  a low 
speed  projectile  entering  the  chest  wall  may  be 
deflected  by  ribs  or  fascia  and  come  to  rest  super- 
ficially far  from  the  point  of  entry  (even  on  the 
exactly  opposite  side  of  the  chest)  without  having- 
traversed  the  pleura.  Also,  a projectile  losing  speed 
in  penetration  may  be  stopped  by  the  elasticity  of 
the  skin  at  the  site  where  it  might  otherwise  exit;  it 
again  takes  up  a subcutaneous  position.  A careful 
manual  palpation  of  the  chest  may  disclose  the 
foreign  body  or  a surrounding  hematoma  where  it 
can  be  removed  by  simple  incision  under  local 
anaesthesia.  Self  inflicted  wounds  made  by  right- 
handed  people  and  aimed  at  the  precordium  are 
likely  to  be  of  this  type;  frequently,  they  will  at 
least  miss  the  pericardium,  heart  and  large  vessels. 

In  recent  wounds,  showing-  large  irregular  frag-  i 
ments  of  metal  such  as  shrapnel,  and  especially  where 
the  external  wound  presents  gross  contamination  i 
with  dirt,  clothing  or  bone  fragments,  a radical  j 
debridement  and  exploration  to  include  the  foreign 
body  is  necessary  as  soon  as  operating  facilities  can 
be  made  available,  because  in  these  cases  the  threat 
of  secondary  sepsis  is  great. 

Traumatic  Emphysema 

Interstitial  emphysema  may  be  classified  as  peri- 
pheral (subcutaneous)  and  mediastinal.  The  two 
types  may  coexist,  and  the  former  may  develop  in 
the  progression  of  the  latter.  I he  peripheral  type  is  , 
commonly  seen  with  fractured  ribs  and  pneumo- 
thorax. It  is  due  to  air  being  pressed  into  the  chest 
wall  wound  from  the  pleural  cavity  during  expira- 
tion. Less  commonly  the  tear  of  an  adherent  lung- 
may  produce  it  without  the  intervention  of  pneu- 
mothorax. It  begins  as  a swelling  and  crepitation 
around  the  wound  site,  spreading  centrifugally  along 
fascial  planes  and  around  vascular  bundles.  In  ad- 


groin,  the  wrists;  and  the  temporo-occipital  region 
of  the  skull.  It  may  produce  an  alarming  appearance 
and  is  a cause  of  great  anxiety  to  the  patient  and 
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the  inexperienced  attendant  but  it  is  not,  except  very 
rarely,  of  serious  import.  Its  progress  can  frequently 
be  stopped  by  a pressure  dressing  over  the  site  of 
injury,  or  by  reducing  pressure  in  an  underlying 
pneumothorax  space  with  a needle.  High  oxygen 
concentration  may  favor  resorption  of  air.  A slight 
degree  of  subcutaneous  emphysema  is  not  uncom- 
mon after  any  open  chest  operation.  The  crackling 
sounds  produced  over  it  by  pressure  with  a stetho- 
scope must  not  be  confused  with  true  rales.  This 
type  of  emphysema  has  to  be  differentiated  from 
gas  bacillus  infection,  as  well. 

Following  a tear  in  bronchus  or  lung  parenchyma, 
a valving  mechanism  may  develop  and  cause  the 
extrusion  of  air  into  the  interlobular  areolar  tissue, 
through  which  it  spreads  in  a retrograde  fashion  to 
the  pulmonary  lulus,  mediastinum,  parietal  peri- 
cardium and  great  vessels  in  the  neck.  Here  it  be- 
comes evident  in  the  jugular  notch,  cervical  and 
supraclavicular  regions;  later  widely  over  the  upper 
chest  and  arms.  If  it  is  very  extensive,  it  may  cause 


malaise,  sensations  of  compression,  difficulty  in 
respiration  and  dysphagia.  The  venous  pressures  are 
increased,  cardiac  output  decreased  and  cyanosis 
may  develop.  I have  seen  this  type  arise  once  to  an 
alarming  degree  after  an  elective  lobectomy  for 
bronchiectasis. 

The  appearance  of  deep  crepitus  in  the  neck  may 
be  the  first  clinical  sign  of  perforated  oesophagus, 
together  with  pain,  and  restricted  motion  in  the 
cervical  spine.  Its  occurrence  is  a true  surgical  emer- 
gency and  the  signal  for  immediate  cervical  drain- 
age of  the  oesophagus  and  superior  mediastinum. 

Fortunately  mediastinal  emphysema  is  usually 
self  limited  and  requires  no  surgery.  In  extreme  cases 
a partial  decompression  may  be  effected  by  a low 
neck  incision  gaining  access  to  the  anterior  medi- 
astinum via  the  pretracheal  tissues  in  the  jugular 
notch.  A rubber  tissue  drain  is  then  inserted.  We 
have  not  seen  a case  of  air  embolism  in  association 
with  emphysema  although  this  is  theoretically 
possible. 
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npHE  diagnosis  and  control  of  bacillary  dysentery 
is  an  increasingly  important  public  health  prob- 
lem, especially  in  the  war  period.  U.  S.  Public  Health 
Service  figures  for  the  prewar  period  show  an  in- 
creasing incidence,  and  bacillary  dysentery  is  an 
important  problem  in  the  military  forces.  Rise  in 
carrier  rates  may  be  expected.  Diagnosis  of  the  type 
of  infection  in  acute  cases  and  discovery  of  carriers 
are  problems  for  the  epidemiologist  and  the  labora- 
tory. New  selective  culture  media  have  greatly  im- 
proved the  chances  of  isolating  the  organism.  Once 
isolated  the  strain  can  be  identified  by  its  biochemi- 
cal and  serological  reactions.  Work  carried  out 
during  the  past  two  years  at  the  Bureau  of  Labora- 
tories1 directed  toward  a means  of.  identification  of 
the  types  of  dysentery  organisms  has  resulted  in  the 
development  of  a typing  scheme,  based  primarily  on 
serologic  reactions,  by  which  the  various  strains  can 
be  rapidly  identified  with  sufficient  accuracy  for 
detailed  epidemiological  investigation. 


1 he  method  essentially  consists  of  applying  the 
slide  agglutination  test,  as  it  is  commonly  used  for 
Salmonella  typing,  to  the  identification  of  the  major 
and  specific  antigens  of  the  human  pathogens  in  the 
Shigella  genus  (dysentery  group).  Table  i shows 
the  various  members  and  the  antigenic  structure 
which  is  the  basis  for  classification.  Certain  types, 
e.g.,  dysenteriae  and  ambigua,  are  readily  identified 
by  rpecffic  agglutination. 

Within  the  paradysentery  group  the  situation  is 
complicated  by  a multiplicity  of  antigens  distributed 
among  the  various  strains.  Basis  for  the  serological 
differentiation  of  paradysentery  types  is  the  work 
of  Boyd2  who  described  six  different  sero-types 
each  possessing  a specific  component  but  related  by 
one  or  more  common  group  antigens.  These  in- 
cluded the  V,  W,  and  Z strains  of  Andrewes  and 
Inman,  the  Newcastle  strain,  as  well  as  two  other 
types,  103  and  Pi  19.  Six  additional  less  frequently 
encountered  paradysentery  types  were  also  found 
(types  VII  to  XII,  Table  1).  Our  examination  of  the 
cultures  has  confirmed  the  presence  of  specific  anti- 
gens and  has  identified  nine  components  of  the  group 
antigens.  A subgroup  of  the  II  type  was  defined  by 
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Table  i 

IDENTIFICATION  OF  ORGANISMS  OF  THE  SHIGELLA  CENUS  (DYSENTERY  GROUP) 


ANTIGENIC  STRUCTURE 

STRAINS 

STRAINS  ISOLATED 

ORGANISM 

SYNONYM 

TYPE 

GROUP 

EXAMINED 

IN  CONNECTICUT 

Shigella 

SPECIFIC 

I94O-1943 

dysenteriae 

Shiga 

+ 

'7 

O 

ambigua 

Schmitz 

+ 

5 

I 

paradysenteriae 

Type  I 

Flexner  V 

I 

12.456. .9 

45 

26 

Ila 

“ W 

II 

1 - 34 

68 

45 

lib 

II 

' 789.  ..  . 

27 

23 

“ X 

1 789.  .. . 

16 

0 

“ Y 

1 -34 

8 

0 

III 

“ Z 

III 

1 . . . .6789. . . . 

37' 

357 

IV 

Boyd  103 

IV 

1 (3,4)  (6)  . . . 

25 

I 

V 

“ Pi  19 

V 

1 . . .5.7.9. . . . 

6 

1 

VI 

“ 88 — Newcastle 

VI 

12  -4 

18 

10 

VII 

“ '70 

VII 

'3 

0 

VIII 

“ P288 

VIII 

5 

0 

IX 

“ T2  74 

IX 

alkalescens . . 

3 

0 

X 

“ Di 

X 

2 

0 

XI 

“ Dig 

XI 

sonnei 

2 

0 

XII 

“ P'43 

XII 

2 

0 

sonnei 

+ 

Dig 

264 

237 

alkalescens 

+ 

P274,  coliform  cultures 

86 

68 

marked  differences  in  group  antigen  (type  lib).  T he 
old  X and  Y strains  have  little  specific  antigen, 
probably  exist  as  variants  of  other  types  and  so  have 
not  been  afforded  type  rank.  'The  higher  types  like- 
wise possess  specific  antigens  and  at  least  two  share 
a major  antigen  with  other  Shigella  species. 

S.  sonnei  exhibits  a colonial  and  serological  varia- 
tion which  is  analagous  to  that  occurring  with  cer- 
tain S.  paradysenteriae  types.  It  may  exist  in  the  type 
specific  or  in  the  group  phase.  These  are  distinct 
serologically,  and  for  diagnostic  use  an  antiserum 
should  include  antibodies  for  both  phases.  Commer- 
cial antiserums  usually  contain  only  the  group  phase 
agglutinins  and  consequently  fail  to  identify  S. 
sonnei  cultures  which  are  wholly  in  the  specific 
phase.  A true  rough  variant  has  also  been  found  but 
is  not  important  in  practical  diagnosis. 

Sufficient  evidence  has  accumulated  to  show  that 
under  certain  conditions  5.  alkalescens  has  distinct 
pathogenicity.  However,  it  so  frequently  occurs  in 
the  absence  of  any  clinical  history  that  it  has  not 
been  the  practice  of  the  Bureau  of  Laboratories  to 
report  the  finding  of  5.  alkalescens  on  routine  stool 
specimens.  There  are  also  a number  of  strains  from 
dysentery  cases  recently  described  by  Sachs  of  the 
British  Royal  Army  Medical  Corps  which  bio- 
chemically resemble  S.  dysenteriae  and  S.  ambigua 
but  which  are  unrelated  serologically.  Our  study  of 


these  types  shows  one  to  be  identical  with  strains 
isolated  in  the  southern  United  States  from  dysen- 
tery cases.  However,  more  complete  study  should 
be  made  before  these  strains  are  added  to  the  list  of 
human  pathogens. 

Occurrence  of  the  various  strains  in  Connecticut 
is  indicated  in  Table  i.  The  majority  of  strains  fall 
in  the  paradysentery  group  Types  I-VI  and  in  the 
5.  sonnei  species.  Incidence  of  type  III  is  high  due 
to  the  large  numbers  isolated  from  one  endemic 
source.  With  these  cultures  eliminated  the  incidence 
for  type  HI  is  about  that  of  Ila.  None  of  the  higher 
types  have  been  found  in  Connecticut.  However,  a 
number  of  strains  of  types  VII  and  IX  have  been 
studied  which  were  isolated  from  cases  in  other 
sections  of  the  United  States.  The  incidence  of  type 
IV  and  of  5.  ambigua  in  other  parts  of  the  country 
also  appears  much  higher  than  is  indicated  from  the 
figures  for  Connecticut.  These  types  are  present  in 
the  United  States  and  may  be  expected  in  this 
locality. 
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Osteomyelitis  of  the  skull  is  not  infrequently 
produced  by  injuries  to  the  head,  especially 
compound  fractures,  by  infections  of  the  scalp  and 
as  a sequel  to  nasal  sinus  and  ear  infections.  The 
present  observations  will  be  largely  confined  to 
osteomyelitis  of  the  skull  secondary  to  an  acute 
fulminating  frontal  sinusitis,  such  as  occurs  after 
swimming.  The  gravity  of  the  possible  complica- 
tions which  may  arise  from  a severe  acute  frontal 
sinusitis  would  seem  to  warrant  a review  of  our 
knowledge  of  the  disease  entity  and  how  to  deal  with 
it.  There  are  no  accurate  figures  on  the  incidence  of 
osteomyelitis  of  the  skull  secondary  to  frontal 
sinusitis  largely  perhaps  because  x-rays  are  not 
always  taken.  However,  there  are  series  of  reports 
of  brain  abscess  secondary  to  osteomyelitis  of  the 
skull  with  an  incidence  varying  between  10  and  50 
per  cent. 

We  might  turn  at  this  time  to  a consideration  of 
the  probable  route  by  which  an  infection  spreads 
from  the  frontal  sinus.  The  most  common  pathway 
is  along  the  diploic  veins,  which  eventually  make 
connection  with  the  superior  longitudinal  sinus  by 
way  of  emissary  veins.1  It  is  probably  safe  to  say 
that  osteomyelitis  develops  only  when  thrombosis 
of  one  of  the  diploic  veins  occurs  and  that  in  some 
instances  infection  may  pass  on  through  these  veins 
into  the  superior  longitudinal  sinus.  Once  the  infec- 
tion has  come  this  far,  it  may  proceed  in  retrograde 
fashion  into  the  frontal  lobe  and  form  a brain  abscess. 
Brain  abscess  secondary  to  osteomyelitis  of  the  skull 
usually  lies  well  forward  in  the  frontal  lobe,  but 
occasionally  involves  more  posterior  parts  of  the 
hemisphere,  may  be  bilateral,  and  may  lie  in  either 
hemisphere  regardless  of  the  side  of  either  the  osteo- 
myelitis or  the  sinusitis. 

The  subject  of  acute  frontal  sinusitis  divides  itself 
into  two  important  phases:  1.  the  prevention  of 
sinusitis,  and  2.  methods  for  limitation  of  the  infec- 
tion of  the  sinus  once  the  infection  is  established. 


Our  worst  cases  of  frontal  sinusitis  with  osteomye- 
litis of  the  skull  have  followed  swimming.  Educa- 
tional efforts  by  members  of  the  profession  and 
bacteriologic  control  of  swimming  places  by  public 
health  authorities  are  aids  to  prevention.  We  turn 
now  to  the  limitation  of  the  infection  to  the  sinus. 
Here  we  are  treading  on  somewhat  unfamiliar 
ground,  but  suffice  it  to  say  that  there  is  a consider- 
able body  of  opinion  which  holds  that  in  fulminating 
cases  of  frontal  sinsuitis,  particularly  those  which 
follow  swimming,  adequate  external  drainage  of  the 
infected  sinus,  supplemented  by  chemotherapy,  be- 
come imperative  on  establishing  the  diagnosis.  This 
stand  is  taken  because  spread  of  infection  from  the 
sinus  occurs  very  rapidly. 

It  is  of  utmost  importance  to  recognize  the  signs 
which  indicate  the  presence  of  osteomyelitis.  One 
constant  and  pathognomonic  sign  of  osteomyelitis 
of  the  frontal  bone,  is  pitting  edema  of  the  forehead 
or  localized  swellings  in  the  scalp  sometimes  referred 
to  as  Pott’s  puffy  tumors.  The  minimum  surgical 
requirements  are  complete  removal  of  the  infected 
bone  without  laceration  of  the  dura,  with  a mini- 
mum of  trauma  to  other  tissues  and  with  as  little 
hemorrhage  as  possible.  The  cranial  defect  which 
follows  the  operation  tends  to  become  slowly  ob- 
literated through  the  medium  of  regenerated  bone. 
It  must  be  granted  that  the  infection  may  move  so 
rapidly  as  to  thwart  our  best  intentions. 

It  might  be  useful  to  sketch  a fairly  characteristic 
clinical  picture  in  a patient  with  an  acute  frontal 
sinusitis  and  the  possible  complications  already  men- 
tioned. Twenty-four  to  forty-eight  hours  after 
swimming,  the  patient  develops  a severe  frontal 
headache  and  the  forehead  becomes  edematous  and 
tender.  The  signs  of  intracranial  spread  of  infection 
follow  quickly  and  are  characterized  by  rising  tem- 
perature, irritability,  confusion,  somnolence,  some 
rigidity  of  the  neck  and  perhaps  convulsions.  There 
then  may  be  a temporary  lull  as  a brain  abscess  is 
developing,  lasting  days  or  weeks.  In  this  second 
stage,  the  usual  signs  of  infection,  such  as  fever, 
tachycardia  and  leukocytosis  may  be  absent  or 
minimal.  As  the  abscess  increases  in  size,  signs  of 
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increased  intracranial  pressure  appear,  namely,  head- 
ache, vomiting  and  choked  discs. 

With  this  general  word  picture  in  mind  the  his- 
tory of  a 19  year  old  girl  may  be  considered.  On 
June  13,  1942,  she  went  swimming  at  one  of  the 
beaches  in  a nearby  town.  On  June  15,  she  com- 
plained of  a mild  left  frontal  headache.  On  June  16, 
she  had  a generalized  severe  headache,  and  on  the 
following  day  she  vomited  and  the  eyelids  on  the 
left  became  swollen.  She  was  promptly  admitted  to 
a hospital  where  a lumbar  puncture  was  done.  The 
spinal  fluid  Was  under  increased  pressure  and  con- 
tained 980  cells  per  cubic  millimeter  most  of  which 
were  polymorphonuclear  leucocytes.  On  June  18, 
she  was  transferred  to  the  New  Haven  Hospital.  She 
appeared  critically  ill,  and  was  in  a semi-comatose 
state.  There  was  well  marked  edema  of  both  frontal, 
temporal  and  zygomatic  regions  particularly  on  the 
left.  The  eyelids  on  the  left  were  swollen  and  closed 
tightly  over  a protruding  eyeball.  Thick  muco-pus 
was  seen  in  both  sides  of  the  nose.  Her  neck  was 
stiff.  X-rays  showed  evidence  of  infection  in  both 
frontal  and  ethmoid  sinuses.  A blood  culture  was 
reported  as  positive  for  hemolytic  staphylococcus 
aureus.  Her  spinal  fluid  was  under  increased  pres- 
sure and  contained  740  cells  per  cu.  m.  m.,  most  of 
which  were  polymorphonuclear  leukocytes.  A bile 
soluble  diplococcus  was  cultured  from  the  spinal 
fluid.  Sulfadiazine  therapy  had  been  started  prior  to 
her  admission  to  the  New  Haven  Hospital  and  the 
same  drug  therapy  was  continued  for  about  two 
weeks.  She  remained  in  a stuporous  state  for  about 
three  days,  and  then  a weakness  and  periodic  con- 
vulsive twitchings  of  the  right  side  of  the  face  and 
right  arm  were  noticed.  The  left  eye  had  become 
progressively  more  proptosed.  A retro-orbital  ab- 
scess was  incised  and  drained,  and  hemolytic 
staphylococci  were  cultured  from  the  pus.  About 
seven  days  after  admission,  the  patient  appeared 
fully  conscious  and  her  temperature  was  normal,  but 
papilloedema  appeared  and  x-rays  of  the  skull 
showed  a definite  osteomyelitis  of  the  left  frontal 
bone.  (Figure  1.)  The  second  operation  was  then 
undertaken,  and  through  a transverse  incision  ex- 
tending from  one  temporal  region  to  the  other,  the 
scalp  was  reflected  forward,  and  the  left  frontal  bone 
was  rongeured  away  down  to  the  frontal  sinus 
which  was  opened  and  drained.  An  extra-dural  col- 
lection of  pus  was  encountered  at  the  center  of  the 
exposed  field.  Ten  days  later,  x-rays  of  the  skull 
showed  an  extension  of  the  osteomyelitis  into  the 


Figure  i 


Note  the  prominent  diploic  vein  in  the  left  frontal  region 


Figure  2 

Note  the  irregular  areas  of  decreased  density  in  the 
right  frontal  bone 
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residual  frontal  bone,  (Figure  2)  and  the  remainder 
of  the  infected  bone  was  removed  at  the  third  oper- 
ation. X-rays  taken  six  days  after  this  procedure 
showed  no  evidence  of  osteomyelitis.  (Figure  3.) 
The  wound  healed  after  several  weeks  and  the 
patient  was  discharged  after  ten  weeks  in  the  hos- 
pital. There  was  no  residual  weakness  of  the  right 
arm  and  her  condition  was  gratifying. 

She  was  readmitted  about  three  weeks  later  with 
a recurrence  of  the  swelling  of  the  eyelids  on  the 
left.  X-rays  of  the  left  orbit  showed  a patchy 
atrophy  of  the  posterior  wall.  Again  a superficial 
small  retro-orbital  abscess  was  incised  and  drained. 
She  was  given  5000  units  of  penicillin  every  four 
hours  for  ten  days.  The  wound  drained  for  a few 
days  and  closed  before  the  penicillin  was  started. 
X-rays  taken  about  a month  later  and  again  about 
one  year  after  the  onset  of  her  illness  showed  no 
evidence  of  osteomyelitis.  T hese  x-rays  showed  the 
beginning  of  new  bone  formation.  The  patient  is 
now  completely  well  and  has  returned  to  an  active 
life. 
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Figure  3 

Showing  the  extent  of  the  bone  removal 


HOW  HOSPITALS  ARE  ATTEMPTING  TO  MEET  INCREASING  DEMANDS 

FOR  HOSPITAL  SERVICE 

Oliver  H.  Bartine,  Bridgeport 


The  Author.  Superintendent,  Bridgeport  Hospital. 


T r is  my  belief  that  it  has  only  been  through  knowl- 
edge,  diligence  and  the  conscientious  endeavor 
of  all  associated  with  our  hospitals  that  we  have 
been  able  to  meet  the  increasing  demands  that  have 
been  placed  upon  us  during  the  critical  period 
through  which  we  are  passing. 

The  percentage  of  occupancy  in  many  hospitals 
prior  to  our  entering  the  war,  was  exceedingly  high. 
In  the  Bridgeport  Hospital,  the  percentage  of  occu- 
pancy was  87.1%  in  1940,  86.8%  in  1941,  89.7%  in 


1942  and  86.1%  in  1943.  “Hospital  Management” 
indicates  in  its  latest  report  that  there  has  been  prac- 
tically no  change  in  the  average  occupancy  of  hos- 
pitals during  the  past  year.  It  shows  that  the  average 
hospital  occupancy  was  79.74%.  The  above  would 
indicate  that  the  occupancy  of  the  Bridgeport  Hos- 
pital has  been  considerably  higher  than  the  average. 

Fifty-one  members  of  our  Medical  Staff,  49 
nurses  and  18  of  our  personnel  have  entered  military 
service.  The  fact  that  Bridgeport  is  a major  industrial 
center  has  necessarily  been  responsible  for  many 
members  of  our  personnel  entering  defense  plants, 
thereby  making  it  difficult  to  secure  employees  for 
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many  departments  in  our  institution.  1 he  turnover 
in  some  departments  is  quite  high. 

In  order  to  help  give  adequate  nursing  care  to  the 
patient,  we  have  increased  our  student  body.  On 
February  28,  1939,  we  had  58  general  staff  nurses, 
104  capped  students  and  17  preliminary  students. 
On  February  29,  1944,  we  had  31  general  staff 
nurses,  174  capped  students  and  50  preliminary  stu- 
dents which  include  the  Cadet  Nurse  Corps.  Of 
course  the  preliminary  students  are  giving  no  care 
to  patients  at  this  time  as  they  have  been  in  the 
school  less  than  a month.  These  figures  show  27  less 
graduates  and  70  more  capped  students  and  do  not 
include  head  nurses,  assistant  head  nurses,  super- 
visors and  instructors.  It  is  estimated  that  it  takes 
two  students  to  give  the  amount  of  care  given  by  a 
graduate  nurse.  Therefore,  our  potential  amount  of 
care  for  the  patients  is  about  the  same  in  February, 
1944,  as  in  February,  1939.  But  due  to  the  fact  that 
students  require  more  supervision  than  graduates, 
and  the  fact  that  the  assistant  head  nurses,  head 
nurses  and  supervisors  are  younger  and  less  expe- 
rienced than  in  the  past,  the  problem  of  adequate 
care  to  the  patient  requires  constant  attention. 

To  meet  the  demands  of  an  increasing  number 
of  patients,  it  becomes  necessary  in  many  hospitals 
to  place  patients  in  the  center  of  the  wards  and  to 
accommodate  two  patients  in  rooms  that  were  for- 
merly occupied  by  one.  I might  add  that  at  our 
hospital,  as  well  as  others,  it  has  been  felt  that  in  the 
case  of  a disaster,  at  least  one-third  of  the  patients 
could  be  discharged  quickly  in  order  to  make  room 
for  casualty  cases. 

Fortunate  indeed  is  the  hospital  that  has  not  lost 
the  key  members  of  its  staff  and  personnel.  At  our 
hospital  we  have  been  fortunate  in  this  respect.  In 
order  to  meet  the  serious  shortage  of  nurses  and 
employees,  we  have  the  following  volunteers: 
Nurses  Aides,  Emergency  Nurses  Aides,  Medical 
Aids,  Dietitians  Aides,  Canteen  Workers,  Kitchen 
Aides,  Gray  Ladies,  Girl  Scouts,  Girl  Reserves, 
Maintenance  Volunteers,  Volunteer  Office  Workers 
and  Air  Raid  Wardens.  These  volunteers  are  doing 
a valient  service,  and  I do  not  know  how  the  hos- 
pital would  be  able  to  function  without  them.  I 
have  purposely  not  referred  to  the  duties  of  the 
volunteers,  for  their  work  is  well  known  to  those 
in  the  hospital  field.  I feel  that  we  owe  deep  appre- 
ciation to  those  who  have  given  so  faithfully  of  their 
time  and  effort  to  this  volunteer  service  that  has 
gone  so  far  in  assisting  the  doctors  and  hospitals  in 


the  care  of  patients.  This  service  is  also  thoroughly 
appreciated  by  the  people  of  the  community  which 
the  hospitals  serve.  Our  patients  have  been  unstint- 
ing in  their  praise  of  the  care  given  and  efficient 
work  of  the  volunteers.  Valuable  assistance  is  being 
given,  today,  both  in  administration  and  medicine  by 
Governmental,  State  and  City  agencies  as  well  as  the 
above  mentioned  volunteer  organizations.  We  are 
indeed  indebted  to  the  American  Red  Cross  and 
the  Office  of  Civilian  Defense  for  the  aid  extended 
to  hospitals  in  supplying  us  with  volunteers. 

Last  summer,  the  War  Manpower  Commission, 
under  the  direction  of  Mr.  Alvin  W.  Bearse,  con- 
ducted a Job  Instructor  Training  course  similar  to 
the  one  in  industry.  This  was  a ten  hour  course,  and 
was  attended  by  the  heads  of  departments.  A second 
course  was  given  for  departmental  assistants.  This 
was  a very  valuable  course  and  was  thoroughly  ap- 
preciated by  the  hospital  personnel,  and  proved  to 
be  most  helpful  in  the  work  of  our  institution. 

It  is  advisable  and  imperative  that  hospitals  in  or 
near  war  industries  or  defense  areas  have  available 
a large  amount  of  blood  plasma  which  has  been 
obtained  and  processed  by  the  hospital.  This  is  of 
particular  significance  because  it  relieves  the  Ameri- 
can Red  Cross  of  this  responsibility  as  they  are 
actively  engaged  in  supplying  blood  plasma  for  the 
armed  forces.  Working  in  conjunction  with  the 
Office  of  Civilian  Defense,  we  have  processed  and 
have  on  hand  over  2,100  units  at  the  Bridgeport 
Hospital. 

Due  to  the  many  doctors  entering  the  military 
sendee,  those  remaining  at  home  have  been  called 
upon  to  meet  the  emergency  which  they  are  doing, 
in  many  cases  almost  beyond  their  physical  capacity. 

With  our  seriously  depleted  staff,  we  realized  that 
everyone  must  contribute  their  time  and  effort  in 
maintaining  our  high  standards.  In  reference  to 
patients’  charts,  our  Staff  and  Board  of  Directors 
established  rules  that  make  it  obligatory  that  all 
charts  be  completed  at  the  time  of  discharge  of  a 
patient.  However,  in  the  case  of  an  emergency,  one 
week  of  grace  is  granted  before  making  an  official 
report  to  the  Board  of  Directors.  If  the  charts  are 
not  completed  at  that  time,  the  Staff  appointments 
and  permits  are  suspended  until  the  records  are 
brought  up  to  date.  With  the  shortage  of  internes, 
this  ruling  has  proved  very  effective  in  the  main- 
tenance of  our  medical  records  and  has  lightened 
the  work  of  the  medical  records  department. 
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During  1942,  there  were  many  conferences  with 
authorities  relative  to  the  congestion  of  the  mater- 
nity departments  of  the  hospitals  of  the  State  of 
Connecticut.  Later  the  Connecticut  State  Depart- 
ment of  Health  recognized  the  difficulties  of  the 
hospitals  of  the  State  as  a result  of  crowded  condi- 
tions, loss  of  physicians  and  personnel,  and  suggested 
the  possibility  of  our  devising  rules  and  regulations 
for  our  maternity  department.  They  felt  that  St. 
Vincent’s  Hospital  and  the  Bridgeport  Hospital 
should  collaborate  and  prepare  rules  that  would  be 
applicable  to  the  hospitals  of  the  State.  These  rules 
pertain  to  patients’  length  of  stay,  visiting  hours  and 
restrictions,  etc.  Copies  of  these  rules  which  are  now 
in  general  use,  are  available. 

The  hospitals  have  been  fortunate,  in  many  in- 
stances, in  procuring  sufficient  supplies,  commod- 
ities and  equipment.  I believe  this  has  been  made 
possible  by  the  help  received  from  the  bulletins 
issued  by  the  American  Hospital  Association  and 
the  Hospital  Bureau  of  Standards  and  Supplies. 
Without  their  aid  in  the  interpretation  of  Govern- 
ment regulations,  the  hospitals  would  have  found  it 
very  difficult  to  maintain  their  wartime  standards. 
It  has  been  necessary  for  those  in  charge  of  pur- 
chasing to  be  on  the  alert  at  all  times  in  order  to 
anticipate  possible  shortages  and  delayed  shipments. 

Many  years  ago,  I suggested  that  the  American 
Hospital  Association  have  a committee  to  assist  hos- 
pitals in  planning  new  buildings.  With  the  program 
inaugurated  by  the  American  Hospital  Association 
and  our  friend  James  Hamilton,  I believe  that  such 
a committee  will  soon  be  available  and  will  be  of 
material  help  to  individual  institutions.  I also  feel 
that  if  the  American  Hospital  Association  had  field 
men  to  assist  the  institutions  in  solving  their  prob- 
lems, it  would  be  of  the  greatest  value  to  us.  Many 
hospitals  have  problems  which,  if  given  the  proper 
advice,  could  save  thousands  of  dollars  and  thus 
enable  them  to  increase  the  efficiency  of  their  work. 

I wish  to  express  my  appreciation  to  the  Ameri- 
can College  of  Surgeons  for  the  assistance  they  have 
given  the  hospitals  and  me  personally  over  a period 
of  years.  I consider  this  Association  is  one  of  the 
great  factors  in  the  advancement  of  present  day 
medicine  and  hospital  service. 

In  my  discussion  upon  “Subsidies,  Gifts,  Dona- 
tions, Endowments  and  Other  Sources  of  Financial 
Support,”  at  the  meeting  of  the  American  College 
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of  Surgeons  in  Boston  in  November,  1941,  I pre- 
sented the  Comparative  Operating  Statistics  of  the 
Bridgeport  Flospital  from  1899  to  1940.  Today,  I 
wish  to  present  the  Comparative  Operating  Statistics 
from  1899  to  1944.  The  average  stay  in  the  hospital 
in  1899  was  34  days.  The  cost  per  patient  was  $1.32. 
The  average  hospital  cost  per  patient  was  $44.88.  It 
is  interesting  to  note  how  the  average  days  stay  in 
the  hospital  dropped  from  the  above  mentioned 
figure  to  9.9  in  1943,  the  cost  per  patient  per  day 
was  $5.99,  and  the  average  hospital  cost  per  patient 
on'ly  increased  to  $59.31,  an  increase  of  $14.43.  We 
all  realize  the  great  advances  in  medicine,  surgery 
and  nursing  service  as  well  as  the  other  departments 
of  the  institution,  which  are  largely  responsible  for 
the  perceptible  drop  in  the  number  of  days  stay  in 
the  hospital  per  patient  and  the  moderate  increase 
in  the  average  hospital  cost  per  patient. 

During  the  past  few  years,  the  Blue  Cross  Plans 
have  been  important  factors  in  enabling  the  patients 
to  meet  their  hospitalization  expense.  Mr.  Oliver  T. 
Osborne,  President  of  the  Bridgeport  Hospital,  in 
presenting  figures  before  a committee  of  executives 
from  hospital  plans  for  the  State  of  Connecticut, 
pointed  out  that  the  total  amount  paid  to  our  hos- 
pital by  the  various  plans  for  the  year  1943,  was 
$73,049.29.  It  is  interesting  to  note  that  there  were 
1,461  patients  belonging  to  various  plans  who  re- 
ceived 13,218  days  of  care.  This  represents  over  10 
per  cent  of  our  total  days  care.  In  some  areas  I know 
that  this  percentage  runs  considerably  higher.  Mr. 
Osborne  and  our  Board  of  Directors  feel  that 
during  the  present  period  of  activity  the  hospital 
should  endeavor  to  develop  a post-war  financial 
reserve  in  order  to  be  prepared  as  far  as  possible  for 
the  uncertainties  of  the  future. 

Of  late  we  have  had  many  predictions  that  after 
this  war  there  will  be  real  business  activity  and  em- 
ployment for  all.  You  will  recall  that  many  claims 
were  made  during  the  last  war  that  our  financial 
structure  would  not  be  impaired  because  of  poten- 
tial post-war  business.  Many  of  us  recall  the  real 
difficulties  that  were  encountered.  It  is  my  belief 
that  we  should  operate  our  hospitals,  today,  upon  a 
sound  professional  and  business  basis,  looking  at  all 
times  towards  the  possibilities  of  the  future  and  not 
allowing  ourselves  to  be  confused  by  the  fallacious 
predictions  that  are  bound  to  be  made  from  time  to 
time. 


426 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


A REPORT  ON  THE  PROGRESS  AND  ACTIVITIES  OF  THE  SOCIETY 

James  R.  Miller,  m.d.,  Chairman  of  the  Council , Hartford 


As  chairman  of  the  Council,  it  has  been  my  duty 
to  report  the  transactions  and  recommendations 
of  the  Council  to  the  meetings  of  the  House  of 
Delegates.  This  year  in  arranging  the  program  for 
the  annual  meeting  the  Program  Committee  believed 
it  would  be  of  interest  to  have  me  present  a report 
on  the  progress  and  activities  of  the  Society  to  the 
membership  as  a whole  so  that  you  all  might  know 
how  far  we,  as  a Society,  have  come,  where  we  are 
and  in  what  direction  we  should  progress. 

The  organization  of  medicine  in  Connecticut 
differs  from  that  in  many  states.  Here  most  of  our 
cities  have  a local  medical  society  and,  in  addition, 
many  of  our  hospitals  conduct  staff  conferences  and 
other  educational  meetings  which  take  a good  deal 
of  the  time  that  can  be  spent  for  medical  meetings. 
Because  of  these  local  circumstances  the  County 
Medical  Associations  are  of  somewhat  lesser  import- 
ance, although  they  make  the  components  of  the 
State  Medical  Society.  Meeting  but  twice  a year,  as 
is  the  custom  of  the  County  Associations,  and  vary- 
ing in  size  as  they  do,  it  is  quite  proper  that  the 
State  Medical  Society  should  take  the  leadership  and 
develop  a strong  centralized  organization. 

Members  had  felt  for  many  years  that  the  Society 
was  not  organized  efficiently  to  meet  the  many 
problems  and  responsibilities  of  our  profession.  At 
the  annual  meeting  of  the  Society  on  May  20,  1936, 
when  Dr.  Murdock  was  President,  a special  com- 
mittee rendered  a report  relative  to  the  administra- 
tion of  the  office  of  Secretary.  As  a result  of  that 
report  Dr.  Barker  was  installed  first  as  a part-time 
and  then  as  a full-time  secretary  to  the  Society.  It 
was  my  privilege  to  serve  on  that  early  committee 
and  I remember  the  satisfaction  with  which  we 
greeted  the  decision  of  the  Society  to  accept  our 
recommendation.  Members  of  this  original  com- 
mittee will  take  great  satisfaction  in  seeing  their 
predictions  fulfilled  as  I now  hope  to  demonstrate. 

On  January  16,  1936  a special  meeting  of  the 
House  of  Delegates  approved  the  establishment  of 
an  office  for  the  Society  and  provided  for  the  elec- 
tion of  a part-time  administrative  secretary  and  two 


additional  officers,  one  to  serve  as  legislative  secre- 
tary and  the  other  to  edit  and  publish  a quarterly 
bulletin  of  the  Society.  This  bulletin  was  also  author- 
ized at  this  House  of  Delegates  meeting  in  1936 
and  was  to  be  published  four  times  a year  and  to 
replace  the  annual  transactions.  In  order  to  meet  the 
additional  expense  involved  by  these  changes  the 
annual  dues  to  the  Society  were  increased  to  $8  a 
year. 

At  this  point,  I wish  to  call  your  attention  to 
certain  tables  which  will  show  the  growth  of  the 
Society  and  form  a statistical  background  for  the 
comments  which  I shall  make. 

Table  I shows  the  growth  in  membership  for  the 
years  1937  to  1943  inclusive.  It  will  be  noted  that  the 
greatest  increase  has  been  in  the  large  counties,  not 
alone  because  more  new  physicians  have  taken  up 
practice  in  those  counties,  but  because  an  active 
membership  campaign  has  been  steadily  in  progress. 
At  the  present  time,  few  physicians  who  are  accept- 
able for  membership  in  the  Society  have  failed  to 
join  one  of  the  County  Associations. 

Table  I 


CONNECTICUT  ST  A 
MEMBERS 

TE  MEDICAL  SOCIETY  MEMBERSHIP  1 
1937  1938  1939  1940  1941 

5Y  COUNTIES 

1 942  ‘943 

Fairfield 

292 

359 

379 

389 

429 

448 

467 

Hartford 

467 

5‘2 

537 

537 

557 

569 

592 

Litchfield 

66 

72 

78 

77 

79 

83 

82 

Middlesex 

70 

65 

70 

67 

69 

74 

77 

New  Haven 

48 1 

505 

5 1 7 

5 '5 

549 

582 

6l2 

New  London 

118 

I 2 I 

1 19 

I I I 

I l6 

127 

1 29 

Tolland 

21 

25 

23 

20 

21 

20 

‘9 

Windham 

36 

39 

39 

40 

4‘ 

40 

39 

Total 

1 55 1 

1696 

‘757 

>759 

1861 

*943 

2017 

Table  II  shows  the  income  from  dues,  together 
with  the  total  assets  of  the  Society  at  the  close  of 
business  on  May  1 or  December  3 1 of  each  year  as 
indicated. 

Du  ring  the  last  three  years,  dues  have  been  waived 
for  those  in  the  military  service  and  also  under  cer- 
tain conditions  for  longevity.  I wish  to  call  attention 
to  the  fact  that  many  of  our  older  members,  even 
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Table  II 


MEMBERS  DUES  ASSETS 


1936 

I5OO 

$ 5 

$ 5,180.4c1 

$18,372.84" 

1937 

1 55 

5 

6,997.3 1 2 

1 7,886.98^ 

1938 

1698 

5 

‘5,954.00s 

2 1 ,565-72<3 

‘939 

‘757 

8 

I 3,051  .IO 

24,990.81'’ 

1940 

‘759 

>5 

24,802.1 2 

35,229.40" 

1 94 1 

1861 

‘5 

25,541 .064 

41,158.70" 

194- 

‘943 

‘5 

24,084.78 

45,105.18" 

‘943 

2017 

‘5 

22,320.56 

47,787.6!" 

1 1 93 5 dues  at  $4. 

2 1 936  dues. 

3 1937  dues  plus  1938  dues 

'‘Military  exemptions  began. 

5 As  of  May  1 . 

"As  of  Dec.  31. 

though  they  are  no  longer  in  active  practice,  have 
refused  to  take  advantage  of  this  immunity  to  taxa- 
tion, so  great  is  their  loyalty  to  this  Society.  For 
this  generous  support,  we  all  are  grateful. 

Table  III.  It  is  to  be  noted  that  the  total  assets  on 
December  31,  1943  were  made  up  of  special  funds  to 
the  amount  of  $10,317.37.  Of  these,  the  O.  C.  Smith 
Fund  of  $1,000  with  the  savings  bank  surplus  of 
$508.38,  can  be  used  only  for  the  payment  of  dues 
of  indigent  members.  The  Russell  Fund,  with  a 
capital  of  $6,400  and  an  accrued  surplus  of  $2,408.99, 
can  be  spent  for  any  purpose  but  in  the  past  none  of 
the  principal  bequest  has  been  used  and  the  income 
surplus  has  been  spent  mainly  for  the  purchase  of 
furniture  and  equipment. 

Table  III 


Total  Assets  Dec.  31,  1943  

O.  C.  Smith  Fund  Principal  

Accrued  Income  

Gurdon  Russell  Fund  Princ 

Accrued  Income  

$1,00.00 

508.38 

6,400.00 

$47,787.61 

From  Donations  

Journal  Assets  

Commercial  Exhibit  . 
Clinical  Congress  

$8,915.41 

34  ‘7-99 

3,766.16 

10,317.37 

From  Earnings  

15,799.56 

Total  

$26,1 16.93 

The  accumulated  assets  also  include  those  which 
have  been  earned,  so  to  speak,  by  the  Journal,  by 
the  Commercial  Exhibits  and  by  the  Clinical  Con- 
gress, though  this  latter  represents  accumulations 
over  the  past  20  years.  One  can  briefly  summarize 
by  saying  that  the  Society  has  assets  of  about  $24 
per  member. 
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Table  IV  indicates  the  growth  of  the  Secretary’s 
office,  together  with  a note  on  the  Commercial  Ex- 
hibit. Since  1940,  the  Secretary’s  salary  has  been 
$9,000  plus  a payment  of  approximately  $1,000 
toward  a retirement  annuity.  The  Executive  Secre- 
tary’s expenses  during  the  first  few  years  are  given 
in  approximate  figures  as  accounts  were  not  kept 
in  a manner  comparable  to  those  of  later  years.  Since 
1937,  the  Commercial  Exhibit  has  been  held  at  each 
Annual  Meeting  except  in  two  instances,  the  year 
of  the  Sesquicentennial  1942  and  in  1943.  Older 
members  of  the  Society  will  remember  that  each 
Annual  Meeting  called  for  an  outlay  from  the 
Society’s  1 reasury  of  approximately  $600  and  it 
was  customary  to  have  about  $300  for  entertainment 
donated  by  the  City  and  County  Societies  which 
were  the  hosts  of  the  State  Society.  All  this  has  been 
changed.  The  Sesquicentennial  net  cost  of  $1,904.28 
has  been  absorbed  and  there  is  still  a balance  on  hand 
of  $3,017.99.  One  might  calculate  with  a saving  of 
$900  on  Annual  Meetings,  that  the  Commercial 
Exhibit  has  netted  the  members  $10,000  in  7 years. 

Table  IV 

EXEC.  SECY.  OFFICE  COMM.  EXHIBIT 

1937  ca  $ 4,300.0c)1 

1938  ca  5,ooo.oo2 

1939  6,476.48s 

1940  12,982.94  plus  $1,000 

1941  13,395.78  plus  1,000 

1942  13,289.87  plus  1,000 

1943  1 3,648.93  plus  1,000 

1Secy  at  $ 600.00. 

2Secy  at  1050.00. 

"Secy  at  1 500.00. 

Table  V shows  the  growth  of  the  Journal.  In  the 
first  year,  the  membership  was  listed  as  approxi- 
mately 1,500  since  the  enumeration  was  not  made 
in  a comparable  manner.  Surpluses  as  of  December 

3 1 showed  a steady  gain.  The  column  marked  “allot- 
ments” indicated  the  transfer  on  the  budget  to  the 
credit  of  the  Journal  account  from  the  general 
funds.  In  one  year  a “loan”  was  made  for  the  ad- 
vantageous purchase  of  an  extra  stock  of  paper. 
Analysis  of  the  production  costs  of  the  Journal 
shows  that  the  Journal  has  cost  each  member  of 

the  Society  an  average  of  $1.40  a year.  The  older 
members  of  the  Society  can  recall  that  the  annual 
transactions  which  were  published  anywhere  from 
six  months  to  a year  after  the  Annual  Adeeting's,  cost 
the  Society  members  in  the  neighborhood  of  $3,000 
or  over  $2  per  copy. 


Cost  of 
Sesqui. 
Balance 
on  hand 


$1,904.28 
Dec.  31,  1943 
$30  17-99 
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Table  V 

THE  JOURNAL  OF  THE  CONN.  STATE  MEDICAL  SOCIETY 


YEARS 

SURPLUS 

dec.  31 

ALLOTMENT 

MEMBERS 
JAN.  I 

1936 

$ 170.67 

$ 944-44 

I 5OO* 

1937 

77°-73 

2497.22 

155  1 

1938 

I I5O.5O 

- 3858.36 

1698 

1939 

3360.18 

4800.00 

1757 

1940 

4563.48 

4800.00 

U59 

1941 

5584-U 

3600.00 

l86l 

'94  2 

7301.52 

3600.00 

'943 

1943 

8915.41 

3600.00 

2017 

Net 

r 

0 

4-* 

14,086 

$28,434.13 

* Estimated 

Total  Allotments  

$28,434.13 

Surplus  on 

hand  

8,915.41  Dec.  31,  1943 

Total  cost  

$19,518.72 

Total  membership  

14,086 

Average  cost  $i-4°  Per  year 


In  its  second  year,  the  Journal  began  a monthly 
issue.  It  has  served  to  acquaint  the  members  with  the 
latest  development  in  medicine,  recording  many  of 
the  papers  given  at  the  Clinical  Congress  and  other 
medical  meetings,  but  primarily  it  has  served  the 
function  of  a Society  organ  portraying  regularly 
its  activities,  publishing  yearly  the  roster  of  its 
members,  the  by-laws  of  the  Society,  transactions 
of  all  meetings  of  the  House  of  Delegates  (in  the  last 
few  years  by  verbatim  accounts)  and  reports  of  the 
decisions  and  recommendations  of  the  Council  and 
of  many  of  the  State  Committees  and  delegates  to 
the  A.  M.  A. 

Up  to  January  i,  our  Journal  served  as  the 
official  publication  of  the  Connecticut  Hospital 
Association.  In  1942  two  collections  of  medical 
papers  were  published  in  book  form  by  the  Journal, 
namely,  “The  Heritage  of  Connecticut  Medicine” 
and  “Essentials  of  Emergency  Treatment.”  Neither 
of  these  ventures  into  the  publishers’  realm  have 
been  disadvantageous  from  a financial  standpoint. 
In  the  last  four  years  a preprint  of  the  annual  reports 
and  the  agenda  have  been  distributed  to  all  Delegates 
prior  to  the  Annual  Meeting. 

In  preparation  for  the  special  meeting  of  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation which  considered  the  first  Wagner  Social 
Security  Bill,  the  Council  called  the  two  Connecticut 
Delegates  into  conference  so  that  they  might  go  to 
Chicago  and  speak  with  knowledge  of  the  attitude 


of  their  State  organization.  That  experience  led  to 
the  addition  of  the  Delegates  to  the  American  Medi- 
cal Association  as  members  of  the  Council.  During 
these  years,  the  President-elect  and  also  the  Editor 
of  the  Journal,  were  added  as  ex-officio  members 
of  the  Council.  At  the  present  time,  the  Council  has 
15  members,  8 are  elected  representatives  from  the 
County  Associations  and  7 are  ex-officio  members. 
The  Executive  Secretary,  who  is  a member  of  the 
Council  in  his  own  right,  is  also  a member  by  reason 
of  being  a delegate.  It  is  customary  for  Executive 
Secretaries  of  the  State  Societies,  provided  they  are 
physicians,  to  be  Delegates.  This  is  very  advantage- 
ous and  I hope  that  the  custom  will  continue.  The 
makeup  of  the  Council,  therefore,  provides  that  the 
President  comes  into  office  with  at  least  one  year  of 
acquaintance  with  the  machinery  of  organization 
and  it  assures  that  the  national  delegates  are  in  touch 
with  local  sentiments. 

On  occasion,  voices  have  been  raised  against  the 
dilution  of  the  power  of  the  elected  representatives 
of  the  County  Associations  by  ex-officio  members, 
but  it  appears  to  those  who  have  been  members  of 
the  Council  for  many  years  that  there  is  a proper 
mixture  of  local  representation  and  statewide  points 
of  view  and  it  is  not  without  significance  that  the 
larger  counties  are  more  likely  to  obtain  slightly 
greater  representation  than  the  smaller  counties,  and 
after  all,  there  is  a certain  justice  in  this  arrangement. 
It  is  my  pleasure  to  bear  witness  that  sectional  strife 
has  been  peculiarly  absent  from  the  deliberations  of 
the  Council. 

The  by-laws  of  the  Society  need  revision.  Adany 
inconsistencies  are  evident  due  to  failure  in  the  past 
to  change  all  items  which  were  effective  as  amend- 
ments which  were  made  from  time  to  time.  If  the 
County  Associations  change  their  by-laws  to  permit 
a modification  of  their  fiscal  relationships  with  the 
State  Society,  it  may  well  serve  as  the  occasion  for 
a general  revision  of  the  by-laws.  The  By-laws  Re- 
vision Committee,  which  has  already  made  consider- 
able progress,  should  be  transfused  and  reactivated. 

Good  fortune  has  spared  Connecticut  the  ravages 
of  war’s  worst  destruction,  but  when  the  history  of 
the  times  is  written,  a page  will  surely  hold  a descrip- 
tion of  the  medical  civilian  defense  organization 
which  this  Societv  helped  to  create  through  the 
services  of  Dr.  George  Ad.  Smith,  our  recent  Presi- 
dent. To  some  this  seemed  wasted  effort,  but  we  still 
have  developed  a thoroughly  coordinated  system 
capable  of  meeting  major  disasters.  Some  of  this  will 
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undoubtedly  carry  over  to  peace  times.  Our 
Society’s  organization  served  to  facilitate  not  only 
this  defense  work  but  the  great  work  of  the  Selec- 
tive Service.  Through  the  selection  of  Dr.  Barker 
as  Chairman  for  Connecticut  of  Procurement  and 
Assignment,  and  by  his  selection  of  the  Council 
members  as  his  advisory  committee,  use  was  made  of 
the  ordinary  channels  of  medical  administration, 
through  agents  of  the  members  own  choosing.  This 
appears  to  have  worked  remarkably  well. 

The  French  historian,  de  Tocqueville,  said,  “It  is 
democracy’s  leading  task  to  persuade  men  to  busy 
themselves  about  their  own  affairs”  and  I have 
always  been  of  the  opinion  that  the  most  significant 
duty  of  the  Council  is  that  of  a nominating  com- 
mittee. Few  physicians  turn  naturally  away  from 
bedside  practice  to  such  activities  as  are  necessary 
in  the  regulation  of  medical  affairs  in  our  highly 
complex  modern  society.  It  is  the  Council’s  duty, 
one  which  it  has,  I believe,  performed  with  some 
success,  to  select  those  members  who  are  interested 
in  certain  special  fields  and  persuade  them  to  work 
in  concert  with  others  for  the  benefit  of  our  Society. 

It  has  been  relatively  easy  for  us  to  find  capable 
and  devoted  physicians  to  serve  on  the  Committee 
on  Public  Health.  Members  of  our  Society  are  so 
accustomed  to  the  picture  of  the  Health  Commis- 
sioner and  his  assistants  sitting  in  on  these  committee 
meetings  year  in  and  year  out  that  we  can  with  diffi- 
culty realize  the  astonishment  w ith  which  this  pic- 
ture is  viewed  in  some  States.  It  is  thought  strange 
that  such  harmony  can  exist.  It  seems  certain  that  no 
radical  departures  in  public  health  administration  at 
the  State  level  are  likely  to  be  thrust  upon  our 
members  without  the  opportunity  through  confer- 
ence to  adapt  them  to  the  Connecticut  situation,  at 
least  the  point  of  view  of  practicing  physicians  is 
discussed  amicably  about  a conference  table  and  not 
by  tbe  sterile  process  of  mutual  recrimination.  If 
the  pattern  of  granting  Federal  aid  to  State  Health 
programs  is  to  be  continued,  it  is  vital  to  every  mem- 
ber that  this  Committee  respond  to  the  sound  inter- 
ests of  physician  and  patient  alike. 

In  preserving  high  standards  of  medical  care,  the 
first  line  of  defense  is  the  Connecticut  Board  of 
Medical  Examiners.  Physicians  are  apt  to  forget  that 
the  right  to  practice  is  a privilege  granted  by  the 
State  and  it  is  a monopoly  granted  to  us  alone.  It  is 
not  a right  but  a privilege;  one  might  even  call  it  a 
concession.  The  Medical  Examining  Board  is  ap- 
pointed by  the  Governor,  one  member  each  year  on 
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nomination  from  this  Society.  It  is  to  the  credit  of 
the  Board  and  of  our  Society  that  no  governor  has 
yet  failed  to  appoint  the  physician  whom  this 
Society  has  nominated.  Year  after  year,  these  five 
men  have  served  the  State  in  a task  which  many 
times  must  be  irksome.  They  seldom  get  words  of 
appreciation  from  us  who  benefit  so  much  by  their 
labors  and  never  from  the  public  whose  interests 
they  protect. 

One  significant  change  has  occurred  during  the 
last  few  years,  namely,  the  transfer  of  the  office  of 
the  Board  to  our  own  Society  office,  together  with 
the  appointment  of  our  Executive  Secretary  as 
secretary  to  the  Board.  Few  realize  the  vast  amount 
of  detail  which  this  involves,  correspondence  with 
and  interviews  of  applicants,  the  verification  of 
credentials  and  the  keeping  of  all  records  in  accord- 
ance with  the  law. 

The  activities  of  the  Board  extend  beyond  the 
mere  grading  of  oral  and  written  examinations,  their 
work  takes  them  into  the  Legislative  Assembly  and 
occasionally  into  the  Courts.  No  such  Examining 
Board  can  function  intelligently  unless  one  of  its 
members  attends  the  Annual  Meeting  in  Chicago  on 
Licensure.  If  you  follow  the  deliberations  of  these 
conferences,  you  will  often  have  occasion  to  appre- 
ciate the  contributions  of  our  Connecticut  mem- 
bers. We  should  not  forget  how  much  we  would  all 

<J> 

be  affected  by  the  failure  of  this  Board  to  meet  its 
responsibilities. 

The  Council  and  House  of  Delegates  acquiesced 
in  the  location  of  the  Medical  Examining  Board  in 
our  office  because  of  its  obvious  advantages  to  the 
Society.  Our  Executive  Secretary  now  has  at  his 
disposal  complete  data  on  all  licensed  physicians. 
When  you  consider  that  he  is  also  Chairman  of  the 
Procurement  and  Assignment  Commission,  you  can 
•realize  what  a clearing  house  of  information  exists 
immediately  available  to  answer  the  many  questions 
which  come  to  the  office  with  increasing  frequency 
concerning  the  identity  of  a phvsician  and  his 
qualifications. 

During  the  past  eight  years,  little  change  has 
occurred  in  the  activities  of  the  Society’s  Clinical 
Congress.  Its  high  standards  have  been  maintained 
and  its  programs  have  met  the  needs  of  our  members 
and  of  many  physicians  in  neighboring  States.  This 
Clinical  Congress  has  served  as  a pattern  for  others 
in  different  parts  of  the  Country  and  we  are  justly 
very  proud.  I cannot  let  pass  this  opportunity  to 
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mention  the  debt  our  Society  owes  Yale  University, 
its  Medical  School  and  particularly  its  many  faculty 
members  who  have  made  this  major  achievement 
possible. 

During  the  period  that  1 am  reviewing,  prepay- 
ment for  hospital  care  and  then  for  medical  care 
has  been  an  absorbing  topic  of  discussion.  Our 
Society  has  cooperated  with  the  Connecticut  Plan 
for  Hospital  Care  in  its  successful  development  and 
is  at  the  present  time  entering  into  further  negotia- 
tions which  may  lead  to  the  establishment  of  a pre- 
paid medical  care  plan  paralleling  the  Hospital  Plan. 
The  Society’s  Committee  has  explored  the  possibil- 
ity of  using  commercial  insurance  coverage  for  this 
purpose.  In  the  immediate  future,  the  Society  must 
concern  itself  even  more  with  the  elaboration  of 
these  Plans  for  there  is  unceasing  public  demand  and 
the  policy  of  indifference  can  be  followed  no  longer. 

The  Society’s  Committee  on  Industrial  Health  has 
developed  a remarkably  vigorous  program  in  which 
industry,  the  Bureau  of  Industrial  Health  of  the 
State  Health  Department  and  the  Yale  Medical 
School  have  cooperated.  Connecticut  has  been  in 
the  forefront  of  this  rapidly  expanding  held  and  it  is 
hoped  that  plans  for  the  teaching  of  industrial  medi- 
cine in  the  School  of  Medicine  will  develop  in  the 
immediate  future.  There  is  great  demand  for  com- 
petently trained  industrial  physicians,  and  Connecti- 
cut is  an  excellent  place  to  train  them. 

The  Tumor  Committee  has  brought  credit  to  the 
Society  to  a degree  which  is  not  fully  appreciated 
by  the  membership.  The  public,  however,  is  deeply 
impressed  by  its  program  and  the  General  Assembly 
has  appropriated  funds  for  its  development  in  the 
State  Department  of  Health.  The  Committee  has 
quickened  interest  in  early  recognition  and  treat- 
ment of  cancer  in  every  hospital  in  the  State  and  has 
made  possible  the  statistical  evaluation  of  end  re- 
sults. If  our  partnership  with  the  State  Department 
of  Health  in  this  program  is  continued,  it  is  safe  to 
say  that  we  shall  in  future  years  view  our  work  with 
increasing  satisfaction  and  proudly  consider  it  one 
of  our  most  significant  undertakings. 

In  the  field  of  relations  of  organized  medicine  with 
hospitals,  little  progress  has  been  made.  Individual 
hospital  staffs  go  their  own  ways,  enacting  by-laws 
and  regulations  with  little  uniformity  or  regard  to 
the  lessons  which  have  been  learned  concerning 
some  of  the  dangers.  There  is  a fertile  field  for  some 
genius  who  can  cultivate  better  staff  organizations 
and  who  can  establish  more  uniformly  healthy  rela- 


tions between  hospital  staffs  and  the  Boards  of 
Directors. 

As  a Society,  we  have  not  interested  ourselves  in 
the  field  of  medicine  and  surgical  practice  in  hos- 
pitals, but  have  left  these  matters  to  the  uncoordi-  ! 
nated  efforts  of  individual  hospital  staffs  and  many 
think  that  no  other  method  is  possible.  Recently, 
however,  we  have  been  confronted  with  perplexing  i 
economic  questions  concerning  the  payment  for 
certain  highly  specialized  medical  services  which 
have  developed,  almost,  though  not  exclusively  in  ! 
hospitals.  Such  questions  are  not  yet  satisfactorily 
answered,  and  with  the  further  development  of  1 
hospital  care  and  medical  care  plans,  we  must  con-  , 
template  the  need  for  action  by  the  State  Society 
in  the  interest  of  providing  a reasonable  uniformity 
throughout  the  State  in  these  matters.  The  highly 
individualistic  attitude  of  hospital  groups  cannot 
long  survive  public  pressure  which  is  already  evi- 
dent and  which  will  force  us  to  develop  uniform 
methods  of  handling  the  financial  problems  of  hos- 
pital and  medical  care. 

Some  of  our  members  have  expressed  the  fear  that 
the  Society  would  develop  into  a despot,  obliter- 
ating in  a ruthless  manner  the  individual  physician 
who  dares  to  oppose  the  common  will.  Anyone  who 
understands  the  structure  of  our  Society  must  know 
that  this  is  highly  improbable.  This  is  your  Society, 
absolutely  responsive  to  the  will  of  your  chosen 
representatives  in  the  House  of  Delegates.  You  can 
make  it  what  you  will  by  the  typical  and  truly 
American  processes  of  representative  Government. 

Organized  medicine  has  come  in  for  a great  deal 
of  criticism  and  blame  because  the  millennium  has 
not  yet  arrived.  We,  as  a guild,  must  pay  attention  to 
these  criticisms  for,  in  all  candor,  we  must  admit 
that  all  parts  of  this  State  are  not  yet  blessed  with 
medical  and  hospital  services  of  as  good  a quality  as 
we  know  how  to  give,  nor  are  they  as  easily  acces- 
sible, geographically  and  financially,  as  we  could 
wish. 

Some  hospitals  have  difficulty  in  providing  cer- 
tain technical  services  and  judged  by  the  difficulty 
which  they  have  had  even  before  the  war  in  secur- 
ing high  grade  House  Officers,  we  must  conclude 
that  prospective  internes  at  least  consider  their  clini- 
cal opportunities  unattractive.  This  Society  has  done 
little  to  date  to  help  the  less  fortunately  situated 
hospitals  and  it  is  admittedly  a difficult  problem 
which  will  require  time,  money  and,  above  all,  a 
tremendous  amount  of  tact. 
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For  many  years,  most  of  our  hospitals  have  had  a 
curious  feature  known  as  the  Consulting  Staff  which 
never  consults  and  is  not  a staff.  Would  it  be  pos- 
sible to  improve  medical  care  in  our  smaller  hospitals 
if  consultants  were  appointed  for  the  purpose  of 
consulting  with  some  regularity,  so  that  they  might 
bring  to  the  hospital  some  skills  and  experience 
which  are  not  immediately  available? 

Many  of  our  smaller  hospitals  have  reached  out 
for  part-time  services  in  the  technical  branches  of 
radiology  and  pathology  but  it  is  more  difficult, 
though  scarcely  less  important,  that  this  arrange- 
ment be  extended  to  all  of  the  clinical  branches  of 
medicine.  Such  an  arrangement  might  make  it  pos- 
sible for  hospitals  hitherto  unable  to  satisfy  the 
requirements  of  interneship  training  to  secure  such 
approval.  Time  will  not  allow  elaboration  of  this 
theme  but  I call  it  to  your  attention  as  one  of  the 
methods  by  which  our  Society  can  help  the  people 
of  Connecticut  to  get  better  medical  care  and  1 
believe  that  our  Society  will  be  forced  increasingly 
to  consider  such  matters. 

Since  the  State  began  to  use  Civil  Service  exam- 
ination methods  in  hiring  its  employees,  this  Society 
has  cooperated  in  furnishing  examiners  whenever 
the  position  to  be  filled  called  for  technical  knowl- 
edge possessed  by  physicians.  In  this  manner,  our 
members  have  not  only  served  the  State,  but  have 
helped  to  make  sure  that  the  best  quality  of  per- 
sonnel is  secured.  We  have  by  this  means  been  able 
to  obtain  a knowledge  of  salaries  and  conditions  of 
employment  of  physicians  and  often  have  been  able 
to  give  advice  leading  to  more  adequate  remunera- 
tion. Thus,  when  a new  office  of  Medical  Advisor 
to  the  Commissioner  of  Welfare  was  created,  a 
board  of  physicians,  all  members  of  this  Society, 
examined  the  candidates.  You  now  know  that  Dr. 
Parente,  a member  of  our  Society  and  a former  prac- 
titioner—not  a desk  man— was  chosen. 

An  increasing  proportion  of  our  membership  is 
practicing  medicine  in  other  than  the  customary 
pattern.  Teachers  on  full  time,  public  health  admin- 
istrators, hospital  executives  and  physicians,  insur- 
ance and  industrial  physicians,  all  these  are  a part  of 
our  modern  medical  guild,  a larger  part  than  you 
may  realize. 

Many  of  this  group  are  loyal  active  members  of 
I our  Society;  in  fact,  the  percentage  who  participate 
in  the  various  activities  of  the  Society  is  as  high  if 
not  higher  than  is  found  in  the  practitioner  group, 
i There  are,  however,  some  who  have  not  become 


assimilated,  some  have  not  even  felt  the  obligation  to 
join.  Some  feel  they  are  not  wanted  or  perhaps  feel 
that  time  is  too  precious  to  spend  it  in  gregarious 
pursuits.  I believe  these  physicians  have  much  to 
offer  that  they  should  find  useful  and  I am  equally 
sure  that  association  with  us  who  meet  the  people  in 
private  practice  would  do  them  no  harm.  We  should 
make  more  effort  at  assimilation. 

It  has  always  irked  a bit  that  much  of  the  medical 
social  planning  to  which  practicing  physicians  ob- 
ject is  put  forward  by  those  who  have  had  little  or 
no  experience  in  the  actual  provision  of  medical  care 
as  it  is  given  in  the  office  and  in  the  home  and  it 
would  seem  wholesome  for  the  planners  to  get 
acquainted  with  Doctors  Tom,  Dick  and  Harry,  for 
these  are  the  men  who  will  have  to  care  for  the 
people  no  matter  what  plan  is  adopted. 

Our  Society  has  cooperated  in  the  development 
of  an  outstanding  and  pioneering  program  of  re- 
habilitation now  being  conducted  by  the  Bureau  of 
Rehabilitation  of  the  State  Board  of  Education  and 
we  have  recommended  that  a medical  advisor  be 
installed  in  that  Bureau. 

The  State  Commissioner  of  Public  Welfare  asked 
for  and  was  given  an  advisory  committee  from  this 
Society  to  assist  in  establishing  standards,  fee  sched- 
ules, etc.,  for  the  expenditure  of  Federal  aid  given 
State  wards.  A technical  advisory  committee  has 
been  furnished  at  the  request  of  the  Public  Welfare 
Council  to  assist  in  the  study  of  the  chronically  sick 
in  the  State  and  several  members  of  the  Society  are 
serving  on  a sub-committee  on  public  health  and 
medical  care  of  the  Committee  on  Postwar  Planning. 

One  small  item  of  interest  purely  to  our  members 
is  the  development  since  Dr.  Barker  became  Secre- 
tary, of  the  group  health  and  accident  insurance 
available  to  members  under  a liberal  group  contract 
at  a rate  considerably  below  that  ordinarily  charged. 
It  is  of  interest  also  to  note  that  members  of  the 
Society  are  privileged  to  purchase  malpractice  insur- 
ance at  a much  reduced  premium  and  it  has  been 
stated  that  this  reduction  in  premium  compared  to 
that  of  almost  all  States  would  be  ample  to  cover  the 
dues  of  the  State  Society. 

It  is  certain  that  the  vigorous  organization  which 
has  developed  during  the  last  eight  years  has  out- 
grown its  first  suit  of  clothes.  Not  only  must  we 
have  larger  quarters  but  we  must  also  have  additional 
personnel  and  after  the  war  an  assistant  secretary  on 
full  time  as  well  as  an  office  manager. 
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In  all  of  this  development,  Dr.  Creighton  Barker 
has  been  the  sine  qua  non.  Literally,  without  him,  it 
would  not  have  been  and  it  is  known  to  some  of  us 
how  urgent  on  three  different  occasions  were  the 
calls  for  him  to  leave  us  and  go  to  national  posts  of 
wider  responsibility. 

There  is  one  item  of  assets  which  does  not  appear 
in  the  figures  which  I have  given  you  and  I refer  to 
the  asset  in  the  shape  of  our  Executive  Secretary. 
He  has  not  had  a vacation  for  three  years.  He  has 
done  the  work  of  two  or  even  three  men,  he  has 
interviewed  time  and  again  practically  every  one  of 
the  800  physicians  who  have  gone  into  Government 
service  and  sometimes  the  interviews  have  been  with 
the  families. 

Without  going  into  endless  detail  I believe  that  I 
have  presented  the  evidence  that  our  Society  has 
come  a long  way  since  1936,  and  that  it  has  been 


transformed  into  a lively  organism  which  is  not 
unmindful  of  its  obligations  in  a rapidly  changing 
world.  The  advice  of  our  officers  and  committees  is 
freely  and  eagerly  sought  by  state  officials  from  the 
the  governor  down  and  it  is  encouraging  to  know 
that  many  administrators  ask  early  in  the  planning 
of  a new  program  the  question  “How  will  the  doc- 
tors like  this  or  that?” 

If  we  have  arrived  at  such  a position,  it  is  surely 
worth  all  we  have  put  into  the  Society,  in  money, 
time  and  effort  but  we  must  not,  we  can  not,  stand 
still.  As  your  Secretary  once  put  it,  “the  medical 
profession  has  a definite  responsibility  toward 
Society  as  a whole  that  cannot  be  completely  dis- 
charged by  the  individual  physician.  We  are  not 
just  odd  little  men  here  and  there  with  a private 
enterprising  of  doctoring,  we  must  be  concerned 
with  affairs  that  are  larger  than  ourselves.” 


EDITORIALS 


CONNECTICUT  STATE  MEDICAL  JOURNAL 

Owned  and  Published  Monthly  by  The  Connecticut  State  Medical  Society 


EDITORIAL  BOARD 

Stanley  B.  Weld,  Editor-m-Chief  - Hartford 
Herbert  Thoms,  Literary  Editor  New  Haven 
Harold  S.  Burr  - New  Haven 

Frank  Stafford  Jones  - Hartford 

Oliver  L.  Stringfield  - Stamford 

Paul  P.  Swett  - Bloomfield 


COUNTY  NEWS  EDITORS 

Fairfield:  J.  Grady  Booe,  Bridgeport 
Hartford:  Christopher  J.  McCormack,  Hartford 
Litchfield:  John  F.  Kilgus,  Jr.,  Litchfield 
Middlesex:  Harold  E.  Speight,  Middletown 
New  Haven:  J.  C.  F.  Mendillo,  New  Haven 
C.  Neuswanger,  W at er bury 
New  London:  Clarence  G.  Thompson,  Norwich 
Tolland:  Donald  M.  Beckwith,  Rockville 
Windham:  Andrew  O.  Laakso,  Danielson 
Yale  School  of  Medicine:  Arthur  J.  Geiger 
Special  Correspondent  with  U.  S.  A.  Gen.  Hospital  No. 
39:  Francis  A.  Sutherland 


Single  Copies,  50  cents— Subscription,  $4.00  per  year 


MANUSCRIPTS:  Manuscripts  should  be 

typewritten,  double-spaced,  on  white  paper  8V2 
x 11  inches.  The  original  copy,  not  the  car- 
bon copy,  should  be  submitted.  Carbon  copies 
or  single-spaced  manuscripts  will  not  be  con- 
sidered. 

Footnotes,  bibliographies  and  legends  for 
cuts  should  be  typed  on  separate  sheets  in 
double  space  similar  to  the  style  for  the  text 
matter.  Bibliographies  should  conform  to  the 
style  of  the  Quarterly  Cumulative  Index 
published  by  the  American  Medical  Associa- 
tion. This  requires  in  the  order  given:  Name 
of  author,  title  of  article,  name  of  periodical 
with  volume,  page,  month — day  of  month  if 
weekly — and  year. 


Used  manuscripts  will  be  returned  only 
when  requested  by  the  author.  Manuscripts 
should  not  be  rolled.  Mail  flat. 

ILLUSTRATIONS:  Illustrations,  tables, 

etc.,  should  bear  the  author’s  name  on  the 
back  and  the  figure  number.  Photographs 
should  be  clear  and  distinct;  drawings  should 
be  made  in  black  ink  (preferably  India  ink)  on 
white  paper.  Used  photographs  and  drawings 
are  returned  after  the  article  is  published,  if 
requested. 

NEWS:  Our  readers  are  requested  to  send 
in  items  of  news,  also  marked  copies  of  news- 
papers containing  matter  of  interest  to  physi- 


cians. We  shall  be  glad  to  know  the  name  of 
the  sender  in  every  instance. 

ADVERTISEMENTS:  All  advertisements 

are  subject  to  the  approval  of  the  Council  on 
Pharmacy  and  Chemistry  of  the  American 
Medical  Association  and  should  reach  the 
Editor  by  the  tenth  of  the  month  preceding 
publication. 

SUBSCRIPTIONS:  Membership  in  the 

Connecticut  State  Medical  Society  includes  sub- 
scription to  the  Journal.  Additional  copies 
may  be  secured  from  the  Editor. 

REPRINTS:  Reprints  of  papers  and  obitu- 
aries may  be  obtained  from  the  Editor. 


EDITORIALS 


Connecticut  and  the  Cancer  Problem 

The  thoughtful  and  scholarly  address  of  the  re- 
tiring President,  presented  to  our  readers  in  this 
issue,  suggests  comment  on  some  of  the  activities 
associated  with  the  cancer  problem  in  Connecticut. 
The  importance  to  control  and  even  prevent  cancer 
has  been  recognized  for  many  years  in  our  State  and 
during  the  last  decade  an  expanding  program,  large- 
ly guided  by  the  medical  profession,  has  produced 
some  noteworthy  results.  Certain  facts  about  cancer 
in  our  State  are  worthy  of  consideration.  There 
has  been  a marked  increase  in  cancer  in  Connecticut 
over  the  last  fifty  years  paralleling  an  increase  in 
the  older  age  groups  in  which  cancer  most  common- 
ly occurs.  Also,  cancer  is  the  second  largest  cause  of 
death  in  this  State  and  caused  2,605,  or  14.4  per  cent 
of  all  deaths,  in  1942. 

Since  1933  the  problem  of  cancer  has  been  studied 
intensively  by  the  State  Medical  Society  through  its 
! Tumor  Study  Committee.  From  this  committee  has 
developed  the  Association  of  Connecticut  Tumor 
Clinics,  which  operates  through  the  general  hospitals 
of  the  State.  A most  useful  collection  of  data  has 


been  made  available  through  the  adoption  of  a 
uniform  record  system  and  a standard  terminology 
has  been  developed.  Since  1935  a Division  of  Cancer 
Research  has  been  established  within  the  State 
Department  of  Health.  In  1941  the  State  appropri- 
ated $50,000  for  the  biennium  “for  the  study  of 
cancer  and  the  maintenance  of  diagnostic  and  treat- 
ment clinics.”  This  amount  was  increased  to  $100,000 
in  1943  and  it  is  allocated  to  local  hospitals  according 
to  the  volume  of  cases  and  the  type  of  service 
rendered. 

A most  important  development  in  the  program 
has  been  the  state-wide  registry  of  all  known  cases 
of  cancer  established  by  the  Division  of  Cancer 
Research.  At  the  present  time  through  the  coopera- 
tion of  the  staffs  of  the  local  hospitals  the  follow-up 
of  living  individuals  is  successful  in  90  per  cent  of 
those  registered.  Some  idea  of  the  volume  of  this 
important  work  may  be  gained  from  the  number  of 
admissions  for  cancer  in  Connecticut  hospitals  from 
January  1,  1935  to  April  1,  1944,  which  was  26,441. 
Of  significance  is  the  fact  that  in  1935,  9.8  per  cent 
of  all  cases  were  under  treatment  within  one  month 


434 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


of  the  first  symptom  and  in  1941  this  had  increased 
to  14.7  per  cent. 

A comparatively  recent  development  of  interest 
is  the  Women’s  Field  Army  in  Connecticut.  1 his 
organization  has  been  established  through  the  efforts 
of  the  Tumor  Study  Committee  in  cooperation  with 
the  American  Society  for  the  Control  of  Cancer, 
Inc.  The  State  office  is  in  Waterbury  and  the  staff 
includes  a state  commander  and  two  part-time  paid 
employees.  The  personnel  of  the  Held  Army  in 
Connecticut,  made  up  entirely  of  volunteers,  at 
present  numbers  over  500,  a fine  war  time  showing 
for  the  new  enterprise.  For  the  present  the  chief 
activity  of  the  group  w ill  be  that  of  public  educa- 
tion by  means  of  public  lectures  and  other  educa- 
tional methods.  All  of  the  material  presented  to  the 
public  is  sanctioned  by  the  Tumor  Study  Committee 
who  function  as  a supervising  body  to  this  important 
and  useful  group  of  Connecticut  citizens. 

A highly  important  segment  of  the  cancer  pro- 
gram in  our  State  is  represented  by  cancer  research, 
some  of  which  Dr.  Smith  lias  mentioned  in  his 
address.  Aided  by  such  gifts  as  the  Coffin  Childs 
Fund,  the  Anna  Fuller  Fund  and  others,  such  as  the 
International  Cancer  Research  Foundation,  the  Yale 
University  School  of  Medicine  has  become  one  of 
the  leading  institutions  for  cancer  research  in  this 
country. 

Connecticut  has  a definitive  cancer  program,  with 
noteworthy  achievement  already  to  its  credit,  which 
is  sponsored  by  various  groups  working  together  in 
fine  cooperation  with  a common  interest.  The  re- 
sponsibility for  its  continuance  and  further  develop- 
ment rests  not  only  on  those  to  whom  it  is  an  imme- 
diate concern  but  very  definitely  upon  every  physi- 
cian in  our  State.  He  is  assuredly  aware  of  his 
importance  in  the  fight  for  the  control  and  preven- 
tion of  this  insidious  and  devastating  disease,  for  he 
is  the  soldier  in  the  front  line  without  whose  support 
and  vigilance  those  in  command  would  be  power- 
less. Each  physician,  as  well  as  every  citizen  of  our 
State,  owes  a real  allegiance  and  gratitude  to  those 
who,  with  unselfish  devotion  and  skillful  science, 
are  sharing  the  responsibilities  of  this  program  for 
the  control  and  prevention  of  cancer. 

Physicians  and  Collective  Bargaining 

The  following  editorial  submitted  by  a member  of  the 
Society  represents  an  interesting  and  thoughtful  viewpoint 
on  one  of  the  controversial  problems  now  facing  medicine. 

Physicians  in  all  time  have  given  their  services  to 


the  needy  without  thought  of  recompense.  It  is  part 
of  their  unwritten  code  to  take  care  of  the  poor  and 
it  sets  them  apart  from  almost  every  other  class  of 
men.  There  are  limitations  of  course  but  it  is  rare 
that  a way  cannot  be  found  to  minister  to  the  man 
with  an  empty  purse  and  medicine  will  not  hasten 
the  day  when  that  way  is  changed. 

Now  comes  a strange  new  device  to  provide  medi- 
cal care,  not  for  the  poor,  but  for  the  man  who  can 
and  wants  to  pay  his  own  way.  It  is  the  “Service 
Contract”  written  on  a prepayment  basis  and  it  is 
peculiar  for  two  reasons.  First,  it  is  collective  bar- 
gaining with  the  employer  setting  the  wage,  which 
anyone  will  admit  is  odd  in  these  days  of  strikes  and 
increasing  demands  from  workers.  Physicians  are 
workers  too,  and  they  have  rights  of  pay  as  other 
workers  do.  Second,  the  principle  is  unique  in  that  . 
it  places  the  same  value  on  the  services  of  the  tyro 
and  the  skilled  and  experienced  worker. 

Two  analogies  may  be  drawn  that  are  not  wide 
of  the  mark.  In  the  first  instance  it  is  as  though  a 
builder  said  to  a master  carpenter:  “We  are  build- 
ing a house  for  a man  whose  income  is  only  twenty- 
five  hundred  dollars  a year  and  we  can  pay  you  but 
fifty  cents  an  hour.  I know  your  wage  should  be  one 
dollar  and  twenty-five  cents  but  when  we  build  for  i 
people  in  this  income  group  we  can  only  pay  you 
fifty  cents  in  order  to  keep  the  cost  of  the  house 
down.”  What  would  the  master  carpenter  think  of  j 
that?  1 hat  is  not  the  kind  of  collective  bargaining 
he  knows  about.  Probably  he  would  strike  to  get  : 
another  job  working  on  houses  for  the  income  group 
where  his  regular  wage  was  paid.  It  is  true  that 
physicians  frequently  adjust  their  fees  to  fit  the 
means  of  the  patient  but  they  do  it  voluntarily  and 
it  is  not  a condition  imposed  on  them  by  the  em- 
ployer, which  is  quite  a different  affair. 

I he  second  case,  the  manufacturer  calls  in  his 
skilled  and  experienced  tool  makers  and  announces: 
“We  are  making  an  automobile  for  people  whose 
incomes  are  below  twenty-five  hundred  dollars  a 
year  and  we  are  going  to  pay  you  the  same  wages 
as  we  pay  apprentices  and  apprentices  are  going  to  i 
be  tool  makers  too.  Everybody  will  get  the  same 
pay,  your  years  of  experience  and  results  do  not 
count  for  anything.”  Will  the  tool  makers  listen  to 
that  kind  of  collective  bargaining?  It  is  admitted  that 
physicians  are  licensed  by  the  State  and  in  the  eyes 
of  the  law  all  are  of  equal  competence,  but  who  will 
argue  that  there  are  not  those  whose  services  are 
more  valuable  because  of  their  training  and  expe- 
rience? 
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The  service  contract  in  prepaid  medical  insurance 
is  collective  bargaining  with  the  wages  fixed  by  the 
employer  on  a take  it  or  leave  it  basis  and  sets  rigid 
values  on  technical  services  without  consideration 
for  competence  and  skill.  Medical  care  is  not  a pack- 
age that  can  be  spewed  from  a machine  neatly 
wrapped  for  delivery  at  cut  rates. 

The  University  at  the  Crossroads 

Under  this  title  in  a recent  number  of  the  Bulletin 
of  the  History  of  Medicine  Dr.  Henry  E.  Sigerist 
writes  with  deep  concern  for  the  future  of  our 
universities.  It  is  disturbing,  he  points  out,  that  uni- 
versities are  anxiously  avoiding  touching  on  anv 
subject  that  seems  in  the  least  controversial  and  cites 
as  one  example  the  social  and  economic  side  of  Medi- 
cine. His  comment  on  this  aspect  of  our  profession 
should  be  of  great  interest  to  all  physicians  and 
especially  to  those  whose  thinking  has  been  directed 
along  these  lines.  Dr.  Sigerist’s  emphasis  of  the  role 
which  the  universities  of  our  country  can  play  in 
solving  many  of  our  social  and  economic  problems 
is  fine  constructive  thinking.  The  following  excerpt 
from  his  essay  is  particularly  pertinent: 

“One  of  the  most  acute  medical  and  social  prob- 
lems today  is  that  of  the  distribution  of  medical  care 
and  of  the  organization  of  medical  services.  Every- 
one knows  by  now  that  great  changes  have  occurred 
during  the  last  fifty  years  in  medicine  as  well  as  in 
society.  As  a result  of  the  great  development  of 
science,  medicine  has  become  highly  technical,  high- 
ly specialized  and  very  effective,  but  at  the  same 
time  the  cost  of  medical  care  has  increased  more 
rapidly  than  the  purchasing  power  of  the  popula- 
tion. Society,  on  the  other  hand,  as  a result  of  in- 
dustrialization, has  become  highly  differentiated, 
highly  specialized  also,  a society  of  wage  earners 
who  depend  for  a living  on  the  labor  market  and 
have  no  security  of  income.  It  seems  pretty  obvious 
that  a new  medical  science  called  upon  to  serve  a 
new  type  of  society  requires  new  forms  of  medical 
service.  Social  adjustments  must  be  made  to  meet  the 
conditions  created  by  the  new  technology. 

“The  question  of  security  in  matters  of  health  is 
but  one  aspect  of  the  great  problem  of  social  secur- 
ity which  has  become  the  major  domestic  war  aim 
in  all  Western  countries.  It  is  not  a radical  but  a 
conservative  issue,  because  it  accepts  the  existing 
order  and  conserves  it  by  providing  a corrective 


mechanism  without  which  it  would  collapse  sooner 
or  later.  The  alternative  to  social  security  legislation 
is  social  unrest  and  even  revolution. 

“ I he  provision  of  complete  and  first-rate  medical 
services  to  the  entire  population  in  town  and  coun- 
try obviously  presents  a difficult  problem,  one  that 
requires  a great  deal  of  research  before  final  legis- 
lative action  can  be  taken.  It  is  complicated  research 
that  calls  for  the  combined  efforts  of  physicians, 
public  health  experts,  sociologists  and  economists. 
Indeed,  the  most  ingenious  economic  plan  is  worth- 
less if  it  is  used  to  finance  a poor  type  of  medical 
service,  and  the  best  devised  medical  plan  must  by 
necessity  collapse  if  it  is  not  financed  properly. 

“The  universities,  equipped  as  they  are  with  all 
facilities  for  research,  with  outstanding  medical  and 
public  health  men,  economists,  sociologists,  political 
scientists  on  their  faculties  would  have  been  the 
logical  centers  to  engage  in  the  research  that  the 
country  so  urgently  needed.  And  yet,  with  very 
few  exceptions,  they  refused  to  touch  the  problem. 
Why?  Because  it  was  a controversial  subject,  one 
that  seemed  to  affect  vested  interests,  one  about 
which  conservative  and  liberal  opinion  disagreed. 
I he  research  that  had  to  be  done  was  therefore  left 
to  private  groups  and  to  government  agencies. 

“The  universities,  having  failed  to  engage  in  re- 
search in  the  sociology  and  economics  of  medicine, 
were  obviously  unprepared  to  provide  instruction 
in  the  field  and  this  at  a moment  when  students  were 
crying  for  it.  I he  fact  that  health  insurance  and 
similar  issues  are  discussed  in  medical  circles  in  such 
an  amateurish  and  emotional  way  is  owing  to  lack 
of  education.  Unprepared  by  the  university,  the 
doctor  finds  himself  at  the  mercy  of  propaganda 
agencies.  We  should  expect  that  the  university 
would  learn  from  these  shortcomings  and  would 
endeavor  to  train  a young  medical  generation  pre- 
pared to  meet  or  at  least  to  understand  the  social 
problems  of  medicine.  But  where  there  is  no  research 
there  cannot  be  academic  instruction.  Some  schools 
announced  a course  that  was  given  by  an  instructor 
who  happened  to  be  interested  in  the  subject  and 
willing  to  read  a few  books.  But  it  was  second-hand 
instruction  of  little  value.  In  other  schools  the  stu- 
dents organized  their  own  study  groups  and  since 
the  faculty  was  unable  to  help  them,  they  worked 
hard  trying  to  find  the  facts  without  guidance 
through  their  own  efforts.” 
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Why  a Purge? 

To  sit  in  judgment  on  such  distinguished  emis- 
saries of  American  medicine  as  Olin  West  and  Morris 
Fishbein  is  not  becoming  one  of  lesser  accomplish- 
ments. In  bringing  their  resolutions  into  the  recent 
session  of  the  A.  iVi.  A.  House  of  Delegates  to  make 
the  one  Secretary  Emeritus  of  The  American  Medi- 
cal Association  and  to  replace  the  other,  the  Cali- 
fornia delegates  exhibited  one  of  the  prerogatives  of 
a democratic  government  without,  however,  reveal- 
ing any  of  the  judgment  in  method  of  procedure 
which  one  should  expect.  Both  Dr.  West  and  Dr. 
Fishbein,  have  contributed  several  decades  of  service 
to  the  physicians  of  the  United  States.  It  is  ungrate- 
ful not  to  take  cognizance  of  this  fact.  If  in  these 
arduous  and  difficult  days  young  blood  is  needed  at 
the  home  office  in  Chicago,  it  is  within  the  preroga- 
tives of  the  Board  of  Trustees  to  appoint  an  assistant 
secretary  to  lighten  the  burden  carried  by  Dr.  West. 
This  is  an  essential  of  good  management  in  any 
organization  of  the  size  of  the  American  Medical 
Association  and  should  precede  such  a step  as  advo- 
cated by  our  California  friends. 

As  a medical  editor  Dr.  Fishbein  has  no  peer.  Io 
attempt  to  replace  him  in  his  capacity  as  editor  of 
The  Journal  of  the  American  Medical  Association 
and  of  the  many  subsidiary  journals  would  be  a task 
well  nigh  impossible.  The  wash  room  grumblings 
and  staff  room  chatter  complaining  of  the  part 
played  by  Dr.  Fishbein  as  spokesman  for  American 
medicine  have  indeed  been  heard  from  coast  to  coast 
as  reported  by  the  California  spokesman.  But  it  is 
imperative  that  we  understand  that  in  performing 
these  arduous  duties  Morris  Fishbein  has  acted  at  the 
behest  of  the  Board  of  Trustees.  He  is  an  inde- 
fatigable worker.  If  he  has  become  too  vociferous  it 
is  because  he  has  believed  that  the  crisis  of  the 
moment  demanded  it.  It  may  well  be  that  as  the 
Council  on  Medical  Service  and  Public  Relations 
develops  its  Washington  office  with  a capable  physi- 
cian in  charge,  Dr.  Fishbein  will  be  relieved  of  some 
of  the  demands  on  his  time  which  circumstances 
have  required. 

It  is  very  difficult  to  visualize  where  organized 
medicine  would  be  today  if  both  Dr.  West  and  Dr. 
Fishbein  were  removed  from  their  active  roles  in  the 
national  organization.  We  are  living  in  a day  of 
change.  We  should  prepare  for  this  change  by  a 
process  of  evolution  within  our  own  organization 
rather  than  by  revolution  with  all  its  accompanying 
ills.  The  purge  is  not  an  American  institution. 


Synthetic  Quinine 

The  following  editorial  written  by  Dr.  William  T.  Salter, 
Professor  of  Pharmacology , Yale  University  School  of  Medi- 
cine, was  prepared  at  the  request  of  the  Journal. 

Ever  since  1638,  when  the  wife  of  Don  Luis 
Geronimo  Fernandez  Cabrera  Bobadilla  y Mendoz, 
hereditary  Alcalde  of  Segovia  and  Count  of  Chin- 
chon,  contracted  malaria  in  Lima,  the  magic  prin- 
ciple in  the  bark  of  the  quinaquina  tree  has  been 
making  history.  The  Countess  of  Chinchon  died 
soon  after  her  “miraculous  cure,”  but  the  chinchona 
alkaloids  which  travelled  back  to  Spain  in  her  bag- 
gage led  to  the  establishment  of  a worldwide  trade, 
beginning  in  Seville.  Distributed  by  the  Jesuit 
fathers  to  rich  and  poor,  the  Peruvian  bark  or  pow- 
der of  the  Countess  became  known  as  the  Jesuit’s 
Powder.  In  England  Sir  Robert  Talbor,  the  notori- 
ous physician  to  Charles  the  Second,  used  it  to  treat 
various  fevers,  despite  the  frowns  of  members  of  the 
College  of  Physicians.  Sir  Robert  even  “cured”  the 
dauphin  of  France  with  a secret  remedy  consisting 
principally  of  Peruvian  bark,  for  which  service  he 
collected  heavily.  It  was  not  until  1820  that  the 
young  French  chemists  Pelletier  and  Caventou 
isolated  the  active  principle  in  the  form  of  a bitter 
gum  purified  from  extracts  of  the  bark.  To  this 
alkaloid  they  gave  the  name  quinine. 

Quinine  was  effective,  but  it  was  so  expensive  that 
in  1850  the  French  Society  of  Pharmacy  offered  a 
prize  of  4,000  francs  to  the  chemist  who  should  dis- 
cover a method  of  preparing  it  artificially.  Although, 
6 years  later  William  Henry  Perkin  in  England 
accidentally  started  the  aniline  dye  industry  in  his 
futile  attempt  to  synthesize  quinine,  the  actual 
synthesis  of  it  remained  to  be  achieved  only  in  1944 
by  two  young  Harvard  Chemists,  Robert  Burns 
Woodward  and  William  von  Eggers  Doering,  acting 
as  consultants  to  the  Polaroid  Corporation  of  Cam- 
bridge, Massachusetts. 

They  have  produced  not  only  quinine,  but  also  its 
dextrorotatory  isomer  quinidine,  starting  with 
simple  and  inexpensive  chemicals.  In  addition  to  the 
total  synthesis  of  these  two  medicinals,  Woodward 
and  Doering  (the  latter  now  a member  of  Colum- 
bia’s faculty)  established  a procedure  by  which 
many  derivatives  of  quinine  may  be  made  syntheti- 
cally. These  are  the  scientifically  important  features 
of  their  brilliant  work,  summarized  in  the  May  issue 
of  the  Journal  of  the  American  Chemical  Society. 

The  new  product  is  identical  with  natural  quinine 
and  indistinguishable  from  it.  Because  it  is  quinine, 
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it  has  all  the  pharmacological  properties  of  the 
natural  alkaloid.  Starting  from  benzaldehyde,  the 
chief  constituent  of  oil  of  hitter  almonds,  Wood- 
ward and  Doering  built  up  the  complex  arrangement 
of  carbon,  nitrogen,  hydrogen  and  oxygen  atoms 
which  characterizes  the  anatomy  of  the  quinine 
molecule.  The  laboratory  process  is  complicated  and 
expensive  because  many  intermediary  stages  inter- 
vene before  the  final  molecule  attains  its  complex 
superstructure.  How  the  cinchona  tree  achieves  this 
synthesis  is  unknown. 

In  what  respects  will  this  research  influence  the 
progress  of  medicine?  This  question  can  not  be 
answered  at  present,  because  it  involves  complicated 
problems  in  political  economy,  power  politics  and 
pharmaceutical  manufacturing  costs.  Ever  since  the 
1 8th  century  the  high  cost  of  quinine  had  been 
maintained  by  monopoly.  Various  attempts  were 
made  to  wrest  this  from  the  Spaniards.  For  example, 
the  Dutch  botanist  Justus  Hasskarl  managed  to 
transport  seeds  to  Java,  where  he  was  put  in  charge 
of  the  new  cinchona  plantations  and  made  a Knight 
of  the  Netherlands  Lion.  Alas!  It  turned  out  that  he 
had  brought  the  wrong  species  of  cinchona,  devoid 
of  quinine. 

Finally  an  English  exporter  in  Peru,  Charles 
Ledger,  in  1865  obtained  some  stolen  cinchona  seeds 
from  Bolivia  and  eventually  the  Dutch  bought  one 
pound  of  them  for  a few  dollars.  From  these  seeds 
came  the  great  plantations  of  Cinchona  ledgeriana 
which  constituted  90%  of  the  world’s  supply  before 
the  Japanese  took  over  the  Netherlands  East  Indies. 

Following  the  proposal  of  the  correct  structural 
formula  in  1908,  many  attempts  to  beat  the  monop- 
oly have  been  made  by  chemists.  The  most  success- 
ful was  probably  that  of  the  German  scientist  Rabe, 
who  in  1931  reported  the  total  synthesis  of  hydro- 
quinine.  This  alkaloid  differs  from  quinine  only  in 
having  two  extra  hydrogen  atoms.  Furthermore,  it 
is  a more  potent  antimalarial  than  quinine  under 
certain  circumstances.  Why  did  it  not  supersede 
quinine?  Because  the  manufacturing  costs  were  too 
high  to  compete  with  the  natural  product. 

Much  the  same  economic  hurdle  will  bar  the  wide- 
spread use  of  the  new  process,  unless  chemical  short- 


cuts can  be  devised.  If  the  Dutch  plantations  are 
destroyed,  or  if  the  war  is  prolonged  unduly,  it 
might  turn  out  that  American  mass-production 
methods  will  be  called  upon  to  produce  the  alkaloid 
at  a reasonable  price,  or  under  dire  emergency,  at 
any  price.  The  only  certainty  is  that  with  hydro- 
quinine, quinine,  quinidine,  and  several  of  their 
derivatives  now  available  in  synthetic  form,  the 
world  need  no  longer  lack  these  antimalarial  alka- 
loids. 

I'lie  irony  of  the  situation  is  that,  with  synthetic 
quinine  finally  available  after  a century  of  waiting, 
many  clinical  investigators  have  recently  decided 
that  atabrine  is  preferable  for  the  routine  therapy 
and  suppression  of  malaria. 

The  Horace  Wells  Centenary  Celebration 

This  year  marks  the  one  hundredth  anniversary 
of  the  discovery  by  Horace  Wells,  a Hartford  den- 
tist, of  the  anesthetic  effects  resulting  from  the 
inhalation  of  nitrous  oxide.  Because  of  the  signifi- 
cance of  Wells  great  contribution  to  dental  and 
medical  science  the  American  Dental  Association  is 
planning  a centenary  celebration  which  will  serve 
to  honor  Horace  Wells  and  also  acquaint  the  profes- 
sion and  the  public  of  the  important  part  he  played 
in  the  discovery  of  anesthesia.  The  main  celebration 
will  be  held  in  Hartford  on  December  1 1,  1944,  the 
centenary  anniversary  date  of  the  discovery.  The 
Connecticut  State  Dental  Society  through  its  repre- 
sentatives have  extended  an  invitation  to  the  Con- 
necticut State  Medical  Society  to  share  in  this  cele- 
bration and  the  Council  has  appointed  Dr.  H.  G. 
Jarvis,  Df.  J.  H.  Howard  and  Dr.  Barker  as  the  repre- 
sentatives of  our  Society  to  serve  on  the  general 
committee.  The  Journal  will  be  also  represented  on 
certain  committees  and  it  is  hoped  that  in  addition 
to  news  concerning  the  celebration  that  a more 
formal  contribution  to  the  event  will  be  made  in 
the  publication  of  articles  dealing  with  anesthesia 
and  the  part  Horace  Wells  played  in  its  develop- 
ment. The  members  of  the  medical  profession  in 
Connecticut  may  be  counted  on  to  wholeheartedly 
support  this  fine  effort  to  honor  the  great  bene- 
factor to  mankind. 
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GOT  A MATCH?  You  don’t  need  to  have,  to  test  for  urine  sugar 
with  the  new  “Galatest”  method,  which  dispenses  with  the  need  for  bunsen 
burner  and  other  laboratory  equipment.  A single  drop  of  urine  on  a few 
orains  of  Galatest  powder  instantly  reveals  the  presence  or  absence  of  sugar. 
Price?  $1.00  per  hundred  tests.  The  Professional  Equipment  Co. 
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A Report  on  the  Progress  and  Activities 
of  the  Society 

As  a society  of  physicians  it  can  be  truly  said  that 
in  our  effort  to  keep  acquainted  and  in  step  with 
socio-medical  developments  we  have  progressed  a 
long  way  from  that  day  when  we  had  no  central 
organization  as  we  now  know  it.  The  results  which 
Dr.  Miller  sets  forth  are  remarkable  and  show  what 
fine  cooperative  effort  on  the  part  of  those  who 
manage  our  affairs  can  accomplish.  With  such  evi- 
dence of  enterprising  spirit  we  can  look  into  the 
complexities  of  the  future  if  not  with  calmness  at 
least  with  a certain  asssurance.  The  wise  observation 
of  our  executive  secretary  that,  “We  are  not  odd 
little  men  here  and  there  with  a private  enterprising 
of  doctoring,”  warrant  repeated  attention  for  they 
speak  the  truth  of  what  Medicine  and  her  Men  must 
signify  in  our  rapidly  changing  social  order.  Dr. 
Miller’s  report  is  a thoughtful  and  orderly  presenta- 
tion of  the  affairs  of  our  Society  which  will  interest 
all  who  are  identified  with  medical  practice  in  Con- 
necticut. 

Rationed  Foods  For  the  Sick 

Mr.  Anthony  F.  Arpaia,  the  State  Director  of  the 
Office  of  Price  Administration,  presents  a statement 
in  this  issue  which  is  of  importance  for  all  practicing 
physicians.  The  establishment  of  local  Medical 
Boards  of  Appeal  is  a step  which  should  be  wel- 
comed as  a sensible  and  useful  device  for  dealing 
with  food  prescriptions.  It  seems  obvious  that  our 
own  physicians  will  be  able  to  deal  with  local  prob- 
lems in  a more  efficient  way  than  has  hitherto 
obtained.  Under  the  Secretary’s  Office  Department 
will  be  found  a list  of  those  physicians  who  have 
been  appointed  by  the  Council. 

Dysentery  Control 

The  public  health  control  of  bacillary  dysentery 
is  a difficult  problem  because  mild  undiagnosed  in- 
fections often  give  rise  to  carriers  who,  though 
apparently  healthy,  may  infect  others.  The  result 
may  be  an  outbreak  in  which  mild,  moderate  and 
severe  cases  occur.  Consequently,  our  epidemio- 
logical investigation  of  diarrheal  diseases  must  be 
thorough. 

In  this  issue  Kenneth  M.  Wheeler  has  summarized 
studies  he  has  carried  on  at  the  bureau  of  labora- 
tories of  the  state  department  of  health  on  the  many 
types  of  dysentery  bacteria— studies  that  are  of 
immediate  practical  epidemiological  importance.  By 
using  his  typing  methods,  the  laboratory  may  fur- 
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nish  to  the  epidemiologist  positive  proof  of  the 
relationship  between  carriers  and  cases  and  between 
one  case  and  another.  In  fact,  the  methods  will  deter- 
mine when  more  than  one  source  is  involved  in  a 
single  outbreak. 

Already  men  in  our  armed  forces  and  in  the  mer- 
chant marine  are  returning  from  areas  where 
dysentery  is  a serious  problem.  Some  of  these  men 
will  be  carriers.  The  typing  methods  of  Wheeler 
will  contribute  materially  to  the  investigation  and 
control  of  these  infections  whether  they  occur  in 
Connecticut  or  elsewhere. 

The  Hospital  and  Increasing  Demands 

Mr.  Oliver  H.  Bartine  of  the  Bridgeport  Hospital 
speaks  of  the  acute  problems  which  hospitals  face 
in  the  present  emergency.  He  also  tells  how  many 
of  these  have  been  solved  and  pays  a merited  tribute 
to  the  many  volunteer  workers  who  are  aiding  so 
greatly  in  the  effort.  The  result  obtained  at  the 
Bridgeport  Hospital  is  a fine  example  of  what  is 
going  on  in  most  of  our  community  hospitals. 
Those  who  are  further  interested  in  the  Bridgeport 
experience  may  obtain  the  comparative  operating 
statistics  of  that  institution  by  writing  to  the  Super- 
intendent. 

St.  Francis  Hospital  Opens  Drive  for 

$2,000,000 

A goal  of  $2,000,000  has  been  set  for  the  St. 
Francis  Hospital  building  fund  drive,  recently 
opened  in  Hartford.  The  funds,  which  are  to  be 
raised  by  public  subscription  and  gifts,  will  finance 
a projected  increase  in  the  hospital’s  capacity  to  700 
beds. 

The  expansion  program  of  St.  Francis’  calls  for 
the  construction  of  two  new  buildings  which  will 
add  19 1 beds  to  the  maternity  facilities  and  provide 
a greatly  enlarged  physiotherapy  department.  Esti- 
mates indicate  that  the  capacity  increase  will  enable 
the  hospital  to  admit  5,000  more  patients  a year  and 
will  result  in  the  saving  of  at  least  two  or  three 
lives  annually  for  the  next  twenty  years. 

Hartford  is  the  hospital  center  for  a population 
of  more  than  half  a million  and  the  need  of  expan- 
sion of  its  facilities  has  long  been  recognized.  As  far 
back  as  1941,  the  hospitals  of  the  city  were  oper- 
ating at  an  average  of  92  per  cent  of  their  combined 
capacity  and  at  the  present  time  they  are  even  more 
seriously  over-burdened.  The  enlargement  of  St. 
Francis  Hospital  is  essential  in  order  to  ensure  ade- 
quate health  protection  for  the  Hartford  area. 
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FROM  THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  m.d. 

258  Church  Street  New  Haven 

Minutes  3-  A member  of  the  program  committee.  Dr. 


Council  Meeting 
May  25,  1944 

The  meeting  was  called  to  order  by  the  Chairman, 
Dr.  James  R.  Miller,  at  3:30  p.  m.  There  were 
present: 

James  R.  Miller,  Chairman 
Samuel  F.  Mullins,  Fairfield 
Arthur  B.  Landry,  Hartford 
Floyd  A.  Weed,  Litchfield 
Herbert  Thoms,  New  Haven 
Charles  T.  LaMoure,  Tolland 
H.  Gildersleeve  Jarvis,  President 
Joseph  H.  Howard,  President-Elect 
Hugh  B.  Campbell,  Treasurer 
Stanley  B.  Weld,  Editor 
Creighton  Barker,  Secretary 

Absent: 

George  H.  Gildersleeve,  New  London 
Charles  Russman,  Middlesex 
Robert  C.  Paine,  Windham 
Thomas  P.  Murdock,  Delegate 

1.  A War  Participation  Committee  for  the  Society 
was  appointed  as  follows: 

Fairfield  County:  Charles  H.  Sprague,  Bridgeport 
Hartford  County:  Donald  A.  Bristoll,  New  Britain 
Litchfield  County:  John  F.  Kilgus,  Litchfield 
Middlesex  County:  Edgar  Fauver,  Middletown 
New  Haven  County:  Ralph  E.  McDonnell,  Chair- 
man, New  Haven 

New  London  County:  Edmund  A.  Douglass,  New 
London 

Tolland  County:  Ralph  B.  Thayer,  Somers 
Windham  County:  Ralph  L.  Gilman,  Storrs 

2.  The  special  committee  to  study  osteopathic 
practice  and  licensure  in  Connecticut  as  authorized 
by  the  House  of  Delegates  at  its  annual  meeting  May 
2,  1944  was  appointed: 

Chairman,  Louis  P.  Hastings,  Hartford 
Henry  N.  Costello,  Hartford 
Carl  E.  Johnson,  New  Haven 
Paul  D.  Rosahn,  New  Britain 


William  H.  Resnik,  Stamford,  was  appointed  to  the 
program  committee  to  replace  Dr.  J.  Harold  Root 
who  was  elected  to  the  committee  by  the  House  of 
Delegates  but  who  asked  to  be  relieved  from  service 
with  the  committee.  The  program  committee  con- 
sists of: 

Chairman,  H.  M.  Marvin,  New  Haven 
John  C.  Leonard,  Hartford 
William  H.  Resnik,  Stamford 

4.  Floyd  A.  Weed,  councilor  from  Litchfield 
County,  was  appointed  to  the  committee  on  Per- 
manent Funds  to  replace  Dr.  Charles  H.  Turkington, 
who  had  retired  from  the  Council. 

5.  Dr.  Frank  T.  Oberg,  Bridgeport,  was  appointed 
a member  of  the  Committee  on  Industrial  Health. 

6.  In  accordance  with  Section  48 5 f of  the  General 
Statutes  the  Council  made  four  recommendations  to 
the  Governor  from  which  he  might  select  a member 
of  the  State  Board  of  Examiners  for  Physical  Ther- 
apy Technicians  to  replace  Dr.  Alexander  L.  Bassin, 
New  Haven,  resigned. 

7.  In  response  to  a request  from  the  State  Director 
of  the  Office  of  Price  Administration,  medical  ad- 
visory committees  to  the  Office  of  Price  Administra- 
tion were  recommended  for  appointment: 

Hartford  County: 

Samuel  Donner,  Hartford 
Michael  A.  Gore,  Bristol 
John  E.  Darrow,  New  Britain 

New  Haven  County  except  Waterbury: 

Marvin  Ad.  Scarbrough,  New  Haven 
William  Cohen,  New  Haven 
William  J.  Dennehy,  New  Haven 

Bridgeport  and  vicinity: 

Bronislaw  L.  Smykowski,  Bridgeport 
Francis  J.  Wales,  Adonroe 
Fritz  Ad.  Meyer,  Bridgeport 

Stamford  and  vicinity: 

Ralph  W.  Crane,  Stamford 
Harold  L.  Amoss,  Greenwich 
Raymond  A.  Gandy,  Stamford 
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New  London  County: 

James  M.  Sturtevant,  New  London 
Clarence  G.  Thompson,  Norwich 
Edward  Gipstein,  New  London 

Tolland  and  Windham  Counties: 

Joseph  A.  Girouard,  Willimantic 
Brae  Rafferty,  Willimantic 
Donald  M.  Beckwith,  Rockville 

Middlesex  County: 

Mario  L.  Palmieri,  Middletown 
Jessie  W.  Fisher,  Middletown 
Eugene  F.  Callender,  Chester 

Litchfield  County  and  Waterbury: 

Michael  E.  Giobbe,  Torrington 
Edwin  G.  Reade,  Watertown 
John  H.  Foster,  Waterbury 

8.  The  matter  of  the  collection  of  State  and 
County  dues  which  was  referred  back  to  the  special 
committee  by  the  House  of  Delegates  on  May  2 
was  discussed  and  future  procedure  for  the  com- 
mittee proposed.  At  a later  date  the  special  com- 
mittee consisting  of  Dr.  Campbell,  Dr.  Landry  and 
Dr.  Thoms  will  meet  with  the  secretaries  of  the 
several  county  associations  for  consideration  of  this 
subject. 

9.  The  Chairman  of  the  Council,  the  President  and 
the  Executive  Secretary  of  the  Society  were  desig- 
nated as  an  executive  committee  to  act  during  the 
summer  months  when  the  Council  does  not  meet 
regularly. 

10.  In  accordance  with  a resolution  passed  by  the 
House  of  Delegates  at  its  annual  meeting  on  May  2, 
a committee  to  study  professional  liability  insurance 
in  Connecticut  and  the  operation  of  the  group  in- 
surance contracts  now  written  for  the  Society  was 
appointed: 

Chairman,  Benedict  B.  Landry,  Hartford 
John  F.  O’Brien,  Waterford 
Louis  F.  Wheatley,  New  Haven 
Edward  R.  Roberts,  Bridgeport 
Charles  W.  Goff,  Hartford 

1 1.  A committee,  consisting  of  the  President  of  the 
Society,  the  President-elect  of  the  Society  and  the 
Chairman  of  the  Council,  were  appointed  to  repre- 
sent the  Society  at  the  Horace  Wells  Centenary 
celebration  in  December  1944.  The  Secretary  was 
directed  to  prepare  an  appropriate  resolution  on  the 
celebration  of  the  100th  anniversary  of  Horace 
Wells  discovery  to  be  forwarded  to  the  Horace 
Wells  Centenary  committee. 


1 2 . The  resignation  of  Dr.  Charles  L.  Larkin  as  a 
member  of  the  Tumor  Committee  was  accepted.  Dr. 
Edwin  A.  Lawrence,  New  Haven,  and  Dr.  John  A. 
McCreery,  Greenwich,  were  appointed  as  members 
of  the  Tumor  Committee. 

13.  The  use  and  abuse  of  the  emergency  admission 
procedure  for  admitting  patients  to  State  hospitals 
for  the  mentally  sick  that  had  been  brought  to  the 
attention  of  the  Society  by  Mr.  Barney,  chairman 
of  the  State  Public  Welfare  Council,  was  discussed 
at  some  length  and  it  was  determined  that  this  sub- 
ject should  be  referred  to  the  Society’s  advisory 
committee  to  the  Study  on  the  Chronically  Sick 
for  further  consideration. 

The  meeting  adjourned  at  6:00  p.  \i. 

A.  M.  A.  Facts  from  Official  Reports, 

J.  A.  M.  A.,  April  29,  1944 


Membership,  April  1,  1944 124,452 

Fellows  69,304 

A.  M.  A.  Journal  Subscribers 108,452 

Number  m.d.’s  listed  in  last  Medical  Direc- 
tory (17th  Ed . ) 185,903 

Employees  5 1 5 

Total  income— 1943  $1,186,544.26 

Total  expense— 1943  467.670.50 

Net  gain— 1943  - 7 1 8.873.76 

Cash  in  bank  and  on  hand 499,973,1 2 

Invested  funds  and  funds  held  for  in- 
vestment  3.466,03 1 .24 

Income  from  investments 86,603.78 

Total  property  and  equipment 1,422,714.91 

Net  worth  as  of  December  31,  1943 5,430,089.08 


Committee  on  Prepaid  Medical  Service 

The  reorganized  committee  on  Prepaid  Medical 
Service  under  the  chairmanship  of  J.  Harold  Root, 
Waterbury,  met  on  May  17  at  the  Society’s  office. 
There  were  present  in  addition  to  Dr.  Root:  Harold 
M.  Marvin,  New  Haven;  James  R.  Miller,  Hartford; 
Thomas  P.  Murdock,  Meriden;  Berkley  M.  Parme- 
lee,  Bridgeport;  Herbert  Thoms,  New  Haven; 
William  H.  Weidman,  Norwich;  Stanley  B.  Weld, 
Hartford;  Creighton  Barker,  New  Haven;  Grace 
Mooney,  New  Haven.  Absent:  George  M.  Craig, 
Middletown;  Richard  E.  Dunne,  Hartford. 

The  committee  entered  into  a discussion  on  the 
cash  indemnity  and  service  type  of  contracts  and 
finally  was  recorded  unanimously  in  favor  of  a cash 
indemnity  contract. 
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The  chairman  of  the  committee  was  directed  to 
communicate  with  the  directors  of  the  Connecticut 
Plan  for  Hospital  Care  to  the  effect  that  the  Society 
is  interested  in  developing  a prepaid  medical  service 
contract  on  a cash  indemnity  basis  in  cooperation 
with  the  Plan  for  Hospital  Care. 

Officers  of  The  Connecticut  State  Medical 
Society  from  Its  Organization  in  1792 
to  the  Present  Time 

PRESIDENTS 


1792  Leverett  Elubbard 
1794  Eneas  Munson 
1801  James  Potter 

1803  Thomas  Mosley 

1804  Jeremiah  West 
1807  John  R.  Watrous 
1812  Mason  F.  Cogswell 
1822  Thomas  Hubbard 
1827  Eli  Todd 

1829  John  S.  Peters 
1832  William  Buel 
1834  Thomas  Miner 
1837  Silas  Fuller 
1841  Elijah  Middlebrook 
1843  Luther  Ticknor 
1846  Archibald  Welch 
1849  George  Sumner 
1851  Rufus  Blakeman 

1853  Richard  Warner 

1854  William  H.  Cogswell 
1856  Benjamin  H.  Catlin 
1858  Ashbel  Woodward 

1 86 1 Josiah  G.  Beckwith 
1863  Ebenezer  K.  Hunt 

1865  Nathan  B.  Ives 

1866  Isaac  G.  Porter 

1867  Charles  Woodward 

1868  Samuel  B.  Beresford 

1869  Henry  Bronson 

1870  Charles  F.  Sumner 

1871  Gurdon  W.  Russell 

1872  Henry  W.  Buel 

1873  Ira  Hutchinson 

1874  Lowell  Holbrook 

1875  Pliny  A.  Jewett 

1876  Ashbel  W.  Barrows 

1877  Robert  Hubbard 

1878  Charles  M.  Carleton 

1879  Alfred  R.  Goodrich 

1880  Gideon  L.  Platt 

1881  William  Denting 

1882  William  G.  Brownson 

1883  Elisha  B.  Nye 

1884  Benjamin  N.  Comings 

1885  Elijah  C.  Kinney 

1886  T.  Morton  Hills 

1887  Francis  Bacon 


1888  George  L.  Porter 

1889  Orlando  Brown 

1890  Melancthon  Storrs 

1891  Charles  A.  Lindsley 

1892  Cyrus  B.  Newton 

1893  Francis  D.  Edgerton 

1894  Francis  N.  Braman 

1895  Seth  Hill 

1896  Rienzi  Robinson 

1897  Ralph  S.  Goodwin 

1898  Henry  P.  Stearns 

1899  Charles  S.  Rodman 

1900  Leonard  B.  Almv 

1901  John  H.  Grannis 

1902  Gould  A.  Shelton 

1903  Samuel  B.  St.John 

1904  William  H.  Carmalt 

1905  fEdward  H.  Welch 

Nathaniel  E.  Wordin 

1906  William  L.  Higgins 

1907  Everett  J.  McKnight 

1908  Seldom  B.  Overlook 

1909  Samuel  D.  Gilbert 

1910  Frank  K.  Hallock 

1911  John  G.  Stanton 

1912  E.  T.  Bradstreet 

1913  D.  Chester  Brown 

1914  ^Oliver  C.  Smith 

Stephen  J.  Maher 

1915  Alax  Madhouse 

1916  Samuel  M.  Garlick 

1917  Edward  K.  Root 

1918  Charles  J.  Bartlett 

1919  Charles  B.  Graves 

1920  George  Blumer 

1921  Charles  C.  Godfrey 

1922  David  R.  Lyman 

1923  Elias  Pratt 

1924  Harry  B.  Ferris 

1925  Robert  C.  White 

1926  Frank  H.  Wheeler 

1927  Daniel  Sullivan 

1928  Earl  Terry  Smith 

1929  William  F.  Verdi 

1930  Frederick  G.  Graves 

193 1 Charles  C.  Gildersleeve 


1932  fWilliam  A.  LaField 

j936 

Daniel  C.  Patterson 

flrwin  Granniss 

037 

Charles  H.  Turkington 

John  P.  Hanley 

1938 

Hugh  Baird  Campbell 

1933  Ralph  A.  McDonnell 

039 

Joseph  I.  Linde 

1934  Walter  R.  Steiner 

1940 

Arthur  B.  Landry 

1935  Thomas  P.  Murdock 

1941 

James  Douglas  Gold 

1942 

Roy  L.  Leak 

^Deceased  in  office 

'943 

George  M.  Smith 

fResigned 

'944 

H.  Gildersleeve  Jarvis 

VICE-PRESIDENTS 


1 792 

Eneas  Munson 

1885 

Samuel  Hutchins 

094 

Flihu  Tudor 

1886 

Francis  Bacon 

V96 

James  Potter 

1887 

George  L.  Porter 

1801 

Thomas  Mosley 

1888 

Orlando  Brown 

1803 

Jeremiah  West 

1889 

Charles  J.  Foj? 

1804 

Jared  Potter 

1890 

Charles  A.  Lindsley 

1806 

John  R.  Watrous 

1891 

Cyrus  B.  Newton 

1807 

Mason  F.  Cogswell 

1892 

Francis  D.  Edgerton 

1812 

John  Barker 

1893 

Francis  N.  Braman 

1813 

Timothy  Hall 

l894 

Seth  Hill 

18.4 

Thomas  Hubbard 

1895 

Rienzi  Robinson 

1822 

Eli  Todd 

1896 

Ralph  S.  Goodwin 

1824 

Eli  Ives 

1897 

Henry  P.  Stearns 

.827 

John  S.  Peters 

1898 

Charles  S.  Rodman 

1829 

William  Buel 

1899 

Leonard  B.  Almy 

1832 

Thomas  Aliner 

1900 

John  H.  Grannis 

■834 

Silas  Fuller 

1901 

Gould  A.  Shelton 

GO 

va 

Elijah  Middlebrook 

1902 

Samuel  B.  St.John 

1841 

Luther  Ticknor 

1903 

William  H.  Carmalt 

i843 

Archibald  Welch 

1904 

Edward  H.  Welch 

1846 

Dyer  T.  Brainard 

■905 

Frederick  A.  Morrell 

1847 

George  Sumner 

Eli  P.  Flint 

1849 

Rufus  Blakeman 

1906 

Charles  E.  Brayton 

1851 

Richard  Warner 

Franklin  P.  Clark 

1853 

William  H.  Cogswell 

1907 

Miner  C.  Hazen 

1854 

Benjamin  H.  Catlin 

Irving  L.  Hamant 

1856 

Ashbel  Woodward 

1908 

Samuel  D.  Gilbert 

1858 

Josiah  G.  Beckwith 

Walter  L.  Barber 

1861 

Ebenezer  K.  Hunt 

1909 

Theodore  R.  Parker 

1863 

Nathan  B.  Ives 

William  J.  Tracey 

1865 

Isaac  G.  Porter 

1910 

Edmund  P.  Douglass 

1866 

Charles  Woodward 

Edward  T.  Bradstreet 

1867 

Samuel  B.  Beresford 

191 1 

D.  Chester  Brown 

1868 

Henry  Bronson 

Ralph  C.  Paine 

1869 

Charles  F.  Sumner 

1912 

Frederick  Gilnack 

1870 

Gurdon  W.  Russell 

Alvin  E.  Barber 

1871 

Henry  W.  Buel 

1913 

William  S.  Hulbert 

1872 

Ira  Hutchinson 

Kate  C.  Mead 

00 

Lowell  Holbrook 

1914 

Stephen  J.  Maher 

1874 

Pliny  A.  Jewett 

John  B.  Kent 

1875 

Ashbel  W.  Barrows 

1915 

Charles  B.  Graves 

1876 

Robert  Hubbard 

Cushman  A.  Sears 

1877 

Charles  M.  Carleton 

1916 

George  M.  Burroughs 

1878 

Alfred  R.  Goodrich 

John  C.  Kendall 

1879 

Gideon  L.  Platt 

1 9 1 7 

Patrick  Cassidy 

1880 

William  Deming 

Charles  C.  Godfrey 

1 88 1 

William  G.  Brownson 

1918 

Frank  E.  Guild 

1882 

Elisha  B.  Nye 

James  H.  Kingman 

00 

‘00 

Benjamin  N.  Comings 

1919 

George  H.  Noxon 

1884 

Elijah  C.  Kinney 

Frank  H.  Wheeler 

44 2 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


1920 

William  H.  Judson 

Ralph  A.  McDonnell 

William  H.  Donaldson 

1933 

Daniel  P.  Griffin 

1921 

Leone  F.  LaPierre 

Ernest  R.  Pike 

Frederick  B.  Bradeen 

1934 

Joseph  A.  Girouard 

1922 

Samuel  Pierson 

G.  Mansfield  Craig 

Frederick  T.  Simpson 

>935 

George  G.  Fawcett 

1923 

George  N.  Bell 

Leonard  W.  Bacon 

Henry  G.  Anderson 

1936 

Hugh  B.  Campbell 

1924 

Louis  Ad.  Allyn 

Thacher  W.  Worthen 

Daniel  C.  Patterson 

>937 

Herbert  Thoms 

1925 

Ernest  R.  Kelsey 

Roy  C.  Ferguson 

Charles  TenE.  LaMoure 

1938 

James  D.  McGaughey 

1926 

James  Murphy 

Karl  T.  Phillips 

Levi  B.  Cochran 

>939 

Charles  E.  Sanford 

1927 

Frank  W.  Stevens 

W.  Bradford  AValker 

Warren  A.  Tanner 

1940 

Edward  J.  Ottenheimer 

1928 

Fritz  C.  Hyde 

John  F.  O’Brien 

Harry  B.  Hanchett 

1941 

Peter  J.  Steincrohn 

1929 

John  F.  Dowling 

Ralph  L.  Gilman 

Roy  L.  Leak 

>942 

Joseph  H.  Howard 

>93° 

William  T.  Godfrey 

R.  Glen  Urquhart 

Charles  C.  Gildersleeve 

>943 

Louis  H.  Nahum 

1931 

Richard  F.  Rand 

Ralph  B.  Thayer 

Thomas  L.  Thomson 

1944 

Maurice  T.  Root 

1932 

Irwin  Granniss 

Edmund  L.  Douglass 

John  P.  Hanley 


SECRETARIES 


1792 

Jared  Potter 

1844 

Worthington  Hooker 

>794 

James  Clark 

1846 

Gurdon  W.  Russell 

1796 

Daniel  Sheldon 

1849 

Josiah  G.  Beckwith 

1798 

Nathaniel  Perry 

1858 

Panet  M.  Hastings 

1800 

Samuel  Woodward 

1862 

Leonard  J.  Sanford 

1801 

William  Shelton 

1864 

Moses  C.  White 

1805 

John  Barker 

1876 

Chas.  W.  Chamberlain 

1810 

Eli  Ives 

1883 

Samuel  B.  St.John 

.813 

Joseph  Foot 

1889 

Nathaniel  E.  Wordin 

1817 

Jonathan  Knight 

1905 

Walter  R.  Steiner 

1827 

Samuel  B.  Woodward 

1912 

Wilder  Tileston 

1830 

George  Sumner 

1913 

M.  AdcC.  Scarbrough 

1832 

Charles  Hooker 

1917 

John  E.  Lane 

1838 

Archibald  Welch 

1920 

Chas.  W.  Comfort,  Jr. 

>843 

Ralph  Farnsworth 

>936 

Creighton  Barker 

TREASURERS 


>792 

John  Osborn 

1841 

Virgil  Adaro  Dow 

•793 

Jeremiah  West 

1851 

George  O.  Sumner 

>794 

John  Osborn 

1863 

James  C.  Jackson 

1796 

Mason  F.  Cogswell 

1876 

Francis  D.  Edgerton 

1800 

William  B.  Hall 

1883 

Erastus  P.  Swasey 

1808 

Timothy  Hall 

1889 

William  W.  Knight 

18.3 

Richard  Ely 

1905 

Joseph  H.  Townsend 

1816 

Thomas  Afiner 

1916 

Phineas  H.  Ingalls 

18.7 

John  S.  Peters 

•933 

Frederick  G.  Graves 

.827 

William  Buel 

•935 

Creighton  Barker 

1829 

Joseph  Palmer 

1936 

James  R.  Adiller 

1834 

Elijah  Adiddlebrook 

1940 

Hugh  B.  Campbell 

1837 

Luther  Tichnor 

Dr.  Leak  Retires  As  Superintendent  of  State 
Hospital  at  Middletown 

The  retirement  of  Roy  L.  Leak  as  Superintendent 
of  the  Connecticut  State  Hospital  at  Middletown 
was  announced  recently  at  a dinner  given  by  Dr. 
Leak  for  twenty-seven  hospital  employees  of  more 
than  twenty-five  years’  service.  Dr.  Leak,  whose 
resignation  becomes  effective  on  June  30,  has  been 
head  of  the  institution  since  April,  1922.  Under  his 
direction,  the  hospital  plant  has  been  modernized 
and  material  advances  have  been  made  in  treatment 
methods.  He  served  as  President  of  the  Connecticut 
State  Medical  Society  in  1943-1944. 

Edgar  G.  Yerbury  will  succeed  Dr.  Leak  as  Super- 
intendent of  the  hospital  at  Middletown.  Dr.  Yer- 
bury, who  has  served  on  the  staffs  of  the  Massa- 
chusetts State  Hospitals  at  Danvers  and  Westboro, 
is  at  present  with  the  State  Division  of  Mental 
Hygiene  at  Boston. 

Physicians  Recommended  for  Licensure 

The  Connecticut  Medical  Examining  Board  has 
recommended  the  following  physicians  for  licensure 
on  the  endorsement  of  licenses  issued  elsewhere. 
Harvey  Warren  Katz,  m.d. 

Tufts,  1940,  NBME  certificate 
Frederic  Lewis,  m.d. 

Long  Island  College,  1936,  New  York  license 
Elmer  Peterson,  m.d. 

University  of  Buffalo,  1932,  NBME  certificate 
William  Thomas  Salter,  m.d. 

Harvard,  1925,  Massachusetts  license. 

Dr.  Winslow  Editor  of  Public  Health 
Journal 

Charles-Edward  A.  Winslow,  Dr.  P.H.,  Anna  M. 
R.  Lauder  professor  of  public  health,  Yale  Univer- 
sity School  of  Medicine,  has  been  appointed  editor 
of  the  American  journal  of  Public  Health,  succeed- 
ing Dr.  Harry  S.  Mustard,  New  York.  Dr.  Winslow 
assumed  his  new  position  with  the  April  issue.  Dr. 
Winslow  was  president  of  the  American  Public 
Health  Association  in  1926.  In  1942,  he  received  a 
certificate  for  forty  years  of  continuous  membership 
and  the  Sedgwick  Memorial  Medal  for  distinguished 
service  to  public  health. 
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The  1944  Connecticut  Clinical  Congress 

The  following  program  has  been  outlined  for  the 
20th  Clinical  Congress  to  he  held  in  New  Haven 
Thursday  and  Friday,  September  28  and  29,  1944. 
In  its  preparation  the  Committee  has  been  particu- 
larly mindful  to  bring  to  the  practicing  physician 
those  subjects  in  which  a newer  knowledge  is  avail- 
able and  which. can  be  of  practical  application.  The 
list  of  those  who  will  be  responsible  for  the  presenta- 
tions is  not  yet  completed  but  from  our  past  expe- 
rience we  may  be  assured  that  these  will  be  the  best 
obtainable. 

FIRST  DAY 
Morning 

Psychiatric  Problems  of  the  Returning  Soldier  and 
their  Medical  Management 
Thiourecil  in  the  Treatment  of  Hyperthyroidism 
The  Modern  Treatment  of  Angina  Pectoris 
How  to  Choose  the  Correct  Digitalis  Preparation 
Nutrition  in  Heart  Failure 
The  Treatment  of  Acute  Rheumatic  Fever 
Infectious  Hepatitis 

Afternoon 

Symposium  on  Penicillin  in  Medicine  and  Surgery 
General  Considerations— Dr.  Francis  G.  Blake  and 
Staff 

(a)  Staphylococcus  aureus  infections 

(b)  Hemolytic  streptococcus  infections 

(c)  Gonococcus 

(d)  Syphilis 

(e)  Bacterial  endocarditis 

(f)  Infections  resistant  to  penicillin 

Penicillin  in  Surgery— Dr.  Samuel  C.  Harvey  and 
Staff 

(a)  Septic  wounds 

(b)  Gas  Gangrene 

(c)  Head  wounds 

(d)  Compound  fractures 


SECOND  DAY 
Morning 

Recent  Advances  in  Common  Duct  Surgery.  Use  of 
Vitallium  Tubes 

Metallic  Fixation  of  Fractures  by  Use  of  More 
Recent  Methods  and  Appliances.  Special  Refer- 
ence to  Kerschner  Wire,  Vitallium  Screws,  Tenta- 
lum  Foil  and  Plates 

Newer  Methods  in  Diagnosis  and  Treatment  of 
Cancer  of  the  Breast  with  Special  Reference  to 
Surgery,  X-ray,  Castration,  Heptlylaldehyde,  and 
Hormonal  Methods 

The  Correct  Treatment  of  Varicose  Veins 

Analgesia,  Anesthesias,  and  Resuscitation 

Operative  procedures  under  local,  regional,  and 
general  anesthesia,  simplified  and  facilitated  by 
proper  anesthesia  in  combination  with  pre- 
operative preparation  and  post-operative  care 

Afternoon 

Treatment  of  Burns— Demonstration 
Early  treatment 

Preparation  of  skin  for  application  of  medica- 
ments 

After  treatment  of  burns 

Newer  methods  of  skin  grafting  and  prepara- 
tion of  wounds 

Care  of  Feet  in  Diabetes— Demonstration 


New  Penicillin  Process 

Dr.  Eduardo  Martinez  Rubio,  30-year-old  Tech- 
nical Director  of  the  Uruguayan  owned  Senac 
laboratories  here,  has  developed  what  he  claims  is  a 
new  process  for  producing  peniccillin  in  from  18  to 
20  days.  The  drug  has  been  tested  in  hospitals  here 
and  in  Buenos  Aires  and  is  reported  to  have  been 
successful  in  90  per  cent  of  the  cases.  Dr.  Martinez 
Rubio  acquired  a reputation  in  apitherapy  when  he 
devised  a method  of  using  bee-poison  in  the  treat- 
ment of  rheumatism. 


MAKING  A MOUNTAIN  OUT  OF  A MOLE 

is  easy  for  a dermatologist  using  a Magni-Focuser.  This  new  eye  loop  enables 
all  medical  specialists  to  magnify  objects  with  the  binocular  clarity  of  normal 
vision.  The  Magni-Focuser  is  light,  easy  to  wear,  fits  comfortably  over  eye 
glasses,  leaves  both  hands  free,  relieves  eye  strain,  and  provides  maximum 
efficiency  in  minimum  time.  Many  uses  in  all  branches  of  medicine  will  read- 
ily occur  to  you.  One  hint:  try  reading  an  x-ray  film  with  a Magni-Focuser! 
Ask  Professional  Equipment  Company,  36  Howe  Street,  New  Haven,  Con- 
necticut. 

(See  PAGE  2) 
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1944  A.  M.  A.  CONVENTION,  CHICAGO 


This  year  the  big  show  of  the  A.  M.  A.  was  a veritable  three  ring  circus  with  continuous  performances 
going  on  at  the  Palmer  House,  Hotel  Stevens,  and  Hotel  Sherman  and  two  side  shows,  one  for  the  general 
practitioners  at  Hotel  Morrison,  the  other  for  the  Woman’s  Auxiliary  at  Hotel  Knickerbocker.  All  in 
all  it  was  a colorful  session  with  plenty  of  opportunity  for  the  old  fashioned  exercise  of  walking  for  the 
7,000  or  more  delegates.  A list  of  Connecticut  physicians  registered  through  Wednesday,  June  14,  follows: 


Barker,  Creighton,  New  Haven 
Barnum,  Charles  C.,  Groton 
Battista,  A.  William,  New  Haven 
Beatrice,  Alphonse  A.,  Bristol 
Beaudry,  Joseph  H.,  Bridgeport 
Bevans,  Theodore  F.,  Waterbury 
Blake,  Francis  G.,  New  Haven 
Calvin,  Claudius  V.,  Bridgeport 
Clifford,  Martha  L.,  Hartford 
Connor,  George  M.,  Plantsville 
DeLuca,  Horatio  R.,  Bridgeport 
Dion,  Asa  J.,  Capt.  MC,  Hartford 
Ellison,  Frederick  S.,  Hartford 
Felty,  Augustus  R.,  Hartford 


Harvey,  Joseph  L.,  Waterbury 
Hickcox,  Curtiss  B.,  Hartford 
Johnsen,  Lynn,  New  Haven 
Kirschbaum,  Edward  H.,  Waterbury 
Kneale,  H.  B.,  Bridgeport 
Kpowlton,  Don  J.,  Greenwich 
Lynch,  Hubbard,  Bridgeport 
Miller,  James  R.,  Hartford 
Murdock,  Thomas  P.,  Meriden 
Opper,  Lincoln,  Norwich 
Paul,  John  R.,  New  Haven 
Petrucelli,  Rocco  J.,  Meriden 
Prior,  John  D.,  Waterbury 
Rogers,  Platt  H.,  West  Haven 


Scholl,  Robert  F.,  New  Haven 
Strauss,  Maurice  J.,  New  Haven 
String-field,  Oliver  L.,  Stamford 
Talbot,  Henry  P.,  Hartford 
Tracy,  F.  Erwin,  Middletown 
Ursone,  Frank  D.,  Norfolk 
Weise,  Ellwood  C.,  Bridgeport 
Weissenborn,  Walter,  Hartford 
Weiner,  William,  Hartford 
Weld,  Stanley  B.,  Hartford 
Whalen,  Edward  J.,  Hartford 
Wilson,  J.  Alfred,  Meriden 
Yeager,  C.  F.,  Bridgeport 


HOUSE  OF  DELEGATES 

The  170  delegates  (total  number  eligible  175) 
present  at  the  1944  session  of  the  House  evidenced 
an  intentness  to  accomplish  the  work  at  hand.  1 rivial 
matters  were  quickly  passed  over  in  favor  of  more 
important  and  weightier  resolutions.  The  reference 
committees  in  the  short  time  at  their  disposal  deserve 
commendation  for  decisions  arrived  at  and  reports 
rendered.  Connecticut  was  represented  by  its  three 
delegates,  James  R.  Miller,  Thomas  P.  Murdock  and 
Creighton  Barker,  as  well  as  by  Health  Commis- 
sioner Stanley  H.  Osborn  who  is  the  official  repre- 
sentative in  the  House  from  the  Section  on  Preven- 
tive and  Industrial  Medicine  and  Hygiene.  Dr. 
Murdock  served  as  a member  of  the  Reference 
Committee  on  Executive  Session  and  Dr.  Osborn  as 
a member  of  the  Reference  Committee  on  Hygiene 
and  Public  Health. 

DISTINGUISHED  SERVICE  MEDAL 

The  Distinguished  Service  Medal,  awarded  by  the 
House  of  Delegates,  this  year  went  to  George  Dock, 
the  84  year  old  internist  and  pathologist  of  Los 
Angeles.  Dr.  Dock  has  had  a fruitful  career.  In  turn 
assistant  professor  of  pathology  at  the  University  of 
Pennsylvania  School  of  Medicine,  professor  of 
pathology  at  Texas  Medical  College  and  Hospital, 
professor  of  theory  and  practice  of  medicine  and 
clinical  medicine  at  University  of  Michigan  Medical 
School,  professor  of  medicine  at  Washington  Uni- 
versity School  of  Medicine,  honorary  professor  of 
medicine  at  the  University  of  Southern  California 


School  of  Medicine,  Dr.  Dock  has  become  noted  for 
his  work  on  the  pathology  of  malaria  and  dysentery, 
protozoan  diseases  of  the  blood,  pernicious  anemia, 
the  ductless  glands  and  hookworm.  His  fame  is  inter- 
national as  he  has  served  as  vice-president  of  the 
international  medical  congress  at  Moscow  in  1897 
and  at  London  in  1913.  The  unsuccessful  nominees 
for  the  medal  were  Isaac  A.  Abt  of  Chicago  and 
Simon  Flexner  of  New  York. 

DRAFT  DEFERMENT  FOR  PREMEDICAL  STUDENTS 

Probably  the  most  important  issue  presented  to 
the  House  of  Delegates  this  year  was  the  question 
of  draft  deferments  for  premedical  students  brought 
in  by  George  Gordon  Heyd  of  the  Council  on 
Medical  Education  and  Hospitals.  In  his  address  to 
the  House,  President  Paullin  warned  that  there 
already  is  an  annual  deficit  of  2,200  physicians  so 
that  both  the  armed  forces  and  civilian  population 
can  ill  afford  to  bear  the  restrictions  to  the  supply 
of  physicians  which  the  change  in  the  Selective 
Service  regulations  will  put  in  effect  July  1.  Frank 
H.  Fahey,  Chairman  of  Procurement  and  Assign- 
ment Service,  made  very  clear  that  his  organization 
has  been  in  conference  with  the  Army  and  the 
Navy  and  that  he  has  held  a personal  conference 
with  the  President  himself  so  that  there  might  be  no 
misunderstanding  in  the  future  as  to  where  the 
responsibility  rested  in  case  of  a serious  epidemic. 
The  House  of  Delegates  voted  unanimously  to  re- 
quest President  Roosevelt  or  Congress  to  act  at  once 
in  changing  this  Selective  Service  regulation. 
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HORACE  WELLS  CENTENNIAL 

Considerable  extemporaneous  oratory  was  pro- 
voked by  a resolution  introduced  by  Dr.  J.  R.  Miller 
to  lend  support  to  the  Wells  Centenary  Foundation 
Committee  in  its  contemplated  celebration  of  the 
discovery  of  nitrous  oxide  anesthesia  by  Horace 
Wells  one  hundred  years  ago.  For  a time  and  until 
some  rewording  of  the  original  resolution  was  ef- 
fected it  looked  as  though  it  would  be  another 
Wells-Long  debate. 

RESOLUTION  TO  REMOVE  DRS.  WEST  AND  FISHBEIN 

The  Reference  Committee  on  Executive  Session 
had  several  very  delicate  matters  to  settle,  foremost 
among  them  a resolution  from  California  to  make 
Olin  West  secretary  emeritus  of  the  A.  M.  A.  and  to 
remove  Dr.  Fishbein  entirely.  Both  these  resolutions 
were  badly  defeated  on  the  floor  after  an  adverse 
report  by  the  reference  committee. 

REQUEST  FROM  COLORED  PHYSICIANS 

The  National  Medical  Association  of  colored 
physicians  petitioned  for  admission  to  the  A.  M.  A. 
and  an  endorsement  of  their  efforts  to  receive  ap- 
pointments to  staffs  of  municipal,  county  and  state 
hospitals.  The  reference  committee  expressed  a 
sympathetic  interest  but  did  not  consider  it  advisable 
to  dictate  policies  to  hospitals.  The  decision  of  this 
question  should  rest  with  the  component  county 
societies.  The  House  approved. 

WASHINGTON  OFFICE 

Many  resolutions  were  introduced  relating  to  the 
newly  opened  office  in  Washington  of  the  Council 
on  Medical  Service  and  Public  Relations.  There  is  a 
nationwide  interest  in  this  office  which  is  not  con- 
fined to  the  United  Public  Health  League  represent- 
ing six  Pacific  states  and  now  operating  its  own 
office  in  the  nation’s  capitol.  Dr.  Miller’s  resolution 
! approving  and  commending  the  activities  and  pro- 
gram of  the  Council  and  urging  that  the  Board  of 
Trustees  furnish  ample  financial  support  was  ap- 
proved. A paragraph  of  the  same  resolution  empow- 
ering the  Council  to  administer  and  direct  the  public 
relations  activities  of  the  A.  M.  A.  that  pertain  to 
medical  service  and  legislation  was  changed  to 
provide  for  the  Board  of  Trustees  to  determine  these 
functions.  The  Council  on  Medical  Service  and  Pub- 
lic Relations  reported  the  Washington  office  opened 
April  3,  1944  and  under  the  direction  of  Dr.  Joseph 
S.  Lawrence,  executive  officer  of  the  Medical 
j Society  of  the  State  of  New  York. 

J 


GROUP  LIFE  INSURANCE  AND  RETIREMENT  ANNUITY 
PLAN 

The  House  of  Delegates  approved  a recommenda- 
tion from  the  Board  of  Trustees  to  establish  group 
life  insurance  and  retirement  annuities  for  employees 
of  the  A.  M.  A.  Arrangements  have  been  made  with 
an  insurance  company  of  good  repute  to  handle 
these  plans  which  are  considered  necessary  in  lieu  of 
social  security  benefits  which  do  not  apply  to  these 
employees. 

INDUSTRIAL  HEALTH  EXAMINATIONS 

The  Council  on  Industrial  Health  submitted  a 
supplementary  report  to  the  Board  of  Trustees 
embodying  a program  of  industrial  health  examina- 
tions. It  was  so  inclusive  that  the  reference  com- 
mittee considered  it  more  than  the  average  industry 
would  approve.  The  House  gave  its  assent  to  this 
decision. 

COUNCIL  ON  MEDICAL  SERVICE  AND  PUBLIC  RELATIONS 

The  move  to  combine  this  Council  with  the 
Bureau  of  Medical  Economics  was  not  approved  by 
the  House  following  an  adverse  report  by  the  refer- 
ence committee.  It  had  been  thought  that  by  so 
doing  a saving  of  personnel  might  be  effected.  The 
House  appeared  desirous  of  jealously  guarding  any 
encroachment  upon  the  functions  of  its  newest 
council.  Dr.  Louis  H.  Bauer,  chairman,  presented  a 
supplementary  report  of  the  Council  in  addition  to 
that  published  in  the  delegates’  handbook.  In  this 
report  it  was  recommended  that  the  House  “go  on 
record  as  opposing  action  by  any  group  which 
might  result  in  jeopardizing  the  health,  safety,  and 
lives  of  patients.”  This  it  did.  The  report  called 
attention  to  the  pernicious  propaganda  being  in- 
dulged in  by  the  Children’s  Bureau  in  advancing  its 
E.M.I.C.  program.  The  Council  approved  the  bill 
now  in  Congress  to  transfer  all  government  agencies 
dealing  with  health  to  the  United  States  Public 
Health  Service.  The  House  of  Delegates  continues 
to  favor  a Department  of  Health  with  its  head  a 
cabinet  member.  If  such  existed  all  these  agencies  in 
question  would  come  under  its  supervision.  Till  such 
a time  the  recommendation  of  the  Council  is  prefer- 
able to  the  present  state  of  affairs.  The  House  ap- 
proved the  Council’s  recommendation  to  urge  the 
A.  M.  A.  to  take  a more  active  part  in  encouraging 
voluntary  insurance,  both  for  hospital  service  and 
medical  care.  The  recommendation  of  the  Council 
that  there  should  be  a study  and  survey  of  those 
areas  in  which  diagnostic  facilities  are  inadequate 
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for 'the  purpose  of  establishing  diagnostic  centers 
was  approved  but  it  was  the  opinion  of  the  reference 
committee  of  the  House  that  such  a study  should  be 
carried  on  at  the  local  level.  A revision  of  the  plat- 
form of  the  American  Medical  Association  was 
adopted  with  the  main  plank  reading,  “Availability 
of  medical  care  of  a high  quality  to  every  person  in 
the  United  States.”  Eight  supporting  posts  were 
adopted  as  part  of  the  platform.  The  resignation  of 
Dr.  G.  Lombard  Kelly,  secretary  of  the  Council 
since  January  1,  was  announced. 

LAST  SESSION  OF  HOUSE  OF  DELEGATES 

At  its  final  session  the  House,  through  its  Refer- 
ence Committee  on  Medical  Education,  rejected  a 
request  to  increase  the  facilities  for  the  medical 
education  of  women  to  offset  the  present  shrinkage 
due  to  Selective  Service.  This  resolution  was  re- 
ferred to  the  Council  on  Medical  Education  and 
Hospitals.  A resolution  was  adopted  calling  for  a 
special  committee  appointed  by  the  president  to 
study  the  problem  of  neuropsychiatric  cases.  A 
resolution  was  also  passed  to  set  up  a Speakers’ 
Bureau  in  the  A.  M.  A on  the  state  level.  Dr.  Stanley 
H.  Osborn  presented  a resolution  to  adequately 
compensate  full  time  health  officers  on  a par  with 
internists  and  surgeons.  This  was  referred  to  the 
Board  of  Trustees.  The  House  voted  favorably  on  a 
resolution  to  encourage  the  formation  of  anesthesia 
study  commissions  in  state  and  county  associations. 

NEW  OFFICERS 

Herman  L.  Kretschmer  of  Chicago  was  elected 
president  of  the  American  Adedical  Association 
without  a dissenting  vote.  In  his  address  to  the  House 
at  the  opening  session,  Dr.  Kretschmer  touched  on 
several  problems  of  present  day  medicine,  such  as 
the  need  for  educating  our  patients  about  the  Wag- 
ner-Murray-Dingell  bill,  the  need  for  a program  to 
improve  the  mental  health  of  the  nation,  and  the  lack 
of  individual  support  afforded  the  National  Physi- 
cians Committee. 

Roger  I.  Lee  of  Boston,  formerly  chairman  of  the 
Board  of  Trustees,  was  made  president-elect.  His 
speech  of  acceptance  revealed  the  wit  of  this  ener- 
getic gentleman  who  has  devoted  so  much  of  his 
time  to  Harvard  University  and  to  the  A.  M.  A. 
Stanley  Segur  of  Texas  was  elected  vice-president. 
The  new  member  of  the  Board  of  Trustees  is  Louis 
H.  Bauer  of  Hempstead,  Long  Island,  upon  whose 
capable  shoulders  fell  the  leadership  of  the  newly 
formed  Council  on  Adedical  Service  and  Public  Rela- 
tions following  the  1943  session. 


DISTINGUISHED  GUESTS 

Surgeon  General  Kirk,  U.  S.  Army,  and  Surgeon 
General  Mclntire,  U.  S.  Navy,  were  presented  to 
the  House  of  Delegates  during  its  sessions.  Also 
Surgeon  General  Grant,  U.  S.  Air  Force,  recounted 
the  work  of  his  service  in  rehabilitation.  Admiral 
Mclntire  particularly  stressed  his  desire  to  assist  the 
medical  profession  in  meeting  its  problem  of  pro- 
viding adequate  medical  personnel  for  future  civilian 
needs.  Lieutenant  General  Robert  Kho-sheng  Lim, 
chief  of  the  Supervising  and  Planning  Commission 
of  the  Chinese  Army  Afedical  Service,  in  perfect 
English  related  the  problem  of  China’s  vast  army 
with  only  3,000  physicians  serving  with  the  troops. 
Dr.  T.  C.  Routley,  Secretary  of  the  Canadian  Adedi- 
cal  Association,  for  the  twenty-first  time  brought 
the  greetings  of  our  Canadian  brethren  to  our  annual 
convention. 

NAVY  EXHIBIT 

The  most  colorful  and  attractive  exhibit  in  Con- 
vention Hall  of  the  Palmer  House  was  that  set  up 
by  the  Navy.  Centered  by  a model  of  the  cruiser, 
U.S.S.  Wichita,  it  was  flanked  in  one  corner  by  a 
model  of  an  Advance  Base  200  bed  hospital,  in  an- 
other corner  by  a model  of  the  Bethesda  National 
Adedical  Center,  in  a third  corner  by  a pneumatic  life 
raft  and  all  the  paraphernalia  accompanying  it,  and 
in  the  last  corner  by  a submarine  exhibit— diving 
equipment,  models  of  the  submarine  immersion  tank 
and  of  an  auxiliary  rescue  salvage  ship.  Surrounding 
the  entire  room  was  the  Abbott  collection  of  paint- 
ings of  naval  medicine,  a gift  “to  the  people  of 
America”  and  wxll  worth  the  time  anyone  spent  in 
looking  at  them. 

SCIENTIFIC  EXHIBIT 

The  other  exhibits  were  not  as  numerous  as  in 
former  years— New  York  1940,  for  example.  But 
there  was  evidence  of  the  usual  attention  to  minute 
detail  and  the  attractiveness  with  which  each  exhibit 
was  arranged.  The  Gold  Adedal  in  Group  I was 
awarded  representatives  of  the  Adayo  Foundation 
for  their  exhibition  “Chemotherapy  of  Tubercu- 
losis;” in  Group  II  to  Armand  J.  Quick  of  Adarquette 
for  his  exhibit  on  “Determination  of  Prothrombin.” 
The  Silver  Adedals  went  to  Robert  H.  Williams  of 
Boston  for  an  exhibit  on  “Thiouracil  in  Thyro- 
Toxicosis”  and  to  Keith  S.  Crimson  of  Duke  for  an 
exhibit  on  “Paravertebral  Sympathectomy  for  Hy- 
pertension.” The  Bronze  Adedal  in  Group  I was 
awarded  a group  from  Northwestern  for  their 
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exhibit  on  “Effect  of  Caffeine  on  the  Stomach,”  in 
Group  II  to  a group  from  Minnesota  and  the  Army 
of  the  United  States  for  their  exhibit  on  “Pernicious 
Anemia,  Benign  Polyps  and  Carcinoma  of  the 
Stomach.”  There  were  many  other  excellent  ex- 
hibits, demonstrations  and  motion  pictures. 

CONNECTICUT  PHYSICIANS  IN  THE  ART  EXHIBIT 

There  were  more  than  i ,000  entries  in  the  Seventh 
Annual  Exhibition  of  the  American  Physicians  Art 
Association  held  in  the  Stevens  Hotel  during  the 
annual  meeting  of  the  American  iVIedical  Associa- 
tion. It  is  encouraging  to  see  this  exhibition  extended 
but  there  were  too  many  pictures  shown.  The 
mezzanine  at  the  Stevens  was  not  well  suited  for  an 
exhibition  of  this  kind  but  it  is  realized  that  space 
was  at  a premium  and  those  responsible  for  the 
exhibition  are  to  be  complimented  for  doing  as  well 
as  they  did.  Why  the  numbers  on  the  pictures  had 
to  be  jumbled  so  that  it  was  practically  impossible  to 
locate  a specific  picture  that  was  being  sought  was 
not  understood  exactly  and  it  is  hoped  that  another 
year  may  see  this  confusing  arrangement  corrected. 

Connecticut  was  represented  by  fine  quality  of 
exhibits  if  not  numerous.  Louise  Larimore  of  Green- 
wich received  a third  prize  in  Class  B Water  Colors 
with  her  picture  “Gloucester  Wharfs”  and  if  this 
critic  says  that  he  wishes  the  judges  had  given  the 
award  to  Dr.  Larimore  for  her  other  picture,  “South 
ward  Bound,”  it  only  goes  to  prove  that  her  pictures 
were  both  good  and  deserving  of  distinction. 

Herbert  Thoms  of  New  Haven  had  four  entries; 
two  dry  points  and  two  pastels.  Dr.  Thoms’  dry 
points  are  well  know  in  many  exhibits  and  have  re- 
ceived awards  frequently.  In  Chicago  his  “Whitney 
Gateway,  Yale  University”  received  a second  prize 
in  Class  A Etchings  and  his  “Morning  Calm”  re- 
ceived honorable  mention  in  the  same  class.  “Out- 
ward Bound,”  a pastel,  might  have  made  more  of  a 
showing  if  it  had  been  hung  in  a more  favorable 
place.  For  the  little  pastel,  “The  Road  to  the  Beach,” 
this  critic  does  not  have  much  to  say. 

Louis  Jack  of  New  Haven  had  two  particularly 
interesting  entries.  “Men  in  Green,”  a large  canvass 
in  oil,  depicting  an  operating  room  scene  in  weird 
green  pigment  received  second  prize  in  Class  A Oil 
Portraits.  “Grant  Us  Strength,”  another  entry  in  the 
Class  A Oil  Portraits,  is  a spirited  handling  of  a 
classical  theme. 

The  only  first  prize  awarded  to  a Connecticut 
artist  was  given  to  William  Wright  of  Hartford 
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who  received  the  gold  award  in  the  Class  A Water 
Colors  with  “Antiques.”  It  was  an  interesting  pic- 
ture showing  some  unusual  handling  of  detail.  “East 
Ohio  Street,”  Dr.  Wright’s  entry  in  the  Class  A Oil 
Landscapes  won  a second  prize  in  that  class. 

Charles  W.  Perkins  of  Norwalk  had  an  entry  in 
the  Class  A Photograph  entitled  “Homeward 
Bound”  and  Louis  A.  Pierson  of  Meriden  showed 
“Amarylis”  in  Class  C Oil  Still  Life.  Steven  Magyar 
of  St.  Francis  Hospital  had  two  entries:  “Bewil- 
dered” which  won  second  prize  in  Class  B Crayon 
Portraits  and  “The  Rebel”  in  Class  B Oil  Portraits. 

Walter  Grossman  of  East  Hartford  had  two 
entries  in  the  Class  A Photograph  entitled,  “Thun- 
derstorm Coming  (Dolomites)”  and  “Misty  Morn- 
ing (Dolomites),”  and  in  addition  two  entries  in 
Class  D Oil  Portrait,  “Portrait  of  an  X-ray  Man,” 
and  “Self  Portrait.”  The  first  of  these  portraits 
received  a third  prize  and  the  other  honorable 
mention. 

The  show  was  good  and  Mead-Johnson,  who  have 
contributed  so  much  to  its  continued  success,  are 
to  be  complimented  for  their  interest  in  this  extra 
curricular  medical  activity. 

GOLF  TOURNAMENT 

The  championship  of  the  American  Medical  Golf- 
ing Association  was  won  this  year  by  Regis  Wolff 
of  Pittsburgh  with  an  enviable  medal  of  72.  The 
nearest  any  Connecticut  golfer  approached  to  fame 
in  this  event  was  in  the  securing  of  the  Thoracic 
Surgery  Trophy  by  R.  I.  Patterson,  formerly  resi- 
dent in  anesthesia  at  the  Hartford  Hospital,  now 
practising  in  Pittsburgh. 

SPECIAL  GROUP  MEETINGS 

There  were  many  alumni  dinners  held  during  the 
Convention  this  year,  always  a high  spot  in  a round 
of  scientific  meetings.  Representatives  of  Army  and 
Navy  installations  contributed  color  and  interest  to 
these  gatherings.  The  state  society  journal  editors 
and  secretaries  held  an  informal  dinner  at  which 
Ben  H.  Read  of  the  United  Public  Health  League, 
Dr.  Lawrence  who  is  to  supervise  the  newly  opened 
Washington  office  of  the  A.  M.  A.  Council  on  Aledi- 
cal  Service  and  Public  Relations,  and  a representative 
of  the  American  Association  of  Physicians  and  Sur- 
geons (Lake  County,  Indiana)  reviewed  the  prob- 
lems of  medicine  from  their  individual  viewpoints. 
The  Advisory  Committee  of  the  Cooperative  Medi- 
cal Advertising  Bureau  presented  a report  through 
Walter  Vest,  editor  of  the  West  Virginia  Medical 
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Journal and  discussed  by  E.  M.  Shanklin,  editor  of 
the  Journal  of  Indiana  State  Medical  Association , 
and  by  Stanley  B.  Weld,  editor  of  the  Connecticut 
State  Medical  Journal.  The  Committee  on  Wartime 
Graduate  Medical  Meetings  as  well  as  the  repre- 
sentatives of  the  Procurement  and  Assignment  Serv- 
ice met  for  discussion  of  their  problems. 

TECHNICAL  EXHIBITS 

As  one  ring  in  the  huge  circus,  the  technical 
exhibits  in  Hotel  Stevens  contributed  both  color  and 
diversification  to  the  many  visitors.  Roses,  hand 
lotions,  cosmetics  for  the  ladies,  and  samples  galore 
were  the  order  of  the  day.  In  spite  of  the  restrictions 
in  production  the  exhibitors  had  much  to  show, 
arranged  their  products  attractively  and  made  their 
booths  centers  of  interest  to  all  from  the  obstetrician 
and  dermatologist  to  the  lover  of  books. 

It  was  a warm  week  in  the  Windy  City.  I he 
Committee  on  Arrangements  did  an  enviable  job  in 
these  difficult  times.  There  was  little  on  the  surface 
to  make  one  realize  that  every  commodity  was  not 
as  plentiful  and  accessible  as  in  prewar  days.  But 
there  was  much  too  to  remind  one  of  the  war. 
Uniforms,  exhibits,  addresses  by  representatives  of 
our  Allied  armed  forces,  even  Olin  West’s  announce- 
ment from  the  Associated  Press  at  the  final  meeting 
of  the  House  of  Delegates  that  our  own  Biq’s  had 
bombed  Japan— all  served  to  maintain  a note  of 
seriousness  and  as  never  before  since  the  early  days 
of  our  Nation  to  make  the  physician  realize  the 
magnitude  of  his  job  in  this  world  struggle. 

Creighton  Barker 

Stanley  B.  Weld 


Supplement  to  Bibliography  of  Aviation 
Medicine 

Lieutenant  Commander  E.  C.  Hoff,  a member  of 
the  Connecticut  State  Medical  Society,  recently 
visited  the  Yale  Aeromedical  Laboratory,  Yale 
School  of  Medicine,  New  Haven,  to  discuss  the  final 
preparation  for  the  forthcoming  supplement  to  the 
Bibliography  of  Aviation  Medicine.  V olume  one  of 
this  work  was  published  under  the  auspices  of  the 
National  Research  Council  and  brings  together  in  a 
detailed  classification  all  problems  in  aviation  up  to 
June  1942.  This  literature  includes  not  only  work 
bearing  directly  on  the  medical  aspects  of  flying 
personnel  but  a large  amount  of  investigative  work 


that  has  been  carried  out  at  high  mountain  altitudes, 
in  decompression  chambers  and  in  experimental 
laboratories  where  low  oxygen  mixtures  have  been 
administered.  With  the  tremendous  expansion  of 
military  aviation  there  has  appeared  a large  amount 
of  additional  literature  since  the  first  volume  of  the 
Bibliography  of  Aviation  Medicine  was  published. 
Furthermore,  a number  of  special  problems  within 
the  field  of  aviation  medicine  have  had  a particularly 
rapid  growth  and  have  come  into  special  promi- 
nence. It  is  hoped  that  this  supplement,  which  will 
also  be  published  under  the  auspices  of  the  National 
Research  Council,  will  be  available  for  distribution 
within  a short  time  to  flight  surgeons  and  research 
workers  in  aviation  medicine. 

Depot  Hospitals  for  Penicillin 

The  following  Connecticut  institutions  have  been 
selected  to  serve  as  “depot  hospitals”  by  the  Office 
of  Civilian  Penicillin  Distribution,  War  Production 
Board,  for  the  proper  storage  and  distribution  of 
penicillin  for  civilian  medical  use.  These  hospitals 
will  be  the  local  depots  for  further  distribution  of 
the  drug,  as  well  as  a source  of  supply  for  their  own 
requirements.  They  will  recognize  the  request  of 
other  hospitals  and,  if  the  need  is  established,  will,  to 
the  best  of  their  ability  in  consideration  of  their 
supply  on  hand,  furnish  penicillin  for  purchase  by 
such  other  hospitals.  This  list  is  subject  to  revision 
by  action  of  the  Advisory  Panel. 

Bridgeport:  Bridgeport  Hospital,  St.  Vincent’s 
Hospital. 

Bristol:  Bristol  Hospital. 

Danbury:  Danbury  Hospital. 

Hartford:  Hartford  Hospital,  Municipal  Hospi- 
tals, St.  Francis  Hospital. 

Meriden:  Meriden  Hospital. 

Middletown:  Middlesex  Hospital. 

New  Britain:  New  Britain  General  Hospital. 

New  Haven:  Grace  Hospital,  Hospital  of  St. 
Raphael,  New  Haven  Hospital. 

New  London:  Lawrence  and  Memorial  Associ- 
ated Hospital. 

Norwalk:  Norwalk  General  Hospital. 

Norwich:  William  W.  Backus  Hospital. 

Torrington:  Charlotte  Hungerford  Hospital. 

Waterbury:  St.  Mary’s  Hospital,  Waterbury  Hos- 
pital. 
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Personnel  of  Baruch  Committee  Announced 

Dr.  Ray  Lyman  Wilbur,  Chairman  of  the  Baruch 
Committee  on  Physical  Medicine,  and  Dr.  Frank  H. 
Krusen,  Director,  have  announced  the  names  of  19 
scientists  who  will  act  on  the  organization’s  Scien- 
tific Advisory  Committee  and  the  Committee  on 
War  and  Postwar  Physical  Rehabilitation  and  Re- 
conditioning, which  will  have  to  do  largely  with 
wounded  or  ill  soldiers. 

It  was  further  announced  that  Dr.  Ernest  J.  Jaqua, 
of  Eugene,  Oregon,  former  President  of  Scripps 
College,  will  be  Educational  Director. 

The  offices  of  the  Committee,  which  was  created 
by  a recent  gift  of  $1,100,000  from  Bernard  M. 
Baruch,  are  at  597  Madison  Avenue.  Miss  Grace 
Keefe,  Executive  Secretary,  will  supply  to  those 
asking  for  it,  copies  of  the  report  on  which  Mr. 
Baruch  based  his  donation. 

The  purpose  of  the  endowment  is  to  further  the 
study  of  the  broad  field  of  the  use  of  physical  pro- 
cedures and  facilities  in  the  care  of  the  sick. 

The  Committees  are: 

SCIENTIFIC  ADVISORY  COMMITTEE 

(Members  and  fields  of  interest  in  relation  to  the 
Committee.) 

1.  Chairman— Dr.  Frank  FI.  Krusen.  (Physical 
Medicine,  Medical  Education,  Physical  Rehabilita- 
tion.) 

2.  Secretary—  Dr.  Ernest  J.  Jaqua.  (General 
Education,  Technical  Training,  Vocational  Coun- 
seling.) 

3.  Dr.  John  Stanley  Coulter,  Chicago,  Illinois. 
Professor  of  Physical  Therapy,  Northwestern  Lhti- 
versity  Medical  School  and  Chairman  of  the  Coun- 
cil on  Physical  Therapy  of  the  American  Medical 
Association.  (Physical  Medicine,  Physical  Rehabili- 
tation.) 

4.  Dr.  John  Farquhar  Fulton,  New  Haven,  Con- 
necticut. Sterling  Professor  of  Physiology,  Yale 
University  School  of  Medicine  and  Vice-Chairman 
of  Division  of  Medical  Sciences,  National  Research 
Council.  (Rehabilitation,  especially  of  nerve  injuries, 
Physiology,  History  of  Rehabilitation  in  the  War.) 


5.  Dr.  Charles  Gordon  Fleyd,  New  York,  N.  Y. 
Professor  of  Surgery,  New  York  Post-Graduate 
Medical  School,  Columbia  University  and  past 
president  of  the  American  Medical  Association. 
(Physical  medicine  in  relation  to  gastroenterology, 
Medical  Education,  Spa  Therapy,  Hydrotherapy.) 

6.  Dr.  Andrew  C.  Ivy,  Chicago,  Illinois.  Nathan 
Smith  Davis  Professor  of  Physiology  and  Head  of 
the  Department  of  Physiology,  Northwestern  Uni- 
versity  Medical  School  and  Consultant  to  the  Bureau 
of  Medicine  and  Surgery,  Navy  Department  and  to 
the  Planning  Division  of  the  Office  of  the  Quarter- 
master General  of  the  Army.  (Physiology,  Basic- 
Research.) 

7.  Dr.  Chauncey  D.  Leake,  Galveston,  Texas. 
Vice-president  and  Dean,  Medical  Branch  of  the 
University  of  Texas.  (Education  in  Physical  Medi- 
cine in  Undergraduate  Medical  Schools.) 

8.  Dr.  Frank  R.  Ober,  Boston,  Massachusetts. 
John  and  Buckminster  Brown  Clinical  Professor  of 
Orthopedic  Surgery  and  Assistant  Dean  in  Charge 
of  Graduate  Courses,  Harvard  Medical  School. 
(Graduate  Education  in  Physical  Medicine  and  Re- 
lationship of  Orthopedics  to  Physical  Medicine.) 

9.  Dr.  Winfred  Overholser,  Washington,  D.  C. 
Superintendent  of  St.  Elizabeth’s  Hospital  (Wash- 
ington, D.  C.)  and  Professor  of  Psychiatry,  George 
Washington  University,  School  of  Medicine;  and 
Chairman  of  the  Committee  on  Psychiatry  of  the 
National  Research  Council.  (Neurology  and  Psy- 
chiatry, Occupational  Therapy,  Hospital  Adminis- 
tration.) 

10.  Dr.  Francis  O.  Schmitt,  Cambridge,  Alass. 
Professor  of  Biology  and  Head  of  the  Department 
of  Biology  and  Biological  Engineering,  Massachu- 
setts Institute  of  Technology.  (Biophysics  nad  Bio- 
logical Engineering,  Instrumentation,  Electronic- 
Devices,  High  Frequency  Fields.) 

1 1.  Dr.  Ray  Lyman  Wilbur  (member  ex  officio). 
(General  Medical  Education,  Physical  Medicine.) 

COMMITTEE  ON  WAR  AND  POST-WAR  PHYSICAL 
REHABILITATION  AND  RECONDITIONING 

(Members  and  fields  of  interest  in  relation  to  the 
Committee.) 
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1.  Chairman— Dr.  Frank  H.  Krusen.  (Physical 
Medicine,  Medical  Education,  Physical  Rehabilita- 
tion.) 

2.  Secretary— Dr.  Ernest  J.  Jaqua.  (General 
Education,  Technical  Training,  Vocational  Coun- 
seling.) 

3.  Major  Walter  E.  Barton,  MC— AUS,  Wash- 
ington, D.  C.  Assistant  Director  of  the  Recondi- 
tioning Division  and  Chief  of  the  Blind  and  Deaf- 
ened Rehabilitation  Branch,  Office  of  the  Surgeon 
General,  War  Department.  (Occupational  1 herapy, 
Neuropsychiatric  Reconditioning,  Convalescent  Re- 
conditioning, Rehabilitation  of  the  Blind  and  Deaf- 
ened.) 

4.  Captain  Charles  F.  Behrens  MC— USN,  Beth- 
esda,  Maryland.  Chief  of  the  Radiological  Service, 
Naval  Medical  Center.  (Radiology,  Physical  Re- 
habilitation.) 

5.  Dr.  Dean  A.  Clark,  Senior  Surgeon  (R)  USP- 
HS,  Washington,  D.  C.  Chief  Medical  Officer,  Office 
of  Vocational  Rehabilitation,  Federal  Securitv 
Agency.  (Physical  Restoration  in  Vocational  Re- 
habilitation.) 

6.  Dr.  Charles  M.  Griffith,  Washington,  D.  C. 
Medical  Director,  U.  S.  Veterans  Administration. 
(Medical  Rehabilitation  of  Veterans,  Hospital  Man- 
agement, Training  of  Physical  T herapy  and  Occu- 
pational Therapy  Personnel.) 

7.  Captain  Frederick  A.  Jostes  MC— USNR, 
Washington,  D.  C.  Office  of  Rehabilitation,  Bureau 
of  Medicine  and  Surgery,  Navy  Department. 
(Physical  Rehabilitation  of  Navy  Personnel,  Ortho- 
pedic Surgery.) 

8.  Captain  Howard  Montgomery  MC— USN, 
Washington,  D.  C.  Chief  of  Rehabilitation,  Bureau 
of  Medicine  and  Surgery,  Navy  Department. 
(Physical  Rehabilitation  of  Navy  Personnel.) 

9.  Lt.  Col.  Howard  A.  Rusk  MC— AUS,  Wash- 
ington, D.  C.  Chief  of  Convalescent  Division,  Office 
of  the  Air  Surgeon,  War  Department.  (Rehabilita- 
tion of  Disabled  Personnel  of  the  Air  Forces.) 

10.  Mr.  H.  V.  Stirling,  Washington,  D.  C. 
Director  of  the  Vocational  Rehabilitation  Service, 
Veterans  Administration.  (Vocational  Rehabilitation 
of  Veterans.) 

11.  Lt.  Col.  Benjamin  A.  Strickland,  Jr.  A1C— 
USA,  Tucson,  Arizona.  Commanding  Officer,  A.  A. 
F.  Regional  Station  Hospital,  Davis-Monthan  Field, 
Tucson,  Arizona,  and  formerly  Head  of  the  Physi- 
cal Therapy  Department,  Walter  Reed  General 


Hospital.  (Physical  Medicine,  Aviation  Medicine, 
Physical  Rehabilitation  of  Sick  and  Disabled  Army 
Personnel.) 

12.  Col.  Augustus  Thorndike  MC— AUS,  Wash- 
ington, D.  C.  Director,  Reconditioning  Division, 
Office  of  the  Surgeon  General,  War  Department 
and  Associate  in  Surgery,  Harvard  Medical  School 
(on  leave  of  absence).  (Reconditioning  and  Physi- 
cal Aledicine  as  it  pertains  to  convalescence  in  the 
Army.) 

13.  Dr.  William  S.  Tillett,  New  York,  N.  Y. 
Professor  of  Medicine,  New  York  University,  Col- 
lege of  Medicine  and  Chairman  of  the  Committee 
on  Convalescence  and  Rehabilitation  of  the  Division 
of  Medical  Sciences,  National  Research  Council. 
(Convalescence  and  Rehabilitation  with  special 
reference  to  accurate  objective  observations  and  in- 
vestigations.) 

Some  War-induced  Changes  in  Medical 
Training  May  Continue  After  the  War 

Some  changes  in  medical  training,  forced  by  the 
war,  are  likely  to  continue  during  the  postwar 
period,  although  modifications  in  the  accelerated 
program  can  be  expected,  Prof.  Sidney  S.  Negus,  of 
the  Medical  College  of  Virginia,  told  the  recent 
meeting  of  the  American  Chemical  Society.  He  has 
polled  representative  medical  educators  all  over  the 
country,  and  presented  a digest  of  their  opinions. 

Nine  tenths  of  the  medical  educators  are  opposed 
to  the  present  accelerated  program,  Professor  Negus 
found,  and  only  6 per  cent  favor  it.  Acceleration, 
however,  may  take  place  in  the  programs  of  elemen- 
tary and  high  schools.  There  will  be,  at  the  same 
time,  increased  stress  on  a sense  of  social  responsibil- 
ity in  the  medical  practitioner. 

One  leading  teacher  expressed  the  opinion  that 
the  greatest  change  will  be  in  the  direction  of  pre- 
ventive medicine,  including  nutrition,  the  care  of 
the  old,  industrial  hygiene,  and  control  of  com- 
municable diseases. 

War  Medicine:  Vol.  5,  No.  4,  April  1944 

Streamlined  to  conserve  paper,  this  issue  of  War 
Medicine  contains  an  interesting  discussion  by  three 
Naval  officers  of  the  results  of  a study  of  water 
metabolism  made  on  eighteen  men  who  spent  most 
of  four  days  on  pneumatic  life  rafts  in  the  Gulf  of 
Mexico  in  July.  The  conclusions  are  worth  noting: 
viz.,  that  survivors  on  life  boats  and  drum  type  rafts 
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may  diminish  their  body  loss  of  water  from  evapora- 
tion by  wetting  their  clothing  with  sea  water  during 
the  day  time;  that  when  water  loss  is  at  a maximum, 
as  in  the  heat  of  the  day,  occupants  of  emergency 
craft  should  expose  their  bodies  to  any  breeze  that 
may  be  blowing;  and  that  under  these  two  condi- 
tions dehyration  may  be  prevented  by  an  intake  of 
500  cc.  to  1000  cc.  of  water  daily  in  semi  fasting- 
survivors  on  lifeboats  and  rafts  in  the  tropics. 

Major  W.  R.  Feasby  of  the  Royal  Canadian  Army 
Medical  Corps  contributes  two  papers  on  a survey 
of  hemolytic  streptococcic  infections  at  Camp 
Borden,  Ontario,  one  dealing  with  the  epidemiology, 
the  other  with  the  clinical  features.  Lieutenant 
Commander  G.  H.  Ekblad,  MC— USN,  discusses  the 
results  of  treatment  of  early  syphilis  in  the  Navy, 
and  Major  Joseph  Fetterman,  A4C— AUS,  presents 
the  problem  of  recovery  in  soldiers  with  head  in- 
juries. Major  Fetterman’s  recognition  of  the  respon- 
sibility of  the  milieau  in  treating  these  cases  is  timely. 
To  quote  him,  “encouraging  contacts,  compensation 
only  for  organic  defect,  training  and  especially  the 
chance  to  be  usefully  occupied  are  the  important 
contributions  of  family  and  society.” 

A new  instrument  for  injection  of  fluids  through 
the  bone  marrow  is  described.  Two  cases  of  con- 
genital heart  disease  are  reported.  Twenty-five  pages 
of  Abstracts  from  Current  Literature  and  eight  book 
reviews  complete  this  issue. 

China’s  Junior  Medical  Aides 

Eight  thousand  young  Chinese  men  and  women— 
many  of  them  only  17  years  of  age  and  none  over 
25— are  carrying  the  burden  of  medical  treatment  of 
wounded  Chinese  soldiers.  The  young  medico’s  are 
known  as  junior  medical  aides,  and  go  into  the  field 
after  intensive  training  of  six  and  even  three  months. 

These  facts  were  told  by  Lieutenant  General 
Robert  Kho-sheng  Lim,  chief  of  the  Supervising 
and  Planning  Commission  of  the  Chinese  Army 
Medical  Service,  who  has  just  arrived  in  this  coun- 
try on  a military  mission. 

China’s  critical  shortage  of  trained  medical  per- 
sonnel, described  by  General  Lim  as  “the  Chinese 
Army’s  most  serious  medical  problem,”  is  respon- 
sible for  the  emergency  training  of  the  young  medi- 
cal aides.  In  Free  China  today,  there  are  only  about 
6,000  fully  trained  m.d.’s,  he  said.  Only  3,000  of  these 
are  serving  with  the  Chinese  Army. 

The  training  of  China’s  young  army  of  medical 
aides  is  accomplished  in  six  Emergency  Medical 


Service  Training  Schools,  which  were  organized 
partly  with  funds  supplied  by  the  American  Bureau 
for  Medical  Aid  to  China,  and  which  are  today  being 
supported  by  funds  obtained  by  United  China  Re- 
lief through  the  National  War  Fund. 

Only  the  most  basic  medical  training,  and  instruc- 
tion in  only  the  most  common  diseases,  can  be  given 
to  the  junior  medical  aides,  since  the  need  for  their 
services  is  so  great.  Dr.  Lim  said.  But  the  efficacy  of 
their  training,  and  the  young  people’s  efficiency  ih 
putting  into  practice  their  limited  medical  knowl- 
edge, is  shown  partly  in  the  fact  that  there  has  been 
no  major  epidemic  in  the  Chinese  Army  or  in  China 
for  six  years. 

“Further  proof  of  the  worth  of  the  Emergency 
Medical  Service  Training  Schools,”  said  General 
Lim,  “is  the  fact  that  fatalities  among  Chinese 
wounded,  which  was  as  high  as  50  per  cent  in  1937 
and  1938,  are  now  only  about  five  per  cent.” 

The  training  given  to  the  medical  aides  consists 
of  instruction  in  first  aid,  in  setting  bones  and  treat- 
ing fractures,  in  immunization,  in  preventive  medi- 
cine and  in  general  sanitation. 

The  Emergency  Medical  Service  Training 
Schools  graduates  go  into  small  towns  or  villages 
near  the  front  lines,  and  set  up  medical  stations  and 
dispensaries. 

“Civilians  and  soldiers  alike  are  given  medical 
treatment,”  said  General  Lim,  “because  in  areas 
where  the  Chinese  soldiers  depend  for  food  and 
other  necessities  upon  the  local  population,  and  espe- 
cially when  they  remain  over  long  periods  in  one 
area,  the  good  health  of  the  civilians  is  essential. 
Many  backward  villages  which  never  before  had 
medical  service  of  any  kind,  are  now  receiving  it.” 

Shortage  of  equipment  must  often  be  handled 
with  new  methods,  such  as  those  used  in  vaccina- 
tions. In  normal  medical  practice,  an  individual 
ampule  of  vaccine  is  used  for  each  person.  But  be- 
cause it  is  impossible  to  obtain  materials  for  large 
quantities  of  ampules,  the  Chinese  Army  Medical 
Service  is  using  large  ampules  containing  sufficient 
vaccine  for  100  vaccinations,  and  is  administering  to 
groups  of  100  at  a time. 

General  Lim  organized  the  Chinese  Red  Cross 
Medical  Relief  Corps  in  1937,  and  created  hundreds 
of  mobile  operating  units,  known  as  “hospitals  on 
muleback,”  which  for  seven  years  have  operated  as 
near  as  a half  mile  to  the  fighting  lines.  Last  June, 
General  Lim  was  awarded  the  Legion  of  Merit  by 
President  Roosevelt. 
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Nutrition  in  France 

We  are  indebted  to  Proceedings  of  the  Royal 
Society  of  Medicine  for  the  foil  owing  information 
from  enemy  occupied  Europe. 

The  lack  of  protective  foods,  such  as  animal  fats, 
butter,  cheese  and  eggs,  causes  a general  weakening 
with  consequent  increase  in  such  diseases  as  tuber- 
culosis, which  is  increasing  alarmingly.  According 
to  Dr.  Grasset,  the  Minister  of  Health  at  Vichy, 
35,000  of  the  4,963,000  inhabitants  of  the  Seine  De- 
partment are  afflicted  with  tuberculosis,  and  the 
proportion  of  young  women  among  the  patients  is 
alarmingly  high.  For  instance,  in  1938  the  numbers 
of  new  cases  for  each  100,000  head  of  population  was 
141,  in  1941,  1 6 1 , and  in  1942,  176.  The  death  rate 
from  tuberculosis  per  100,000  has  risen  correspond- 
ingly. 

In  1941  the  Germans  sent  back  to  France  a large 
number  of  prisoners  of  war,  all  tuberculous.  Apart 
from  the  dying,  all  were  borderline  cases  for  treat- 
ment. The  majority  had  bilateral,  and  many  extra- 
pulmonary  lesions.  Of  the  artificial  pneumothorax 
cases,  70%  needed  division  of  adhesions  and  15% 
needed  further  operation.  This  is  a result  of  too  long 
delay  in  treatment.  These  patients  were  discharged 
from  the  Army  too  soon,  about  six  weeks  after 
repatriation— and  most  of  them  could  not  be  kept 
under  treatment,  as  they  were  impatient  to  go  home. 
They  are  therefore  a permanent  source  of  infection. 
Besides  these,  an  increasing  number  of  workmen  are 
returning  to  France  after  only  a few  months  in 
Germany  to  die  of  acute  tuberculosis.  Before  the 
war  France  was  well  supplied  with  sanatoria  and 
hospital  beds,  but  she  is  now  largely  deprived  of 
them  by  enemy  requisition.  There  is  also  a great 
deficiency  of  surgical  and  medical  supplies.  There- 
fore the  patient  has  to  wait  for  six  to  eight  months 
after  detection  before  he  can  be  admitted  to  a tuber- 
culosis centre. 

The  situation  among  children  is  perhaps  even 
more  alarming.  O.  Forel,  a Swiss  physician,  investi- 
gated 45,060  children  in  towns  and  industrial  centres 
in  the  Unoccupied  France  of  1942.  His  figures  show 
that  of  children  3 years  old  22%  had  lost  weight 
and  51%  were  stationary;  between  7 and  12  years 
30%  had  lost  weight;  and  13  and  17  years  16%  of 
boys  and  24%  of  girls  had  lost  weight. 

A syndrome  very  often  seen  among  chlidren  now- 
adays is  characterized  by  epigastric  tension,  abnor- 
mal volumes  of  flatus,  enormous  feces  and  often 
enuresis.  The  abdomen  is  big,  tense,  and  resonant; 


growth  is  hindered  and  there  are  many  psychomotor 
troubles  which  may  be  referred  to  spasmophilia. 

According  to  Ribadeau-Dumas,  the  diet,  consist- 
ing almost  exclusively  of  crude  vegetable  matter, 
causes  an  excessive  elimination  of  calcium,  which  in 
any  case  is  deficient  in  the  intake.  An  excessive 
quantity  of  cellulose,  especially  ortho-cellulose,  in 
the  diet  causes  food  to  pass  too  rapidly  through  the 
digestive  tract  and  so  leads  to  an  abnormal  elimina-  i 
tion  of  proteins  as  well  as  to  the  disturbance  in  the 
balance  of  chlorides  and  water. 

Emphasis  must  be  laid  on  the  psychological  dis-  i 
turbances  which  appear  among  young  persons.  The 
number  of  neurotic  children  suffering  chiefly  from 
kleptomania,  pathological  lying,  enuresis,  epilepsy 
and  sexual  perversion,  has  increased  disquietingly. 

Many  children  born  prematurely  at  8 months 
have  the  blood  characteristics  of  a foetus  of  6 
months.  In  1942,  21%  of  the  children  in  the  big 
towns  had  between  3,000,000  and  4,000,000  red  cells 
instead  of  5,000,000,  and  this  year  the  percentage  is 
increasing.  More  than  half  the  newly  born  weigh 
less  than  3 kg.  Many  miscarriages  are  due  to  under- 
nourishment during  pregnancy,  and  some  may  be 
due  to  eating  bread  made  with  spurred  rye.  Before 
the  war  rye  was  mostly  given  to  cattle,  but  it  is  now  1 
used  in  bread.  Women  are  unable  to  nurse  their  chil- 
dren; many  parturient  women  show  signs  of  osteo-  : 
malacia. 

From  Greece 

Toward  the  end  of  October  1941  when  the  first  j 
food  relief  ship  arrived  from  Turkey,  the  editor  of 
the  Turkish  newspaper  Vat  an  wrote:  “What  I saw 
in  Greece  exceeds  a hundred  times  anything  that  has 
been  written  about  her  plight.  It  seemed  to  me  as  if 
I had  entered  hell.  I spoke  to  a person  whose  clothes 
hung  loosely  on  him.  He  had  lost  half  his  weight. 
For  five  days  he  and  his  wife  had  tasted  no  food. 
The  thirty  grams  of  bread  received  as  their  daily 
ration  they  gave  to  their  small  children.  When  one 
ship’s  crew  went  ashore  they  were  surrounded  by 
hundreds  of  people  crying  out:  ‘Give  us  at  least  a 
crumb  of  bread,  we  are  dying  of  hunger.’  German 
guards  dispersed  the  crowds.  Walking  through  the 
town  we  were  overcome  with  horror.  The  people 
we  met  looked  like  skeletons.” 

A report  of  the  Save  the  Children  International 
Union,  dated  March  1942,  states:  “For  eleven 
months  no  condensed  or  powdered  milk,  which 
were  the  main  baby  food,  have  been  imported  . . . 
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Even  greater  danger  threatens  babies  who  are  not 
brought  to  the  clinics  and  it  is  now  common,  alas, 
to  see  in  the  streets  of  Athens,  mothers  carrying- 
babies  in  a condition  of  athrepsia,  and  sometimes 
already  dead.  . . . Many  orphans  or  abandoned 

children  of  all  ages  are  found  wandering  in  the 
streets,  near  canteens  or  restaurants,  dirty,  starving, 
pale  and  thin,  a sight  recalling  Dante.  They  stop  at 
nothing  to  find  a bit  to  eat;  searching  among  the 
refuse  or  fighting  the  dogs  for  something  edible.” 
People  were  dying  from  starvation  in  such  high 
numbers  and  the  life  of  the  whole  country  was  so 


much  distorted  that  no  precise  statistics  could  be 
kept.  The  Times , according  to  a message  from  Istan- 
bul, reported  320,000  deaths  from  August  1941  to 
March  1942,  i.e.,  more  than  ten  times  the  normal 
rate.  The  Greek  Prime  Minister  in  London  in  an 
official  statement  to  the  Press  said  that  2,500  deaths 
per  day  occurred  during  certain  months  in  Athens 
and  Piraeus  alone.  Epidemics  started  at  the  same 
time,  particularly  diphtheria  and  typhus.  Tubercu- 
losis spread  tremendously  but  no  official  statements 
are  available.  Tuberculosis  individuals,  of  course, 
could  not  survive. 
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From  Captain  Constantine  Zariphes, 
MC — AUS,  Rocky  Hill 

102nd  Replc.  Bn., 

Fort  Sutton,  North  Carolina, 
April  21,  1944 

To  the  Editor: 

You  may  be  interested  to  know  about  my  Army 
life.  I received  my  commission  on  June  29,  and  my 
first  Post  was  at  Camp  Devens  where  I was  ward 
officer  for  nearly  two  months.  As  a ward  officer  1 
became  acquainted  for  the  first  time  with  the  Army 
routine  of  the  practice  of  medicine  and  the  rather 
intricate  but  meticulously  correct  method  of  medi- 
cal histories  consultations,  forms,  reports,  diagnoses, 
prognoses,  progress  notes,  summaries,  dispositions, 
etc.,  etc. 

After  two  months  of  the  above  and  the  study  of 
a great  many  interesting  cases  and  the  attendance 
of  many  lectures  and  conferences  of  nearly  every 
line  of  medical  and  surgical  practice  at  Lovell  Gen- 
eral Hospital  which  had  at  the  time  a brilliant  staff 
from  Bostonian  faculties,  I was  suddenly  trans- 
ferred to  the  Northington  General  Hospital  at 
Tuscaloosa,  Alabama,  and  the  so  called  “Sunny 
South.” 

A new  institution,  just  emerging  from  the  Ala- 
bama red  mud  and  wilderness,  of  brick  construction 
and  semi-permanent  status,  but  no  patients  at  the 
time  of  my  arrival.  The  few  medical  and  surgical 
men  and  the  35  nurses  who  came  down  had  to  run 
details,  cleaning  up  the  64  wards  and  equip  them  for 


the  tasks  of  the  future  and  some  of  11s  had  to  roll  up 
sleeves  and  do  some  actual  cleaning  and  scrubbing 
and  window  washing,  getting  ready  for  the  day  of 
dedication  and  the  reception  of  casualties. 

They  arrived  by  troop  train  suddenly  through 
Letterman  from  the  South  Pacific  areas,  Guadacanal, 
Munda,  Russells,  . . . and  a week  or  two  later 

. . . more  from  the  African  front  and  we  had  to 

work  day  and  night  taking  care  of  them  with  our 
very  limited  staff,  and  we  think  we  did  a good  job 
in  spite  of  much  dissatisfaction  and  many  unjust 
remarks  by  that  radio  nemesis  . . . who  gave 

us  quite  a notoriety  through  the  air  at  the  time. 

I spent  one  month  in  general  medicine,  then  one 
month  in  orthopedic  surgery,  three  months  as  a 
psychiatrist  doing  neurological  and  mental  examina- 
tions and  board  presentations,  and  nearly  three 
months  in  dermatology,  syphilology  and  venereal 
diseases  and  another  month  in  allergy  and  asthma. 

I hus  I had  my  internship  repeated  all  over  again  ex- 
cept major  surgery.  I had  to  work  night  and  day  at 
times  to  keep  up  with  the  immense  amount  of  cleri- 
cal work  entailed  in  histories,  and  keeping  records 
up  to  date,  and  in  writing  up  boards  and  final 
summaries. 

I never  thought  the  Army  practiced  medicine  so 
well.  All  cases  were  studied  in  meticulous  detail  at 
least  in  general  hospitals  and  cost  is  of  no  con- 
sequence and  all  laboratory  tests  and  consultations 
are  to  be  had  for  the  asking.  I doubt  if  soldiers  e vet- 
received  such  good  care  in  the  vast  history  of  human 
warfare  as  they  are  getting  in  the  American  Army, 
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and  I doubt  if  private  patients  receive  so  much  study 
and  professional  attention  in  civil  life.  Perhaps  ward 
patients  do  at  the  Hartford  Hospital  but  the  expense 
would  be  prohibitive  for  the  average  patient. 

I have  had  the  opportunity  to  see  many  malaria 
cases  and  other  tropical  diseases  and  to  observe  and 
use  penicillin  in  infections,  attend  many  medical 
and  surgical  conferences  and  study  some  hundreds 
of  x-ray  plates. 

A few  weeks  ago  my  hospital  career  came  to  an 
end  because  of  the  need  of  m.d.’s  in  the  field  for  the 
coming  big  events.  I was  transferred  as  battalion  sur- 
geon to  the  102nd  Replacement  Battalion  at  Mc- 
Clellan, and  for  awhile  the  outfit  was  “alerted.” 
Now  it  is  “tepid”  but  not  cold.  Gone  are  the  ad- 
vantages of  a general  hospital  with  its  steam  heat 
and  its  country  club  facilities.  Now  I am  close  to 
mother  earth,  the  dirt,  the  heat,  the  mud  and  the 
soldier  in  the  raw.  I always  loved  the  outdoors  so 
the  change  if  not  welcome  was  not  such  a shock  to 
me  as  it  has  been  to  some  of  my  colleagues  who 
do  not  accept  it  with  equanimity.  I am  becoming 
accustomed  to  it  and  rather  like  it,  for  it  is  more  like 
soldiering,  and  gives  one  a feeling  of  doing  some- 
thing toward  the  war’s  end  and  imparts  to  one  a 
taste  of  army  life,  all  except  the  actual  combat. 

I have  to  march  and  drill  with  the  men  minus  a 
pack  however,  except  a small  medical  pack  and  a 
carbine.  I have  had  to  go  through  the  usual  obstacle 
courses  and  the  infiltration  course,  sleep  in  pup  tents 
at  times  of  bivouacs  only,  and  had  to  qualify  as  a 
marksman  with  rifle  and  carbine,  which  however 
does  not  go  on  my  card  as  it  is  against  the  Geneva 
Convention  rules,  but  training  must  be  had  in  case 
we  reach  an  area  where  conventions  do  not  hold. 

There  is  one  distinct  advantage  in  being  Bn  sur- 
geon, one  is  left  practically  on  his  own  to  do  his 
work.  I have  a clerical  secretary,  two  staff  sergeants, 
several  medical  and  surgical  technicians,  a driver  for 
my  car  and  a dental  officer  all  working  with  me  and 
we  practically  do  as  we  please  with  all  the  tools  and 
medications  for  field  practice.  Just  like  in  private 
life  except  that  major  cases  and  severe  illnesses  have 
to  be  hospitalized  by  me  for  more  adequate  care. 

I have  for  several  days  now  been  examining  hun- 
dreds of  patients  for  overseas  duty  eliminating  the 
unfit  prior  to  their  going  to  the  P.O.E. 

Two  weeks  ago  this  outfit  was  transferred  to  Fort 
Sutton  which  is  a tent  camp  and  something  like  a 
staging  area  for  outfits,  and  not  as  pleasant  a place 
as  Fort  McClellan.  It  is  nearly  400  miles  nearer  home, 


however,  and  I expect  to  get  a furlough  . . . 

We  are  having  more  training  here  and  we  have 
learned  that  we  are  to  work  behind  the  lines  and 
supply  replacements  as  needed.  That  will  be  our 
job  some  day. 

1 have  enjoyed  excellent  health  since  enlistment 
and  have  taken  the  marches  and  training  surprisingly 
well  and  am  becoming  hardened  up  after  my  soft 
life  in  the  hospitals.  I still  don’t  smoke  and  don’t 
drink  though  most  everyone  does  and  the  old  moral 
fibre  which  I inherited  from  my  father  and  mother 
are  a good  standby  against  the  insidious  influences 
of  army  existence  with  its  lack  of  respect  of  con- 
ventions. 

Of  course  I miss  Hartford  and  all  my  good  friends 
and  above  all  my  family  life,  and  1 know  they  all 
miss  me  at  home  badly  but  my  wife  has  been  a good 
sport  and  she  certainly  “can  take  it”  as  they  say  like 
other  women  whose  husbands  had  to  go.  I know  she 
has  the  worst  of  the  bargain  with  the  three  children 
and  an  old  mother  to  look  after,  and  were  it  not  for 
her  unusual  capacities  and  old  Grecian  stamina  I 
would  have  much  to  worry  about. 

1 wish  to  be  remembered  to  my  good  friend  Dr. 
Miller  and  Dr.  Claude  Kelly  if  you  see  them.  Thank- 
ing you  again  for  your  many  favors. 

Very  sincerely  yours, 

Constantine  Zariphes 

From  Lt.  Col.  Edward  P.  Case,  MC — USA, 
West  Hartford 

Veterans  Administration, 
Lyons,  New  Jersey, 
April  28,  1944 

To  the  Editor: 

Some  time  ago  you  wrote  stating  you  would  like 
to  hear  from  me.  I have  noted  with  great  interest 
the  articles  on  induction  and  psychoneurosis  in  the 
Journal  and  in  my  new  work  have  gained  a knowl- 
edge of  certain  conditions  which  i would  like  to 
pass  on  to  the  medical  profession.  The  approaching 
State  Convention  offers  a good  opportunity  to  dis- 
seminate this  knowledge.  Now  that  I am  a rating 
specialist  in  a Veterans  Administration  I have  had  a 
wonderful  opportunity,  reviewing  veterans’  claims, 
to  learn  the  practices  of  many  induction  boards  in 
New  Jersey  . . . Little  did  I ever  dream  that 

I would  be  in  this  type  of  work,  when  Post  Medical 
Inspector  at  Ft.  Devens.  I was  in  the  hospital  most 
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of  January  with  hemolytic  streptococcic  sore  throat 
and,  when  let  out,  developed  a bursitis  of  the  right 
shoulder  so  severe  1 could  scarcely  raise  my  right 
arm  for  a week.  In  the  midst  of  this  I received 
orders,  with  the  executive  officer  of  the  hospital, 
and  a major  from  Ft.  Dix,  to  report  there  as  rating- 
specialists  about  February  i.  So  the  Army  has  two 
lieutenant  colonels  and  one  major  here.  1 heard  that 
ten  lieutenant  colonels  and  five  majors  were  sent  to 
the  Bronx,  as  they  were  20,000  claims  behind.  Owing 
to  the  scarcity  of  civilian  doctors  doing  this  work, 
500  army  medical  officers,  all  veterans  of  the  1st 
World  War,  were  sent  to  these  facilities  throughout 
the  country.  There  is  only  one  civilian  doctor  left 
here,  who  is  68  and  has  to  retire  in  two  years.  If  1 
had  been  sent  to  Newington  I could  have  lived  at 
home,  but  the  commander  of  the  station  hospital  in 
Portland,  Maine,  was  sent  there.  I am  on  a rating- 
board,  generally  composed  of  three  members,  a 
lawyer,  occupational  man,  and  a doctor,  or  if  two, 
a lawyer  and  a doctor.  We  have  several  boards 
here,  but  constantly  changing,  as  the  personnel 
changes.  Our  work  is  to  review  all  claims  for  pen- 
sions, which  have  once  been  rated  and  rerate  them, 
depending  on  new  evidence  of  disability  or  the 
opposite.  Also  death  claims  of  1st  World  War  veter- 
ans for  burial  allowances,  and  permanent  total  dis- 
ability. 

I have  now  done  almost  everything  possible  as 
an  army  medical  officer.  In  this  war  I have  been  a 
commander  of  a station  hospital,  president  of  a board 
of  appeals,  member  of  an  examining  committee  for 
officers  training  school  candidates,  assistant  chief  of 
the  surgical  service  in  a 2,000  bed  hospital  at  Ft. 
Bragg  during  maneuvers,  battalion  surgeon  of  the 
706th  M.P.  battalion  in  Maine  engaged  in  commando 
training.  Post  Medical  Inspector  at  Ft.  Devens  where 
I also  had  the  following  duties:  In  charge  of  the 
sanitary  officers  and  all  sanitation  work  and  the 
nutrition  officer,  also  plans  and  training  supervisor 
of  the  medical  detachments  and  all  hospitals  in 
training  on  the  post,  in  charge  of  all  dispensaries 
to  keep  them  supplied  with  doctors,  supervisor  of 
weekly  and  monthly  hospital  and  medical  detach- 
ment reports,  member  of  the  General  Court  Martial 
Board,  also  of  the  Post  safety  committee,  hospital 
bond  and  insurance  officer,  blood  bank  liaison 
officer,  and  general  handy  man  for  the  post  sur- 
geon. Besides  all  this  1 had  to  inspect  the  restaurants 
in  surrounding  towns,  as  part  of  my  medical  inspec- 
tors work,  also  trace  down  all  communicable  diseases 


to  prevent  any  epidemics  with  the  necessary  pre- 
cautions. And  now  I am  here  in  a Veterans  Admin- 
istration as  a Rating  Specialist.  I will  not  mention 
the  positions  held  during  the  1st  World  War,  which 
completes  the  picture. 

Please  have  the  Journal  sent  to  my  new  address 
here  instead  of  to  Ft.  Devens. 

With  the  best  of  regards,  I remain 

Very  sincerely  yours, 
Edward  P.  Case 

From  Senior  Surgeon  Henry  R.  O’Brien, 
USPHS,  Hartford 

Army  Medical  School, 

Army  Medical  Center, 
Washington  12,  I).  C., 
April  23,  1944 

To  the  Editor: 

Mere  1 am,  flitting  from  one  course  in  the  Service 
to  another.  I was  fortunate  to  cap  my  attendance  at 
the  School  of  Military  Government  in  Charlottes- 
ville with  eight  weeks  in  tropical  medicine  here  at 
the  Army  Medical  Center,  being  brought  up  to  date 
in  this  field.  In  May  I am  to  go  to  the  UNRRA  office 
down  town,  where  I am  to  be  concerned  with  plans 
for  relief  in  the  Far  East,  where  I am  scheduled 
to  be  sent  eventually. 

It  is  a pleasure  to  continue  to  see  the  Journal.  As 
I have  said  before,  I like  your  progressive  spirit.  It 
is  a pleasure,  too,  to  read  about  and  hear  from  the 
other  men  in  the  Services.  I was  glad  to  learn  here 
at  the  School  the  other  day  that  one  of  our  instruc- 
tors, Captain  Whitman,  is  a Simsbury  man. 

Sincerely  yours, 

Henry  R.  O’Brien 

From  Maurice  F.  Mulville,  Lt.  (j.g.)  USNR, 
Hartford 

8th  Beach  Battalion, 

A.  B.  P.  D., 

Camp  Allen,  Norfolk  1 1,  Virginia 
To  the  Editor:  A?nl  1 3’  I94d 

Thank  you  for  your  kind  attempts  to  send  me  the 
Journal.  I have  missed  it  considerably.  The  Jour- 
nal would  have  had  difficulty  keeping  up  with  me 
as  I have  made  six  changes  of  address  in  the  past  few 
months.  I expect  to  leave  the  States  soon  and  don’t 
believe  it  practicable  for  you  to  try  to  send  it  to  me. 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


45  6 

During  the  past  year  have  been  associated  at  inter- 
vals with  Doctors  Welles  Standish,  Don  McCrann, 
Pete  Cenci,  Tom  F.  Murphy,  Terrence  McNulty— 
all  from  Hartford,  so  haven’t  completely  lost  con- 
tact. 

Thank  you  again  for  your  attempts. 

Very  truly  yours, 

Maurice  F.  Mulville 


Promotions  — Changes  of  Stations 

Frederick  P.  Rogers  of  West  Hartford,  formerly 
a Major  attached  to  the  Public  Health  Service  and 
located  at  Bend,  Oregon,  is  now  Lieutenant  Com- 
mander, USNR,  U.  S.  Naval  Hospital,  Astoria, 
Oregon. 

Bernard  A.  Berman  of  Waterbury  has  been  pro- 
moted to  Major  and  is  now  stationed  overseas. 

Capt.  Robert  Walker,  MC— AUS,  of  Cornwall  has 
been  promoted  to  Major. 

Lieut.  Robert  N.  Creadick,  MC— AUS,  of  New 
Haven  has  been  transferred  from  Jefferson  Barracks 
to  Station  Hospital,  Big  Spring  Army  Air  Field,  Big- 
Spring,  Texas. 

Graduates  in  Aviation  Medicine 

At  the  last  graduation  exercises  of  the  U.  S.  Army 
School  of  aviation  medicine,  two  Connecticut  physi- 
cians received  their  diplomas,  Captain  John  J.  Gaff- 
ney of  Danbury  and  Captain  Morris  P.  PitocE  of 
Fairfield. 


Soviet  Air  Ambulances 

During  two  years  of  war  one  Ambulance  Squad- 
ron of  an  Air  Regiment  of  Guards  has  evacuated 
several  thousand  wounded  men  and  brought  tons  of 
blood  for  transfusion,  dressings  and  other  medical 
supplies  to  the  front.  During  the  battles  in  the  Orel 
and  Bryansk  directions  the  fliers  made  as  many  as 


six  and  seven  flights  daily  between  the  front  lines 
and  the  hospital  in  the  rear. 

Connecticut  Society  for  Mental  Hygiene 

Dr.  Paul  Swett  Elected 

George  R.  H.  Nicholson,  headmaster  of  Kings- 
wood  School,  West  Hartford,  was  elected  president 
of  the  Connecticut  Society  for  Mental  Hygiene  at 
the  36th  annual  meeting  held  in  New  Haven  in  Alay. 
Dr.  Paul  P.  Swett  of  Bloomfield  was  named  the 
vice-president  of  the  Society. 

The  principal  address  before  the  meeting  was 
given  by  Dr.  William  B.  Terhune—' “The  Soldier 
Comes  Home.”  I11  his  presentation  Dr.  Terhune  out- 
lined how  civilians  could  best  help  the  service  men 
when  they  return. 

The  Society  is  cooperating  with  the  Section  on 
Psychiatry  and  Neurology  of  the  Connecticut  State 
Medical  Society  in  working  for  the  establishment  of 
psychiatric  services  in  general  hospitals  in  the  State. 

Uncas-on-Thames  Inaugurates  New  Course 

Because  of  depletion  of  its  staff  due  to  the  war 
effort,  replacements  at  Uncas-on-Thames.  have  been 
impossible  to  obtain  and  therefore  readjustments 
have  had  to  be  made.  To  remedy  a condition  where 
the  care  of  the  sick  seemed  in  danger  of  passing- 
over  into  the  hands  of  people  totally  untrained  but 
willing,  and  to  lessen  the  strain  on  the  remaining 
harried  staff,  a new  type  of  training  course  has  been 
started.  This  course  was  planned  to  give  the  partici- 
pants an  intelligent  understanding  of  tuberculosis 
and  its  treatment,  and  to  teach  them  skill  in  the 
simpler  nursing  procedures. 

A selected  group  of  employees,  all  of  whom  have 
worked  at  Uncas,  and  have  showed  an  aptitude  for 
nursing,  were  offered  the  opportunity  of  attending 
these  classes.  The  course  has  been  planned  to  meet 
for  two  one-hour  sessions  per  week  with  a total  of 
24  sessions.  The  students  had  some  practice  in  class, 
but  most  of  the  teaching  was  done  on  the  wards 
under  supervision  of  the  nurse  in  charge. 
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YOU  CAN’T  GO  WRONG  • — - Treatment  of  such  common  skin 

lesions  as  verrucae,  angiomas,  clavi,  keratoses,  etc.,  is  made  simple  and  sure  with 
the  Specialties  Dry  Ice  Apparatus.  The  CO2  snow,  confined  within  tip  of 
Specialties  Applicator,  is  pressed  against  the  lesion.  It  is  as  simple  as  that! 
Available  at  The  Professional  Equipment  Company,  36  Howe  Street,  New 
Haven,  Connecticut. 


(See  PAGE  2) 
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RATIONED  FOODS  FOR  THE  SICK 

Anthony  F.  Arpaia,  State  OP  A Director , Hartford 


T>ack  in  those  days  when  the  rationing  of  food- 
stuffs  was  being  introduced  to  the  American 
public,  we  in  the  OPA  knew  that  there  would  be 
many  special  cases  in  which  the  general  per  capita 
allotment  of  meats,  fats  and  processed  foods  could 
not  supply  real  dietary  needs.  We  were  well  aware 
of  the  fact  that  people  suffering  from  diabetes  or 
tuberculosis,  to  name  two  of  the  better  known 
diseases,  could  not  be  expected  to  get  along  on  the 
same  diets  that  are  ample  for  healthy  people.  There- 
fore, in  drafting  the  rationing  regulations,  we  made 
provisions  for  the  exceptions. 

These  provisions  were  made  on  the  basis  of 
recommendations  offered  by  a sub-committee  of 
the  National  Research  Council  under  the  chairman- 
ship of  Dr.  Walter  W.  Palmer  of  Columbia  Univer- 
sity. Dr.  Palmer’s  committee  was  composed  of 
prominent  physicians  who  represented  many  fields 
of  medicine. 

Guided  by  the  detailed  information  presented  to 
us  by  this  group  of  physicians,  we  have  been  able 
to  arrive  at  maximum  weekly  food  requirements  of 
persons  stricken  by  ailments  that  demand  special 
foods  or  extra  quantities  of  certain  foods. 

Our  Local  War  Price  and  Rationing  Boards  have 
these  figures  on  hand.  Issuance  of  most  special 
rations  in  cases  of  illness  has  become  a routine  man- 
ner for  the  Boards.  They  simply  require  the  appli- 
cant to  submit  his  physician’s  prescription  for  the 
amount  of  rationed  foods  needed.  If  the  prescribed 
amount  comes  within  the  weekly  maxi  mums  recom- 
mended, a purchase  certifiiate  is  handed  over  to  the 
applicant  immediately.  And  by  the  way,  food  pre- 
scriptions can  be  handled  much  more  quickly  by  our 
Boards  if  they  state  the  amounts  of  food  rather  than 
the  number  of  extra  points  needed,  the  nature  of 
the  illness  and  its  probable  duration. 

However,  in  cases  where  the  prescription  calls  for 
more  than  the  maximums  established  by  the  National 


Research  Council,  our  Boards  must  turn  to  higher 
authority  before  issuing  the  special  ration.  At 
present  this  higher  authority  is  vested  in  a Medical 
Board  of  Appeals  in  Boston.  Because  this  appeals 
board  handles  applications  for  all  the  New  England 
states,  its  workload  is  heavy  and,  understandably,  its 
decisions  are  sometimes  slow  in  coming  down. 

For  many  months  now,  we  have  been  working 
on  a plan  through  which  we  can  get  more  direct 
and  speedy  action  on  such  applications  in  Connecti- 
cut, and  now  at  our  request,  the  Regional  OPA 
Office  in  Boston  gave  us  authority  to  establish  medi- 
cal boards  of  our  own. 

With  this  authority,  we  have  divided  the  State 
into  eight  zones,  each  zone  to  have  a Medical  Board 
of  Appeals  comprised  of  three  physicians.  As  a 
result,  instead  of  forwarding  doubtful  applications 
all  the  way  to  Boston,  our  Boards  will  soon  be  able 
to  pass  them  up  to  the  Medical  Board  with  jurisdic- 
tion over  their  zone. 

When  this  plan  was  first  developed,  I must  con- 
fess that  I had  qualms  as  to  its  success.  The  physi- 
cians who  would  be  responsible  for  its  operation, 
were,  I knew,  already  terribly  overworked.  To  ask 
them  to  give  free  time,  even  an  hour  or  two  a week, 
seemed  an  imposition.  Yet  I finally  wrote  a letter  to 
a list  of  medical  men  in  Connecticut  whose  names 
were  given  to  me  by  Dr.  Creighton  Barker,  execu- 
tive secretary  of  the  Connecticut  Medical  Associa- 
tion. The  response  to  this  letter  was  gratifying. 

“If  you  believe  I can  be  of  help,”  was  the  general 
tone  of  the  answers,  “I’m  at  your  service.” 

There  is  still  quite  a bit  of  organizational  work  to 
be  done  before  we  have  our  Medical  Boards  func- 
tioning. But  at  the  time  of  this  writing  we  have 
decided  on  the  locations  of  zone  centers.  They  will 
be  situated  in  Hartford,  Bridgeport,  New  Haven, 
Stamford,  Waterbury,  New  London,  Wiilimantic, 
and  Middletown. 
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OBSTETRIC  AND  PEDIATRIC  CARE  FOR  THE  WIVES  AND 
INFANTS  OF  SERVICEMEN 

On  May  12,  the  President  approved  H.  J.  Res.  271 
appropriating  an  additional  $6,700,000  to  provide 
medical,  nursing  and  hospital  maternity  and  infant 
care  for  wives  and  infants  of  enlisted  men  of  the 
fourth,  fifth,  sixth  and  seventh  grades  in  the  armed 
forces  of  the  United  States,  under  allotments  by  the 
Secretary  of  Labor  and  plans  developed  and  admin- 
istered by  state  health  agencies  and  approved  by  the 
Chief  of  the  Children’s  Bureau.  This  appropriation 
was  made  so  that  the  program  could  continue  during 
the  remainder  of  the  present  fiscal  year  which  will 
end  June  30.  The  funds  previously  appropriated  had 
been  exhausted  and  it  became  necessary  to  ask  for 
this  additional  sum. 

H.  R.  4899  has  passed  the  House,  making  appro- 
priations for  the  Department  of  Labor,  Federal 
Security  Agency,  and  related  independent  agencies 
for  the  fiscal  year  ending  June  30,  1945,  and  for 
other  purposes.  T his  bill  carries  the  following  item 
for  emergency  maternity  and  infant  care  for  the 
wives  and  infants  of  servicemen: 

“Grants  to  States  for  emergency  maternity  and 
infant  care  (national  defense):  For  grants  to  States, 
including  Alaska,  Hawaii,  Puerto  Rico,  and  the  Dis- 
trict of  Columbia,  to  provide,  in  addition  to  similar 
services  otherwise  available,  medical,  nursing,  and 
hospital  maternity  and  infant  care  for  wives  and 
infants  of  enlisted  men  of  the  fourth,  fifth,  sixth, 
and  seventh  grades  in  the  armed  forces  of  the  United 
States,  under  allotments  by  the  Secreatry  of  Labor 
and  plans  developed  and  administered  by  State 
health  agencies  and  approved  by  the  Chief  of  the 
Children’s  Bureau,  $42,800,000,  of  which  not  more 
than  2 per  cent  may  be  allotted  to  the  States  for 
administrative  expenses  from  the  date  of  this  act  on 
the  basis  of  need  as  determined  by  the  Chief  of  the 
Children’s  Bureau:  Provided , That  the  amount  here- 
in appropriated  shall  constitute  one  fund  with  the 
unexpended  balance  of  amounts  heretofore  appro- 
priated under  this  head.” 

Hearings  were  scheduled  by  a subcommittee  of 
the  House  Committee  on  Appropriations,  April  27, 
on  the  foregoing  item  at  which  an  opportunity  was 
afforded  the  medical  profession  to  express  its  views. 
Dr.  W.  W.  Bauer  represented  the  American  Medical 
Association;  Dr.  William  B.  Thompson  of  Los 


Angeles,  the  California  Medical  Association  “and 
the  maternal  and  infant  care  sections  of  Oregon, 
Washington,  Arizona,  and  Idaho;”  Dr.  R.  L.  J. 
Kennedy,  Rochester,  Minnesota,  the  Minnesota 
State  Medical  Association;  Dr.  J.  K.  Quigley,  the 
New  York  State  Medical  Society;  Dr.  E.  D.  Plass, 
Iowa  City,  Iowa,  the  Iowa  State  Medical  Society; 
Dr.  Walter  B.  Mount,  Montclair,  New  Jersey,  the 
Medical  Society  of  New  Jersey,  and  Dr.  C.  C.  De- 
Gravelles,  who  testified  on  April  28,  the  Louisiana 
State  Medical  Society.  All  of  the  foregoing  wit- 
nesses urged  the  adoption  of  a plan,  in  the  language 
of  the  resolution  of  the  House  of  Delegates  of  the 
A.  JM.  A.,  “under  which  the  Federal  Government 
will  provide  for  the  wives  of  enlisted  men  a stated 
allotment  for  medical,  hospital,  maternity,  and  in- 
fant care,  similar  to  the  allotments  already  provided 
for  the  maintenance  of  dependents,  leaving  the 
actual  arrangements  with  respect  to  fees  to  be  fixed 
by  mutual  agreement  with  the  wife  and  the  physi- 
cian of  her  choice.” 

Other  medical  witnesses  who  testified  at  the  hear- 
ing included  Dr.  George  C.  Ruhland,  Health  Officer, 
District  of  Columbia,  who  appeared  as  Secretary  of 
the  State  and  Territorial  Health  Officers’  Associa- 
tion to  request  the  committee  to  provide  funds  to 
take  care  of  the  administrative  expenses  incurred  by 
the  several  states  in  carrying  out  the  program,  Dr. 
M.  J.  Eastman,  Obstetrician  in  Chief  of  Johns  Hop- 
kins Hospital,  who  appeared  for  himself  and  sug- 
gested that  specialists  in  obstetrics  be  paid  a larger 
fee  than  is  paid  to  the  general  practitioner  who 
delivers  the  wife  of  a serviceman,  and  Dr.  B.  M. 
Bernheim,  of  Baltimore,  Maryland,  representing  the 
Committee  of  Physicians  for  the  Improvement  of 
Medical  Care,  who  gave  the  program  his  unqualified 
approval  and  expressed  the  view  that  the  program 
was  an  initial  step  toward  a partial  socialization  of 
the  practice  of  medicine. 

At  a later  date.  May  3,  Dr.  Martha  Eliot  appeared 
before  the  subcommittee  and  during  the  course  of 
her  testimony  was  asked  to  express  the  view  of  the 
Children’s  Bureau  toward  the  payment  of  an  allot- 
ment to  the  wife  of  a serviceman.  The  following 
colloquy  occurred  between  Dr.  Eliot  and  Repre" 
sentaive  Tarver  of  Georgia: 

i\Ir.  I arver.  I assume  the  question  of  the  chairman  had 
reference  to  the  condition  that  the  lump-sum  payment  be 
made  to  the  mother,  whether  she  had  incurred  the  expense 
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or  not,  and  without  regard  to  whether  or  not  she  paid  the 
bill.  I assume,  however,  that  your  reaction  is  the  same  as 
suggested  by  me  upon  the  occasion  of  the  former  hearing, 
that  is,  that  the  payment  should  be  made  in  a lump  sum  but 
should  be  made  to  the  person  who  paid  the  bill,  if  it  has  been 
paid  and,  if  it  has  not  been  paid,  then  that  it  be  paid  to  the 
person  or  persons  to  whom  the  bill  may  be  owing.  Your 
objection  to  that  would  continue? 

“Dr.  Eliot.  Yes,  Mr.  Chairman  and  Judge  Tarver,  it 
would  continue. 

“Mr.  Tarver.  For  what  reason? 

“Dr.  Eliot.  Because  we  believe  that  under  those  circum- 
stances the  plan  to  help  the  wife  to  arrange  for  this  care 
would  not  be  possible.  The  presumption  is  that  a program 
of  that  sort  would  be  carried  out  through  an  allotment 
agency  here  in  Washington.  Under  such  a plan  the  wife  in 
all  cases  would  be  placed  in  the  position  of  knowing  that 
she  is  running  up  a bill,  and  she  would  never  be  sure 
whether  the  grant  would  cover  it  all  or  not.  In  many  cases, 
she  might  feel  that  she  should  borrow  the  money  with  which 
to  pay  the  bill  in  advance;  in  some  cases  she  might  be  unable 
to  borrow  and  would  then  be  put  in  the  position  of  seeking 
care  from  physician  or  hospital  which  ultimately  might  have 
to  be  written  off  as  charity  if  the  allotment  bureau  did  not 
pay  the  bills.  She  might  have  real  reason  for  concern  as  to 
whether  or  not  the  maximum  cash  allotment  would  be  suffi- 
cient to  meet  the  full  care  in  the  hospital,  or  whether  there 
would  be  available  to  her  care  by  a specialist  if  needed,  and 
additional  nursing  care. 

“Under  such  a plan  it  is  doubtful  that  the  doctor  would 
be  assured  that  his  bill  would  be  paid.  The  allotment  agency 
would  have  the  responsibility  of  determining  whether  or  not 
there  were  overcharges  in  these  cases.  The  wife  presumably 
would  negotiate  with  her  physician,  as  is  customary,  and 
would  arrive  at  an  agreed  fee  for  a particular  case,  which 
might  be  far  in  excess  of  the  amount  that  the  State  is  paying 
now.  It  might  be  in  excess  of  the  over-all  amount  that  the 
Federal  agency  that  was  responsible  for  the  allotment 
might  be  willing  to  pay.  The  question  would  arise  as  to 
whether  or  not  the  Federal  Government  should  pay  all  bills 
at  whatever  rate  they  were  or  whatever  charges  were  made 
by  the  doctor. 

“Adr.  Tarver.  Then  your  suggestion  is  that  a lump  sum 
be  paid  and  paid  out  in  the  manner  indicated,  and  there 
would  be  no  responsibility  of  the  Federal  Government 
beyond  that? 

“Dr.  Eliot.  No.  I do  not  think  there  should  be  any  type 
of  cash  grant  in  this  program. 

“Air.  Tarver.  May  I pursue  the  inquiry  a little  further? 
In  the  case  of  an  enlisted  man  in  the  service  in  these  grades, 
he  is  required  to  make  an  allotment  to  his  wife  and  children, 
if  any,  as  the  basis  for  the  family  allowance.  The  purpose  of 
that  family  allowance  is  to  enable  the  wife  to  pay  for  the 
necessities  of  life  for  herself  and  her  child.  The  allowance  is 
neither  increased  nor  diminished  if  she  buys  expensive 
groceries  or  expensive  clothing  or  less  expensive  clothing  or 
less  expensive  groceries.  Why  should  not  the  same  super- 
vision of  the  expense  of  the  wife  for  those  necessities  be 
provided  and  say  ‘Now,  you  cannot  contract  obligations  in 
excess  of  the  family  allowance  that  you  are  getting,  because 


you  will  have  a debt  hanging  over  you  and  your  husband 
when  he  returns  from  service.  Therefore,  we  are  going  to 
regulate  that  for  you  and  tell  you  what  kind  of  groceries  to 
buy  and  what  sort  of  clothing  to  buy  for  yourself  and  your 
child?’ 

“Why  isn’t  it  as  reasonable  to  do  that  as  it  is  to  attempt 
to  tell  the  wife  the  sort  of  medical  care  that  she  can  get 
and  tell  the  physician  what  sort  of  medical  care  to  give? 

“Dr.  Eliot.  In  the  first  place,  I think  we  should  appreciate 
that  medical  needs  are  wholly  unpredictable.  There  is  no 
way  in  advance  to  determine,  either  during  the  period  of 
pregnancy  or  at  the  time  of  labor,  how  extensive  medical 
care  will  be  for  that  particular  case.  The  great  range  in  need 
and  the  variability  in  cost  of  maternity  cases  is  well  known 
fact  in  medical  economics;  and  it  is  impractical  to  think  that 
a lump  sum  paid  to  wife,  or  a maximum  amount  to  be  applied 
to  her  bills,  would  be  satisfactory.  Some  women  have  medi- 
cal needs  in  pregnancy  and  childbirth  which  are  greatly  in 
excess  of  the  average  cost.  I do  not  think  a cash  grant  plan 
would  meet  that  condition. 

“Mr.  Tarver.  Why  would  not  the  same  line  of  reasoning 
apply  to  the  burial  allowance  for  veterans  of  wars  of  the 
United  States  There  are  places  where  the  burial  may  be  had 
at  a smaller  cost  than  in  other  places.  But  the  Veterans’ 
Administration  makes  one  allowance  of  fioo  to  cover  the 
burial  expense.  In  some  cases  an  expense  of  two  or  three 
hundred  dollars  is  incurred,  and  perhaps  more.  In  some  cases 
$100  is  sufficient  to  cover  the  expense.  Why  should  we  not 
say  in  the  case  of  the  burial  allowances  that  interment  in 
New  York  City,  for  example,  where  the  expense  of  a burial 
is  much  higher  than  in  rural  sections  of  the  country,  is  such 
that  we  will  allow  a greater  burial  allowance  than  in  those 
sections  where  the  expense  of  interment  is  less  than  in  New 
York.  What  is  the  reason  for  the  different  treatment? 

“Dr.  Eliot.  You  have  pointed  out  that  this  burial  expense 
\ aries  from  State  to  State.  So  do  we  know  that  maternity 
care  varies  in  cost  from  one  area  in  the  country  to  another 
area,  or  within  a State  from  the  big  city  to  the  rural  area. 
In  the  case  of  maternity  care,  however,  there  is  another 
variable  factor  coming  into  the  situation  resulting  from  the 
physiological  or  pathological  condition  of  the  mother. 

“Air.  I arver.  It  does  not  make  any  difference  why  the 
variation  occurs;  you  admit  that  there  is  that  variation? 

Dr.  Eliot.  I here  are  at  least  two  variables  in  the  case  of 
maternity  care  and  care  of  sick  children. 

“Air.  Carver.  And  it  makes  no  difference  why;  the  fact 
is  that  the  condition  does  exist.  Why  shouldn’t  it  be  taken 
into  consideration  in  the  payment  of  burial  allowances  if  it 
is  taken  into  consideration  in  the  payment  of  maternity  care? 

Di.  Eliot.  1 think  in  the  case  of  burial  you  must  take 
one  of  the  factors  into  account,  namely,  the  cost  in  different 
areas. 

“Air.  I arver.  A ou  could;  but  you  do  not. 

“Dr.  Eliot.  So  far  as  maternity  care  is  concerned,  it  has 
been  our  belief  that  what  the  Congress  intended  to  do  in 
appropriating  funds  for  this  program  was  to  relieve  the 
servicemen  of  concern  and  uncertainty  with  regard  to 
whether  or  not  care  is  going  to  be  given.  If  a wife  and  doctor 
both  know  that  only  a certain  part  of  the  cost  of  an  expensive 
case  is  going  to  be  taken  care  of,  then  there  might  be  a 
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question  as  to  whether  extra  hospital  care  would  be  given,  if 
needed,  or  whether  blood  transfusions  would  be  taken  care 
of  when  needed  or  the  other  exceptional  situations  paid  for. 

“Mr.  Tarver.  The  testimony  of  some  of  these  doctors 
who  appeared  before  the  committee  was  just  to  the  contrary, 
that  so  long  as  they  have  the  trouble  of  executing  various 
papers  that  you  require  them  to  execute  and  in  following  the 
system  of  handling  cases  as  directed  by  you,  rather  than  such 
as  is  required  by  their  own  professional  judgment  as  to  what 
they  ought  to  do,  a great  many  of  them  are  not  inclined  to 
handle  these  cases  at  all  and  threaten  noncooperation  with 
the  program  unless  some  of  this  Bureau  red  tape  is  elim- 
inated. 

“It  seems  to  me  that  your  Bureau  is  anxious  to  supervise  the 
entire  matter  and  tell  the  doctor  exactly  how  he  shall  handle 
the  case,  what  sort  of  professional  service  is  to  be  rendered, 
and  have  entire  supervision  over  the  whole  thing.  I can  see 
no  necessity  for  that.” 

ISONIPECAINE 

At  the  request  of  the  Treasury  Department,  com- 
panion bills  have  been  introduced  to  restrict  the 
manufacture,  importation  and  sale  of  isonipecaine, 
or  Demerol,  S.  1914,  introduced,  by  request,  by 
Senator  George  of  Georgia  and  pending  in  the 
Senate  Committee  on  Finance  and  H.  R.  4881,  intro- 
duced by  Representative  Doughton,  North  Carolina, 
and  pending  in  the  House  of  Representatives  with  a 
favorable  report  of  the  Committee  on  Ways  and 
Means. 

The  House  committee  justified  its  favorable  re- 
port on  H.  R.  4881  in  the  following  language: 

“T  his  bill  is  designed  to  meet  the  situation  which 
requires  prompt  legislative  action  to  make  existing 
Federal  narcotic  laws  applicable  to  a recently  dis- 
covered synthetic  drug.  The  committee  has  been 
advised  that  this  synthetic  drug  has  an  effect  similar 
to  morphine  upon  the  human  organism,  although  it 
has  no  appreciable  chemical  similarity  to  morphine; 
and  that  scientific  experimentation  in  this  country 
has  disclosed  that  this  drug  possesses  addiction 
liability  comparable  to  morphine. 

“The  committee  was  advised  that  isonipecaine  was 
first  synthesized  in  Germany  where  it  was  called 
Eudolat.  The  name  was  later  changed  to  Dolantin 
. . . Demerol  is  the  trade-mark  name  of  the 

synthetic  drug  substitute  for  morphine  manufac- 
tured in  this  country  under  United  States  patent 
No.  2,176,151  . . . 

“As  ‘Demerol1  has  been  trade-marked  as  a brand 
name,  it  should  not  be  employed  in  legislation.  It  was 
necessary,  therefore,  to  coin  a name  to  fit  this  syn- 
thetic drug,  which  name  would  be  descriptive  of 
it.  The  term  ‘isonipecaine1  is  deemed  a suitable 


designation.  Since  this  new  synthetic  drug  belongs 
to  the  general  class  of  alkaloids,  of  which  morphine 
is  a representative,  the  name  should  end  in  ‘ine,’  and 
as  this  drug  is  a derivative  of  a chemical  known  as 
isonipecotic  acid,  the  first  eight  letters  of  this  term 
should  be  used.  The  suffix  is  joined  to  it  by  the 
letter  ‘a1  for  euphonic  purposes.  The  term  ‘isonipe- 
caine1  as  defined  in  the  bill  would  include  the  drug 
identified  by  the  trade-mark  Demerol  and  any 
derivative  or  salt  thereof,  by  whatever  trade  name 
designated. 

“The  bill  would  amend  various  sections  of  exist- 
ing law  to  subject  isonipecaine  to  the  same  restric- 
tions as  morphine  with  respect  to  manufacture, 
distribution,  importation,  and  exportation.  The  most 
important  of  these  restrictions  is  that  of  limiting 
retail  sales  to  those  made  only  pursuant  to  a practi- 
tioner’s prescription  issued  in  good  faith  for  medical 
purposes.” 

TRANSFER  OF  HEALTH  FUNCTIONS  OF  DEPARTMENT  OF 
LABOR  TO  UNITED  STATES  PUBLIC  HEALTH  SERVICE 

Representative  Miller  of  Nebraska  has  introduced 
a bill,  H.  R.  4663,  to  transfer  to  the  Federal  Security 
Administrator  and  the  Public  Health  Service,  re- 
spectively, the  functions  of  the  Secretary  of  Labor 
and  the  Children’s  Bureau  of  the  Department  of 
Labor  with  respect  to  health.  The  bill  is  pending  in 
the  House  Committee  on  Expenditures  in  the  Execu- 
tive Departments. 

Section  1 of  the  bill  provides  that  (a)  all  functions 
of  the  Secretary  of  Labor  with  respect  to  health, 
including  the  health  phases  of  industrial  hygiene, 
and  including  all  functions  of  the  Secretary  of  Labor 
under  parts  1 and  2 of  title  5 of  the  Social  Security 
Act,  as  amended,  are  to  be  transferred  to  and  vested 
in  the  Federal  Security  Administrator;  and  (b)  that 
all  functions  of  the  Children’s  Bureau  of  the  Depart- 
ment of  Labor  with  respect  to  health  are  to  be 
transferred  to  and  vested  in  the  Surgeon  General  of 
the  Public  Health  Service. 

In  discussing  his  bill  on  the  floor  of  the  House  of 
Representatives  at  the  time  the  Labor  Department- 
Federal  Security  Appropriation  Bill  for  1945  was 
under  consideration,  Representative  Miller  said  in 
part  as  follows: 

“Bureaucracy  must  grow  and  feed  upon  itself  if  it  is  to 
continue  to  exist.  No  bureaucracy  or  bureau  of  government 
can  continue  to  exist  unless  it  does  grow. 

“Let  us  take  a few  short  minutes  to  look  at  the  Children’s 
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Bureau.  The  first  legislation  creating  the  Children’s  Bureau 
was  introduced  in  1906.  The  Congress  passed  a law  in  1912 
which  established  the  Childrens’  Bureau  and  at  that  time  it 
was  given  an  appropriation  of  $25,640.  There  were  15  people 
in  that  bureau.  But  like  all  bureaus  it  has  grown.  It  has  taken 
on  new  activities  of  health.  In  fact  it  is  a health  department 
which  duplicates  existing  services. 

“Here  is  what  the  Children’s  Bureau  will  do  today:  It 
takes  care  of  the  maternal  child  health  problems  of  the 
Nation.  It  has  a Crippled  Children’s  Division  and  in  that 
Crippled  Children’s  Division  they  take  care  of  rheumatic 
hearts.  This  is  a part  of  the  Labor  Department,  Mr.  Chair- 
man. Here  is  a division  that  takes  care  of  crippled  children 
and  rheumatic  hearts.  Remember  anyone  is  a child  under  21 
years.  The  Labor  Department  also  has  an  industrial  health 
division  which  has  been  growing  by  leaps  and  bounds.  The 
bureau  comes  before  the  committee  and  justifies  its  requests 
for  funds  and,  in  my  opinion,  it  is  doing  very  good  work. 
But  here  is  where  the  difficulty  comes  in:  The  work  that  the 
Children’s  Bureau  is  doing  is  also  being  done  by  the  United 
States  Public  Health  Service.  There  is  a duplication  of  effort 
and  activity. 

“It  seems  to  me  that  the  Congress,  at  some  time  in  the 
near  future,  should  give  serious  consideration  to  the  question 
of  combining  all  of  the  activities  of  the  Children’s  Bureau 
under  the  United  States  Public  Health  Service. 

“I  introduced  a bill  several  months  ago  in  the  Congress 
which  has  recently  been  referred  to  a committee.  I hope  we 
may  have  hearings  very  shortly.  This  bill  has  for  its  purpose 
the  consolidation  of  all  health  activities.  The  Children’s 
Bureau  when  it  was  first  set  up  was  set  up  to  handle  such 
problems  as  child  labor,  orphanage,  mortality  among  children, 
hours  of  labor,  and  so  forth.  It  should  still  continue  to  do 
that  job.  It  is  a job  for  the  Children’s  Bureau.  But  why 
should  they  be  dealing  in  problems  of  industrial  health? 
Why  should  they  have  the  maternal  health  problem?  Why 
should  they  have  the  Crippled  Children’s  Division?” 

HEALTH  PROGRAMS  FOR  GOVERNMENT  EMPLOYEES 

Representative  Randolph,  West  Virginia,  has  in- 
troduced a bill,  H.  R.  4909,  to  provide  for  health 
programs  for  government  employees.  It  is  pending 
in  the  House  Committee  on  the  Civil  Service. 

This  bill  provides  that,  for  the  purpose  of  pro- 
moting and  maintaining  the  physical  and  mental  fit- 
ness of  employees  of  the  executive  branch  of  the 
Federal  Government,  the  heads  of  departments  and 
agencies,  including  government  owned  and  con- 
trolled corporations,  are  to  be  authorized  within  the 
limits  of  appropriations  made  available  therefor  to 
establish  by  contract  or  otherwise  health  programs 
which  will  provide  health  services  for  employees 
under  their  respective  jurisdictions.  The  health  serv- 
ices to  be  provided  for  federal  employees  will  be 
established  only  on  recommendation  of  the  Civil 
Service  Commission  after  consultation  with  the 
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Public  Health  Service.  Such  services  will  be  limited 
as  follows: 

“To  treatments  of  minor  illnesses  except  in  cases 
of  emergency  or  of  injury  or  illness  sustained  while 
in  the  performance  of  the  employee’s  duty  in  ac- 
cordance with  the  Act  of  September  7,  1916,  entitled 
‘An  Act  to  provide  compensation  for  employees  of 
the  United  States  suffering  injuries  while  in  the 
performance  of  their  duties,  and  for  other  purposes,’ 
as  amended  (U.  S.  C.,  title  5,  ch.  15);  preemploy- 
ment and  other  examinations;  referral  of  employees 
to  private  physicians;  and  education  and  preventive 
programs  relating  to  health,  including  the  alleviation 
of  health  hazards  in  the  working  environment.” 

The  Civil  Service  Commission  will  act  as  a co- 
ordinating agency  in  the  development  of  such 
services  for  all  federal  employees  and,  in  collabora- 
tion with  the  Public  Health  Service,  with  respect  to 
the  extent  to  which  such  services  will  be  available  to 
employees. 

CODIFICATION  OF  THE  LAWS  RELATING  TO  THE  UNITED 
STATES  PUBLIC  HEALTH  SERVICE 

As  reported  in  the  Special  Bulletin  dated  April 
21,  1944,  Representative  Bulwinkle  of  North  Caro- 
lina introduced  H.  R.  4624,  a bill  to  consolidate  and 
revise  the  laws  relating  to  the  Public  Health  Service. 
This  bill  has  now  passed  the  House.  It  continues  in 
effect  provisions  of  existing  law  that  ( 1 ) no  regula- 
tion relating  to  the  qualifications  for  appointment  of 
medical  officers  or  employees  shall  give  preference 
to  any  school  of  medicine  and  that  (2)  “For  the 
duration  of  the  present  war  and  for  six  months  there- 
after graduates  of  reputable  osteopathic  colleges 
shall  be  eligible  for  appointment  as  reserve  officers 
in  the  Service.” 

This  bill,  H.  R.  4624,  is  now  pending  in  the 
Senate  Committee  on  Commerce. 

LABELING  OF  BORIC  ACID 

A bill  introduced  by  Representative  Bloom,  New 
York,  H.  R.  4708,  and  pending  in  the  House  Com- 
mittee on  Interstate  and  Foreign  Commerce,  pro- 
poses to  amend  the  Federal  Food,  Drug,  and  Cos- 
metic Act  so  as  to  provide  that  a drug  shall  be 
deemed  misbranded  if  it  contains  any  quantity  of 
boric  acid,  or  of  any  other  substance  which  is 
poisonous  when  used  internally  and  which  is  similar 
in  appearance  to  another  drug  which  is  for  use 
internally,  unless  it  bears  a label  containing  the  state- 
ment “Warning— Poisonous  If  Used  Internally.” 
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WHAT  THE  CHILDREN’S  BUREAU  THINKS  ABOUT 
HOSPITALS  AND  PHYSICIANS 

There  has  been  a good  deal  of  discussion  of  the 
Emergency  Maternal  and  Infant  Care  Program  of 
the  Children’s  Bureau.  It  has  been  proposed  from  all 
parts  of  the  country  that  cash  allotments  be  given  to 
the  wives  of  soldiers,  permitting  them  to  select  their 
own  physicians  and  hospitals.  This  has  been  opposed 
by  the  Children’s  Bureau  and  the  reasons  for  this 
opposition  were  stated  with  frankness  by  Dr.  Martha 
Eliot  of  the  Bureau  at  a conference  of  Region  i, 
American  Academy  of  Pediatrics,  held  .in  New  York 
City  on  May  26. 

“May  I take  up  first  why  the  Children’s  Bureau 
policies  do  not  permit  supplementation  of  amounts 
paid  to  physicians  and  hospitals  by  the  State  health 
agencies.  For  the  basis  of  this  policy  we  should  go 
back  to  the  purpose  of  the  program  as  defined  by 
Congress.  The  purpose  was  to  reassure  the  service- 
men that  maternity  care  and  care  of  infants  during 
the  first  year  of  life  would  be  provided  without  cost 
to  the  family.  If,  when  a serviceman’s  wife  comes  to 
a hospital,  that  hospital  is  permitted  to  negotiate 
with  her  as  to  the  kind  of  room  she  wants  and  if  that 
hospital  knows  the  State  health  agency  will  pay  the 
basic  rate  agreed  upon,  and  in  addition,  the  wife 
would  be  allowed  to  pay  what  she  can,  essentially 
every  wife  going  to  the  hospital  would  be  subjected 
to  such  negotiations.  There  would  be  no  way  to 
prevent  hospitals  in  certain  situations  from  saying 
to  wives,  ‘Our  ward  or  semi-private  accommoda- 
tions are  filled;  we  have  private  rooms  vacant  but 
you  will  have  to  pay  an  additional  amount.’  She 
might  be  put  into  a position  of  having  to  pay  some- 
thing in  addition  to  get  care  of  any  sort.  Actually 
many  hospitals  are  giving  semi-private  accommoda- 
tions to  these  servicemen’s  wives  in  return  for  the 
amount  paid  by  the  State  health  agency. 

“The  same  is  true  in  cases  of  practitioners.  If  the 
practitioner  is  entitled  to  carry  out  a means  test  for 
the  purpose  of  finding  out  how  much  the  wife  can 
pay  in  addition  to  that  which  the  State  health  agency 
pays,  essentially  every  wife  might  be  subjected  to 
such  a financial  investigation.  This  might  not  be 
important  to  a small  group  of  women,  but  to  the 
very  large  majority  of  the  women  who  want  to 
participate  in  this  program  it  would  be  a very  serious 
thing,  whether  it  was  negotiated  at  $5  or  $10  or 
$100  more.  It  was  not  the  intent  of  Congress  that 
each  and  every  one  of  these  women  should  be  sub- 
jected to  that  type  of  means  test.  The  physician,  of 
course,  would  know  what  the  State  health  agency 
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pays  and  then  the  question  would  be:  How  much  in 
addition  could  he  expect  to  be  paid  by  the  wife  in 
accordance  with  what  his  regular  standard  fee  is?” 
The  Children’s  Bureau  has  made  some  other 
striking  statements  in  its  pamphlet,  “Maintaining 
Well  Baby  Clinics  in  Every  Community.” 

This  circular  states,  “They  (the  clinics)  are  of 
value  not  only  to  families  in  economic  need  but  to 
all  parents  who  wisely  take  advantage  of  the  help 
they  offer  in  keeping  well  babies  well. 

“T  he  services  a mother  receives  in  a child  health 
conference  is  more  than  she  could  get  in  the  usual 
office  visit  to  a doctor .”  . . . “It  is  particularly 

necessary  at  this  time  that  knowledge  of  these  well 
baby  clinics  be  made  available  in  all  communities 
. . . because  the  Emergency  Maternal  and  Infant 

Care  Program  . . . will  rely  on  child  health 

conferences  for  the  health  supervision  of  these 
babies”  And  . . . “To  insist  that  clinics  be 

open  to  all  mothers  who  seek  this  service  free  of 
charge.” 

Mayor  La  Guardia’s  Plan 

Mayor  F.  H.  La  Guardia’s  all  inclusive  health  in- 
surance plan  has  attracted  wide  interest  in  New 
York  and  elsewhere.  The  plan  received  the  blessing 
of  the  New  York  Herald  Tribune  in  an  editorial 
May  2,  1944.  This  is  a 4 per  cent  plan,  half  to  be  paid 
by  the  employee  and  half  by  the  employer.  The 
final  paragraph  of  the  editorial  reads: 

“As  the  Mayor  insisted,  the  plan  is  not  fixed; 
many  details  are  yet  to  be  worked  out.  There  was 
division  among  the  lay  and  the  medical  members  of 
the  committee,  for  example,  as  to  the  level  of 
eligibility,  and  the  open  panel  system  will  depend 
upon  the  attitude  of  medical  men.  We  hope  that 
substantial  agreement  upon  the  general  plan  will  be 
reached.  ‘A  million  people  in  our  city  need  and 
would  benefit  by  health  insurance  now,’  the  Mayor 
said.  ‘We  can  demonstrate  that  it  is  workable,  help- 
ful and  financially  possible.’  May  the  plan  succeed!” 
The  New  York  World-Telegram  May  4,  1944: 
SSB  Experts  Skeptical  on  Mayor’s  Health  Plan. 

The  doctors  seemed  willing  to  assist  in  the  experi- 
ment provided  a ceiling  limit  on  income  was  set  at 
$2,500.  They  were  unalterably  opposed  to  the  $5,000 
ceiling.  Numerous  objections  were  made,  not  the 
least  of  which  were  those  pointed  out  by  experts 
of  the  Social  Security  Board  as  stated  in  the  World- 
Tele  grant  news  article,  which  was  date  lined  Wash- 
ington, D.  C. 
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mass  x-ray  surveys  in  industry 

Paul  S.  Phelps,  m.d.,  Hartford 


The  Author.  Director,  Department  of  Tuberculosis 
Control , State  Tuberculosis  Commission 


In  England,  Canada  and  to  a lesser  extent  in 
Russia,  mass  chest  x-ray  programs  are  already  in 
progress  for  the  control  of  tuberculosis.  France  and 
Greece  as  well  as  other  European  countries  have 
either  purchased  equipment  or  are  about  to  do  so,  in 
order  that  they  may  be  in  a position  to  control  the 
ravages  of  tuberculosis  in  the  immediate  post  war 
period. 

Mass  chest  x-ray  surveys  of  industrial  groups  are 
now  being  carried  out  not  only  in  Connecticut  but 
in  many  communities  throughout  the  country  by 
local  organizations,  Health  Departments  and  by  the 
United  States  Public  Health  Service. 

Industrial  groups  are  being  chosen  to  a large 
extent  for  this  mass  survey  work  because  they  con- 
stitute the  largest  organized  group  available  for  this 
purpose  at  this  time.  The  group  of  men  and  women 
in  industry  are  of  an  age  in  which  significant  tuber- 
culosis is  present  in  about  2%  as  demonstrated  by 
industrial  surveys  in  Connecticut.  Contrary  to  the 
belief  of  most  people,  the  highest  percentage  of  cases 
of  tuberculosis  occur  in  the  older  age  groups.  How- 
ever, the  percentage  of  cases  found  requiring  sana- 
torium care  diminishes  with  the  increase  in  age. 

Data  compiled  from  results  of  a group  of  indus- 
trial x-ray  surveys  in  Connecticut: 


PERCENTAGE  OF  PERCENTAGE  OF 
CASES  OF  THESE  CASES  WHICH 
TUBERCULOSIS  SANATORIUM  CARE 


AGE 

NO.  X-RAYED 

FOUND 

WAS  ADVISED 

15-19 

984 

°.7 

50.0 

ip-29 

3939 

O.7 

q 

OC 

3°-39 

465 1 

i-5 

15.2 

40-49 

3205 

2.9 

14.8 

50-59 

1950 

3-2 

4.4 

60-69 

639 

5-3 

9-7 

The  methods  of  carrying  out  such  surveys  are 
similar  in  various  parts  of  the  country.  In  Connecti- 
cut the  work  is  done  on  a voluntary  basis  at  cost. 
The  importance  of  speed  in  taking  chest  x-rays  has 
been  over  emphasized.  The  emphasis  in  Connecticut 
is  being  placed  on  taking  x-ray  films  of  the  best  pos- 
sible quality  for  interpretation  at  a rate  of  speed 
which  is  practicable  for  the  purpose  and  does  not 
unnecessarily  interfere  with  production  in  the  fac- 
tory. 

The  reports  on  x-ray  findings  are  confidential. 
Positive  findings  are  sent  to  the  family  physician  and 
the  individual  is  instructed  to  secure  the  interpreta- 
tion from  his  physician.  I he  industry  is  given  a 
statistical  analysis  of  the  x-ray  findings  but  no  indi- 
vidual names  are  included  in  this  report. 

The  follow-up  of  all  tuberculosis  cases  found  to 
see  that  they  get  under  medical  supervision  is  done 
by  the  Department  of  Tuberculosis  Control  in  co- 
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operation  with  local  health  authorities.  Many  other 
significant  chest  diseases  are  found  in  such  surveys 
which  are  reported  to  the  family  physicians. 

The  Connecticut  Tuberculosis  Association  and 
the  State  Tuberculosis  Commission  have  within  the 
last  few  months  devised  a plan  whereby  a fund  is 


being  established  to  further  the  control  of  tuber- 
culosis in  industry  where  inadequate  funds  seem  to 
be  the  obstacle  to  the  program.  This  program  is 
being  set  up  on  a cooperative  basis  among  the  local 
and  State  Tuberculosis  Associations  and  the  Tuber- 
culosis Commission. 


INDUSTRIAL  X-RAY  SURVEYS  — POINT  OF  VIEW  OF  AN  INDUSTRIAL 

PHYSICIAN 

Grit  Pharris,  m.d.,  East  Hartford 


The  Author.  Assistant  Medical  Director,  United 
Aircraft  Corporation 


It  is  presumed  that  the  prime  purpose  of  this  dis- 
cussion is  to  outline  some  of  the  problems  in- 
volved in  making  x-ray  surveys  in  industrial  plants 
and  suggest  ways  and  means  of  solving  them.  I do 
not  believe  any  of  you  will  disagree  with  the  state- 
ment that  accomplishments  in  this  direction  have  not 
measured  up  to  desired  levels.  There  must  be  some 
definite  reasons  for  this  shortcoming  and  it  would 
seem  that  the  problems  must  be  solved  if  satisfactory 
progress  is  to  be  expected.  These  problems  are 
changeable  to  both  the  surveyors  and  those  to  be 
surveyed.  Therefore,  any  logical  analysis  of  them 
should  deal  with  both  the  x-ray  survey  service  and 
with  industry. 

THE  PUBLIC  HEALTH  POINT  OF  VIEW 

Let  us  first  consider  this  question  from  the  point 
of  view  of  the  public  health  worker  and  the  special- 
ist in  the  field  of  tuberculosis  control. 

Just  what  is  the  objective  in  making  x-ray  surveys 
of  population  units,  and  why  is  it  desirable  to  include 
industrial  groups  in  such  studies?  The  answers  to 
these  questions  hardly  seem  indicated  here  because 
they  embrace  the  most  fundamental  concepts  of 
public  health  and,  consequently,  would  seem  to  be 
too  elementary  for  analysis  by  this  group.  But,  are 
the  answers  as  simple  to  the  general  public,  to  indus- 
try, to  industrial  workers  or  even  industrial  physi- 
cians? I do  not  believe  that  they  are.  All  of  us  are 
prone  to  look  upon  any  basic  policy  or  fundamental 
working  hypothesis  which  guides  our  activities  as 


equally,  or  nearly,  as  understandable  to  our  intended 
beneficiaries  as  they  are  to  us.  This  perfectly  human 
error  often  is  responsible  for  failure  to  reach  the 
objectives.  It  is  just  as  important  that  you,  as  tuber- 
culosis control  experts,  respect  this  fact  as  it  is  that 
the  salesman  of  soap  or  bonds  be  certain  that  his 
sales  talk  is  simple  and  convincing. 

You  understand  that  the  purpose  of  x-ray  surveys 
is  to  find  cases  and  sell  sound  tuberculosis  control 
gospel.  But  your  prospective  purchaser  does  not 
always  understand  the  purpose  as  well  as  you  do, 
and  for  reasons  which  are  numerous  and  complex. 
Ignorance,  prejudice,  superstitution  and  indiffer- 
ence are  some  of  the  reasons.  Even  some  plant  offi- 
cials are  not  immune  and  the  employees  are  incum- 
bered with  them  to  about  the  same  extent  as  the 
general  population  of  the  community. 

The  tuberculosis  experience  in  Connecticut  still  is 
not  creditable  except  in  a relative  sense.  To  say  that 
morbidity  and  mortality  rates  are  more  favorable 
than  the  national  average  is  comforting,  but  there  is 
no  real  source  of  satisfaction  in  the  necessary  admis- 
sion that  tuberculosis  still  is  a major  health  problem 
in  the  state.  I believe  that  Dr.  Paul  S.  Phelps  has 
found  approximately  0.75  per  cent  of  the  selectees 
and  draftees  to  present  x-ray  evidence  of  adult 
tuberculosis  and  at  least  39  per  cent  of  these  were  in 
active  stages  at  the  time  of  the  examinations.  He  also 
has  found  approximately  2 per  cent  of  industrial 
workers  to  show  x-ray  evidence  of  tuberculosis  with 
at  least  1 5 per  cent  of  these  in  active  stages. 

It  is  obvious  that  tuberculosis  is  an  important 
health  problem  in  industry  but  the  disease  should  not 
always  be  considered  as  definitely  more  prevalent 


Read  at  the  Semi  Annual  Meeting , Connecticut  Tuberculosis  Association,  New  Haven,  March  28,  1944 


INDUSTRIAL  HEALTH 


465 


among  industrial  workers  than  among  similar  age 
and  sex  groups  of  non  industrial  employees.  A small 
percentage  of  the  plants  present  definite  problems 
while  others  have  unrecognized  or  unadmitted 
hazards  which  abnormally  influence  the  health  of 
the  workers,  and  the  tuberculosis  experience  in  these 
plants  may  be  expected  to  exaggerate,  to  some  ex- 
tent, the  prevalence  figures  for  industry  as  a whole. 
But,  in  the  vast  majority  of  plants  employment  is 
imposing  comparatively  little,  if  any,  tuberculosis 
hazard  upon  the  employees  over  and  above  that 
caused  by  the  congregation  of  numerous  workers 
with  a few  unknown  cases  in  their  midst. 

It  is  important,  therefore,  that  in  approaching 
industrial  officials  concerning  x-ray  surveys,  you 
do  not  lose  sight  of  this  question  of  relative  tuber- 
culosis prevalence.  If  the  plant  is  a member  of  the 
unfavorable  group  mentioned  above,  management 
may  not  be  responsive  because  of  fear  of  the  survey 
results  as  well  as  for  other  reasons.  Officials  of  the 
better  plants  will  be  less  apprehensive  and  they  will 
cooperate  if  the  survey  is  handled  in  such  a manner 
that  they  will  not  be  labeled  with  the  unjustifiable 
stigma  of  having  conditions  in  their  plants  which 
are  responsible  for  the  development  or  aggravation 
of  tuberculosis. 

So  here  is  a place  where  you  must  “sell”  your- 
sielves  thoroughly.  If  industrial  officials,  even  in- 
cluding those  in  the  poorer  types  of  plants,  are  con- 
vinced that  you  are  only  trying  to  help  them  and 
their  employees  and  do  not  intend  to  subject  them 
to  unnecessary  censorship  or  disciplinary  action  be- 
cause of  the  findings,  the  majority  of  them  will  co- 
operate. 

It  should  be  borne  in  mind  that  plant  officials,  for 
all  their  prestige  as  measured  by  industrial  standards, 
still  are  laymen  from  our  point  of  view,  and  their 
information  on  health  matters  fits  into  about  the 
same  general  pattern  as  that  of  the  average  citizen 
or  industrial  employee.  They  usually  are  better  in- 
formed, to  be  sure,  and  are  quicker  to  see  the  ad- 
vantages of  any  program  which  you  might  present 
to  them.  But,  they  also  will  see  the  disadvantages  and 
have  their  faddish  notions  and  other  ideas  concern- 
ing health  problems  which  may  not  strictly  con- 
form to  your  own.  You  must  be  prepared  to  deal 
with  them  in  the  same  general  sense  that  you  would 
their  employees.  If  such  an  official  is  really  con- 
vinced that  the  survey  could  be  beneficial  to  himself, 
and  is  willing  to  follow  sound  advice  concerning  any 
chest  pathology  he  might  have,  then  you  will  expe- 


rience no  particular  difficulty  in  making  him  see  that 
the  program  also  could  be  beneficial  to  the  em- 
ployees. 

There  are  many  other  questions  which  might 
present  themselves  to  the  executive  relating  to  the 
survey.  It  is  presumed  that  you  either  have  answered 
specific  questions  or  have  anticipated  and  answered 
unspoken  ones  during  the  interview.  They  will  in- 
clude the  following  types:  “Why  did  they  select  my 
plant  for  the  survey?”  “Do  they  think  my  plant  is 
so  bad  that  employees  are  developing  tuberculosis?” 
“Will  the  survey  really  be  worth  anything  to  the 
plant  or  the  employees?”  “Will  the  finding  of  a few 
cases  of  tuberculosis  affect  my  insurance  rates?” 
“Will  the  findings  be  made  known  to  my  competi- 
tors or  the  public?”  “What  official  action  will  be 
based  upon  the  findings?”  “How  will  the  employees 
react  to  the  survey?”  If  these  questions  have  been 
convincingly  dispensed  with,  another  group  will 
then  present  themselves  and  require  answers.  They 
will  be  somewhat  as  follows:  “How  much  will  the 
survey  cost?”  “How  much  time  away  from  produc- 
tion will  be  required?” 

Since  the  workers  stand  to  derive  the  greatest 
benefits  from  the  x-ray  studies,  they  should  not  be 
overlooked  in  the  promotional  stages  of  the  pro- 
gram. If  the  program  is  clearly  presented  and  they 
are  given  to  understand  that  it  is  for  their  benefit 
and  is  not  detrimental,  a large  majority  will  volun- 
teer. But  ignorance,  distrust,  prejudice  and  the  like 
will  keep  a sizeable  group  from  cooperating.  Little 
improvement  can  be  expected  in  coping  with  these 
factors  of  ignorance  in  many  of  the  plants  until  the 
general  educational  level  of  the  community  is  raised. 

The  whole  problem  of  promoting  industrial  x-ray 
surveys,  in  so  far  as  the  tuberculosis  officials  are 
concerned,  is  principally  educational  relating  to 
tuberculosis  as  a disease  and,  secondarily,  being  able 
to  convince  management  and  labor  that  they  will  be 
benefited  rather  than  penalized  by  the  surveys. 

THE  INDUSTRIAL  POINT  OF  VIEW 

Now  that  we  have  spent  some  time  looking  into 
the  problems  of  x-ray  surveys  from  the  public 
health  point  of  view,  let  us  next  consider  the  indus- 
trial side  of  this  question.  I already  have  made  some 
references  to  the  industrialist’s  point  of  view,  but 
only  for  the  purpose  of  illustrating  some  of  the  pub- 
lic health  aspects  of  the  subject. 

I am  convinced  that  the  vast  majority  of  industrial 
officials  are  sufficiently  interested  in  the  physical 
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welfare  of  their  employees  to  support  any  programs 
for  the  improvement  of  working  conditions  which 
will  at  the  same  time  harmonize  with  the  entire 
production  program.  They  are  likely  to  see  x-ray 
surveys,  as  well  as  other  health  programs,  in  rela- 
tionship to  their  many  other  interests  more  clearly 
than  we  who  are  specifically  interested  in  the  health 
problems.  If  plant  executives  seem  to  be  unrespon- 
sive to  our  suggestions  concerning  health  services, 
there  usually  are  good  reasons  and  it  is  our  respon- 
sibility to  seek  these  out  and  overcome  them  if  we 
can. 

That  industrial  organizations  are  in  business  to 
make  money  is  an  economic  truism  which  cannot 
be  denied.  But,  this  fundamental  industrial  law  is  not 
and  should  not  be  considered  incompatible  with 
good  employee  health  standards.  To  the  contrary, 
progressive  plant  officials  fully  realize  that  good 
business  and  good  employee  health  are  inseparably 
related.  So,  from  the  sound  business  point  of  view 
alone,  to  say  nothing  of  the  philanthropic  interest 
which  many  plants  manifest,  they  are  going  to  take 
care  of  their  workers. 

You  might  ask  why  then,  if  this  is  true,  is  not 
more  interest  being  taken  in  plant  health  activities? 
There  are  some  plants,  of  course,  which  are  only 
secondarily  and  mildly,  if  at  all,  interested  in  the 
physical  welfare  of  their  employees  so  long  as  the 
overall  plant  health  experiences  are  insurable.  But, 
the  vast  majority  of  industrial  officials  in  Connecti- 
cut are  anxious  to  receive  any  help  they  can  get  to 
improve  conditions  in  their  plants.  But,  they  want  to 
be  sure  that  it  is  help  that  they  are  getting. 

As  proof  of  this  interest,  1 should  like  to  point  out 
that  for  a number  of  years  the  Manufacturer’s  Asso- 
ciation of  Connecticut  and  the  Connecticut  State 
Medical  Society,  through  their  respective  com- 
mittees on  industrial  health,  have  been  actively 
working  in  cooperation  with  representatives  of 
other  organizations  to  extend  and  improve  industrial 
medical  services  in  the  state.  In  view  of  the  progres- 
sive manner  in  which  all  of  these  groups  are  work- 
ing together,  further  very  material  progress  is  to 
be  expected. 

Many  examples  can  be  cited  to  show  what  indus- 
trial establishments  are  doing  along  this  line  but  for 
the  sake  of  brevity  I shall  take  the  liberty  of  limit- 
ing the  illustration  to  my  own  organization. 

The  United  Aircraft  Corporation  is  young,  as 
some  industrial  organizations  are  visualized,  and  its 
present  health  department  is  younger.  But  the  health 


program  long  since  has  passed  the  stage  where  it  is 
just  a surgical  repair  station  for  accident  victims. 
Although  this  medical  program  still  is,  as  in  almost 
all  other  industrial  organizations,  principally  con- 
cerned with  the  treatment  of  occupational  injuries 
and  diseases,  the  scope  of  service  has  been  extended 
until  many  other  activities  are  carried  on  including: 

1.  Preplacement  and  special  periodic  physical  ex- 
aminations of  applicants  and  employees.  Foremen 
and  other  supervisors  are  given  specific  recom- 
mendations and  assistance  concerning  physical 
limitations  of  employees  to  perform  specified  tasks, 
the  objective  being  to  insure  that  the  workers  do  not 
suffer  preventable  injury  or  illness  as  the  result  of 
their  jobs. 

2.  Reasonable  first  aid  and  advice  concerning  non 
occupational  disorders.  We  do  not  attempt  to  pro- 
vide complete  care  for  such  non  job  connected 
conditions  but  carry  such  patients  through  the  day 
comfortably  or  provide  necessary  care  until  treat- 
ment can  be  provided  by  private  physicians  for  cases 
requiring  immediate  medical  attention. 

3.  Special  aeromedical  service  for  airplane  pilots 
and  other  employees  subjected  to  hazards  associated 
with  high  altitude  flying.  This  is  a highly  specialized 
phase  of  preventive  medicine  requiring  the  services 
of  specially  trained  physicians. 

4.  Industrial  hygiene  service  involving  investiga- 
tions and  studies  of  actual  and  potential  health 
hazards  in  the  plants  and  the  inauguration  of  ade- 
quate control  measures. 

5.  Special  medical  and  sanitary  supervision  of 
cafeteria  employees,  foods  served  and  general  health 
conditions  under  which  workers  are  fed. 

6.  General  sanitary  supervision  of  toilets,  wash 
rooms,  drinking  fountains  and  other  similar  facilities. 

7.  Visiting  nursing  consultation  service  for  em- 
ployees losing  time  because  of  illness. 

8.  General  supervision  of  health  of  employees  in 
the  plants  for  the  purpose  of  safeguarding  them 
against  communicable  diseases. 

It  may  be  seen,  then,  that  the  activities  of  the 
Medical  Department  are  by  no  means  limited  to  first 
aid  and  surgical  care  of  occupational  injuries  but 
include  many  other  essential  phases  of  a compre- 
hensive program  of  preventive  medicine. 

You  naturally  are  interested  in  what  we  might  be 
doing  in  connection  with  tuberculosis.  Although 
our  plans  have  not  been  completed  along  this  line  in 
all  the  plants,  we  are  not  overlooking  the  problem. 
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In  some  of  our  medical  units,  all  applicants  are  given 
chest  x-ray  examinations  and  suspicious  and  positive 
cases  are  referred  to  private  physicians  for  diagnosis 
and  treatment.  We  do  not  employ  such  people  until 
active  disease  has  been  ruled  out  or  until  activity  has 
been  definitely  arrested.  We  make  x-ray  examina- 
tions in  some  of  the  other  plants  only  when  they  are 
indicated  for  the  reason  that  facilities  are  not  ade- 
quate as  yet  to  do  the  work  on  a routine  basis,  but 
plans  are  being  made  to  include  this  service  both 
on  preemployment  and  interval  examinations. 

In  the  meantime,  we  have  not  entirely  ignored  the 
problem  of  tuberculosis  among  workers  not  x-rayed 
before  employment.  The  x-ray  survey  in  the  East 
Longmeadow,  Massachusetts,  plant  of  the  Pratt  & 
Whitney  Aircraft  is  an  example.  The  Hampden 
County  Tuberculosis  Association,  working  in  co- 
operation with  the  Massachusetts  Department  of 
Health,  recently  completed  a survey  there  in  which 
approximately  92  per  cent  of  the  employees  volun- 
teered. The  workers,  as  well  as  management,  were 
very  favorably  impressed  with  the  service  and  with 
the  confidential  and  efficient  manner  in  which  it  was 
conducted. 

What  was  the  survey  worth?  There  is  no  way  of 
getting  the  full  answer,  but  both  the  employees  and 
management  undoubtedly  were  benefited  to  a great 
extent.  The  possible  values  to  the  workers  are  too 
obvious  to  require  description  here,  but  the  advan- 
tages which  management  stands  to  gain  seem  to  be 
worthy  of  some  description.  One  of  the  questions 
which  often  is  raised  by  plant  officials  concerning 
x-ray  surveys  conducted  by  official  agencies  relates 
to  the  use  which  can  be  made  of  the  findings  by  the 
plant. 

The  fundamental  objective  of  the  survey  is  to  help 
the  workers,  and  this  goal  best  can  be  reached  by 
handling  the  program  as  a confidential  matter  be- 
tween the  health  officials  and  the  workers.  But  man- 
agement can  utilize  findings  profitably  without 
knowing  the  diagnosis  on  individual  employees. 
Arrangements  have  been  made  with  the  Massa- 
chusetts tuberculosis  authorities  for  them  to  give  us 
the  x-ray  findings  by  departments  of  the  plant.  We 


will  not  under  any  circumstances  be  given  the  name 
of  the  individuals  x-rayed.  These  data  will  be  ana- 
lyzed to  determine  whether  any  chest  disorders 
might  have  been  caused  or  aggravated  by  the  work 
carried  out  in  the  departments.  We  do  not  suspect 
that  any  of  the  jobs  in  the  plant,  as  now  ventilated 
and  otherwise  controlled,  are  dangerous  to  the  health 
of  the  workers  but  we  will  resort  to  this  procedure 
for  checking  on  the  efficiency  of  our  control  facil- 
ities. Should  any  unsafe  conditions  be  revealed  or 
suggested  by  the  x-ray  findings,  appropriate  steps 
will  be  taken  to  control  the  hazards  involved. 

This  discussion  of  the  progress  of  industrial  health 
service,  and  the  examples  of  what  is  being  done  in 
my  own  organization,  was  intended  to  illustrate  that 
industry  represents  one  of  the  principal  recipients 
of  preventive  medicine,  and  that  accomplishments 
already  have  reached  a high  level  in  many  plants. 
Still  better  health  protection  will  be  provided  and 
your  objectives  to  control  tuberculosis  will  not  be 
overlooked.  Some  of  the  larger  plants  can,  and  wall, 
provide  this  service  without  your  aid,  while  others 
must  look  to  you  for  help.  The  success  in  this  under- 
taking is  very  largely  in  your  hands.  There  prob- 
ably are  some  plants  in  the  state  which  are  not  inter- 
ested in  the  work  at  this  time,  and  I believe  the 
principal  reasons  either  have  been  described  or  sug- 
gested in  this  discussion.  They  are  due,  in  the  main, 
to  lack  of  fundamental  understanding  of  the  com- 
munity and  industrial  significance  of  the  tubercu- 
losis problem;  insufficient  knowledge  of  your  objec- 
tives and  procedures  in  making  the  surveys;  lack  of 
confidence  in  your  ability  to  handle  the  findings  in 
a fair  and  profitable  manner.  Some  are  afraid  to  face 
the  findings,  probably  for  reasons  best  known  to 
themselves,  while  a few^  just  don’t  care  to  be  both- 
ered. Tuberculosis  control  is  a commodity  easily  and 
cheaply  available  to  all  industrial  workers  in  the 
state  but,  like  other  health  services,  it  must  be  “sold” 
to  them  and  the  “price”  which  yon,  not  they,  must 
pay  to  deliver  the  service  sometimes  is  high.  Your 
success  will  depend  upon  the  investments  made  in 
the  form  of  sound,  honest,  and  persistent  educa- 
tional effort. 


FQgyiCTORY 
BUY 


THOUSANDS  HAVE  SAID  — “Cleverest  little  device  I’ve 

seen  in  thirty  years  of  practice!”  Thus,  they  refer  to  the  $37.50  “Hyfrecator,” 
for  the  permanent  removal  of  foreign  growths  by  the  proven  electrodesic- 
cation method.  Write  or  phone  for  your  free  twenty-four  page  booklet 
“Symposium  on  Electrodesiccation.”  No  obligation;  but  we  shall  offer  to 
sell  vou  one  of  the  “Hyfrecators”,  of  course.  Professional  Equipment  Com- 
pany, 36  Howe  Street,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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Principles  Governing  Employment  of 
Pregnant  Women 

The  Committee  on  Industrial  Health,  following  a 
conference  with  a committee  of  obstetricians  from 
the  State  Medical  Society,  has  decided  upon  the 
following  guiding  principles  as  suggestions  which 
Industry  might  wish  to  follow  in  dealing  with  preg- 
nancy among  employees.  These  principles  were 
submitted  on  April  17  to  Mr.  W.  Adam  Johnson, 
Secretary  of  the  Industrial  Health  and  Safety  Com- 
mittee of  the  Connecticut  Manufacturers  Associa- 
tion. 

1.  It  should  be  the  responsibility  of  all  employees 
to  report  their  pregnancy  not  later  than  the  third 
month  to  the  plant  medical  department  or,  where 
there  is  no  medical  department,  to  their  supervision. 

2.  No  pregnant  employee  should  be  allowed  to 
work  over  48  hours  in  any  one  week  nor  more  than 
six  days  a week. 

3.  Most  pregnant  women  desire  employment  on 
the  day  shift  for  the  sake  of  convenience.  However, 
shift  work  has  not  proved  harmful  where,  through 
education  and  medical  guidance,  the  worker  is  made 
aware  of  the  necessity  for  the  proper  amount  of  rest 
and  number  of  meals. 

4.  No  pregnant  woman  should  work  in  industry 
after  the  seventh  month  of  pregnancy  nor  for  two 
months  following  childbirth. 

5.  Pregnant  employees  should  always  be  under  the 
care  of  a physician. 

6.  Plant  supervision  or  the  medical  department 
should  contact  both  the  employee  and  her  attend- 
ing physician  once  each  month  during  employment. 

7.  No  pregnant  woman  should  be  allowed  to  do 
any  heavy  lifting  or  strenuous  manual  labor. 

8.  It  must  be  borne  in  mind  that  the  above  prin- 
ciples cannot  be  applied  blindly  to  each  and  every 
case  of  pregnancy  among  workers  but  are  intended 
only  as  guiding  rules.  Each  case  should  be  studied 
and  decided  upon  individually  after  carefid  consid- 
eration has  been  given  to  all  the  factors  involved. 

The  Women  Problem  in  Industry 

We  are  indebted  to  Industrial  Medicine  for  the 
following  summary  of  certain  specific  problems  en- 
countered because  of  the  increasing  number  of 
women  found  in  industry  today  together  with  sug- 
gestions for  improvement  in  certain  particulars . 

Manufacturing  methods  will  continue  to  improve 


with  the  increased  employment  of  women,  espe- 
cially with  regard  to  protection  against  potentially 
hazardous  exposures  ordinarily  resulting  in  sickness 
and  accidents  of  industrial  type. 

Better  industrial  eyesight  programs  will  result,  as 
women  are  often  given  jobs  of  inspection,  precision 
work,  color  identification,  etc. 

Case  finding  procedures  regarding  pulmonary 
tuberculosis  should  be  given  added  incentive,  owing 
to  the  higher  incidence  of  this  disease  in  younger 
women. 

The  specific  physiological  problems  of  women 
(menstruation,  pregnancy  and  the  menopause)  do 
not  appear  to  be  a cause  for  much  concern,  except 
as  represented  by  the  phase  of  social  adjustment. 
Unless  excellent  supervision  can  be  provided,  supple- 
mented by  appropriate  professional  consulting  serv- 
ices, it  is  believed  that  it  is  inadvisable  at  present  to 
allow  the  pregnant  woman  to  continue  at  work, 
contingent  of  course,  upon  circumstances  in  indi- 
vidual cases. 

Women  are  a little  harder  to  deal  with  than  men 
in  a medical  sense— they  have  more  problems  and 
more  unexplained  symptoms,  and  they  present  more 
requests  for  transfers;  “we  have  a great  deal  of 
difficulty  with  married  women  with  young  children, 
who  consistently  request  transfers  and  also  want  the 
same  shift  as  the  husband.” 

The  more  extensive  use  of  women  counselors, 
women  physicians,  and  women  safety  directors  is 
suggested,  for  it  seems  obvious  that  women  em- 
ployees will  more  readily  unburden  their  personal 
difficulties  to  professional  women  in  these  phases 
of  industrial  life. 

But  it  is  believed  that  women  have  made  for 
themselves  a permanent  place  in  industry  and  it  ap- 
pears that  industrial  personnel  whose  responsibility 
it  is  to  work  with  women  applicants  and  employees, 
will  do  well  to  continue  to  minimize  the  difficulties 
of  their  absorption  into  industry. 


Physical  Fitness 

The  Federal  Security  Agency,  whose  adminis- 
trator is  Paul  V.  McNutt,  has  published  two 
brochures,  one  on  Physical  Fitness  and  Production, 
designed  for  the  individual  and  the  second  on 
Physical  Fitness  in  Industry,  designed  to  aid  man- 
agement and  labor  in  meeting  their  responsibilities. 
Both  brochures  are  effusively  illustrated  and  adorned 
with  the  national  colors,  red,  white  and  blue. 
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WOMAN’S  AUXILIARY 

OF  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

President,  Mrs.  H.  Bertram  Lambert,  Bridgeport  Secretary,  Mrs.  Charles  W.  Goff,  West  Hartford 

Vice  President,  Mrs.  Creighton  Barker,  New  Haven  Treasurer,  Mrs.  Julian  G.  Ely,  Lyme 


Report  of  the  Woman’s  Auxiliary  Meeting 
May  15,  1944,  New  Haven  Lawn 
Club,  New  Haven 

By  invitation  of  Dr.  Creighton  Barker,  executive 
secretary  of  the  Connecticut  State  Medical  Society, 
the  officers  of  the  Woman’s  Auxiliary  met  with  Dr. 
Barker  and  Dr.  Ralph  Gilman,  chairman  of  the 
Advisory  Committee.  Dr.  Barker  opened  the  discus- 
sion of  organizational  procedures.  It  was  agreed  that 
during  summer  months  the  officers  of  the  State 
Woman’s  Auxiliary  should  meet  with  the  Board  of 
Directors  to  establish  the  Constitution  and  By-laws, 
and  do  the  functional  planning  of  organization.  The 
meeting  will  be  held  on  June  21,  at  2:30  p.  m.,  at 
Connecticut  State  Medical  Society  office  in  New 
Haven. 

All  doctor’s  wives  will  shortly  receive  an  index 
card  to  obtain  information  if  they  are  interested  to 
become  members  of  the  Auxiliary,  and  also  in  re- 
ceiving information  concerning  the  Auxiliary.  This 
card  will  be  acompanied  by  a letter,  giving  a brief 
report  of  what  has  been  done,  and  a summary  of  the 
purpose  of  the  State  Auxiliary.  The  letter  also 


states,  that  a meeting  of  the  Auxiliary  will  be  held 
at  the  time  of  the  annual  Clinical  Congress  of  the 
State  Medical  Society  in  New  Haven  and  all  inter- 
ested in  the  Auxiliary  are  urged  to  attend. 

Mrs.  H.  Bertram  Lambert,  president  of  the 
Woman’s  Auxiliary  suggested  that  all  notices  and 
reports  of  Auxiliary  meetings  should  be  sent  by  the 
secretary  to  Dr.  Barker,  for  release  to  local  news- 
papers. It  was  felt  that  such  publicity  may  be  of  help 
to  create  an  interest  in  the  Auxiliary. 

Mrs.  Lambert  reported  that  Dr.  George  M.  Smith, 
retiring  president  of  the  State  Medical  Society  gave 
a personal  gift  of  $100  to  the  Auxiliary.  The  Council 
of  the  State  Society  has  appropriated  $150  for  the 
use  of  the  Auxiliary  during  its  organization  period. 

Details  of  clerical  procedures  were  discussed. 

Meeting  adjourned  at  3:15  p.  m. 

Present  at  the  meeting:  Mrs.  H.  Bertram  Lambert, 
President;  Mrs.  Creighton  Barker,  Vice-President; 
jMrs.  Charles  W.  Goff,  Secretary;  Mrs.  Julian  O. 
Ely,  Treasurer;  Dr.  Creighton  Barker,  Executive 
Secretary;  Dr.  Ralph  Gilman,  Chairman  Advisory 
Committee. 

Mrs.  C.  W.  Goff,  Secretary 


First  Institute  On  Hospital  Help  Set 
For  Late  June 

To  assist  hospital  administrators  in  solving  numer- 
ous personnel  problems  confronting  them  in  the 
face  of  today’s  labor  shortages,  the  first  institute  on 
hospital  personnel  management  was  conducted  June 
26  to  30  by  the  committee  on  personnel  relations  of 
the  council  on  administrative  practice  of  the  Ameri- 
can Hospital  Association.  The  committee  received 
the  cooperation  of  Yale  University,  the  New  Eng- 
land Hospital  Assembly,  and  the  Connecticut  Hos- 
pital Association  in  the  project,  according  to  James 
A.  Hamilton,  director  of  New  Haven  Hospital,  who 
heads  the  institute. 

Lectures,  seminars,  round  table  and  panel  discus- 
sions included  consideration  of  such  subjects  as  per- 


sonnel problems,  selection  and  placement,  labor 
turnover,  supervision  of  employees,  morale  building, 
merit  rating  and  promotion,  organization  of  training- 
programs,  wages  and  financial  incentives,  handling 
of  grievances,  collective  bargaining,  employee  health 
service,  and  other  related  problems.  The  faculty  was 
composed  of  leaders  from  hospital  administrative 
staffs,  university  faculties,  industry,  and  government. 

New  Hospitals  in  Mexico 

The  Mexican  Department  of  Health  and  Public 
Welfare  is  planning  construction  of  small  hospitals 
and  medical  centers  throughout  the  nation,  to  pro- 
vide necessary  health  services  to  the  remotest  parts 
of  the  republic.  Each  unit  will  have  100  beds  and 
will  cost  approximately  100,000  pesos,  roughly 
$20,000. 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


ACROSS  THE  CONTINENT 


Record  Life  Expectancy  in  1942 

The  American  people  could  look  forward  in  1942 
to  an  average  life  span  of  64.82  years,  according  to 
a recent  statistical  bulletin  of  the  Metropolitan  Life 
Insurance  Company.  This  figure,  which  is  the  high- 
est on  record,  represents  a gain  of  more  than  15 14 
years  since  the  beginning  of  the  century  when  the 
average  length  of  life  was  only  49%  years. 

The  average  life  expectancy  for  white  females 
increased  17/2  years  from  1900  to  1942,  as  com- 
pared with  a slightly  smaller  gain  of  1 5 14  years  for 
males.  In  the  colored  population,  also,  the  advance 
in  average  length  of  life  was  appreciable  for  both 
sexes,  with  the  female  increase  of  23  years  again 
exceeding  the  male  figure  of  2 1 14 . It  should  be 
noted,  however,  that  colored  persons  of  both  sexes 
had  in  J942  an  average  length  of  life  some  ten  years 
shorter  than  that  of  white  persons.  Unquestionably 
there  is  still  substantial  room  for  improvement  in  this 
population  group. 

According  to  the  Company’s  life  tables,  the  usual 
retirement  age  of  65  will  be  attained  by  more  than 
two-thirds  of  the  persons  now  between  25  and  35, 
by  almost  three-quarters  of  those  now  45  and  by 
four-fifths  of  persons  55  years  old.  1 he  average  per- 
son of  65  has  a very  favorable  outlook,  with  13.12 
more  years  of  life  remaining. 

This  1942  record  for  longevity  was  not  equalled 
in  1943  and  probably  will  not  be  in  1944.  Although 
the  effects  of  the  first  year  of  war  were  not  reflected 
in  the  mortality  rates  for  1942,  it  can  be  expected 
that,  as  the  conflict  continues  and  demands  on  the 
civilian  economy  and  the  personnel  charged  with 
the  care  of  health  mount,  the  toll  will  be  exacted  on 
the  home  front. 

National  Legislation  for  Tuberculosis 
Control 

Two  bills  have  been  introduced  into  Congress— 
H.R.  4615  and  S.  1851  to  establish  a division  of 
tuberculosis  in  the  United  States  Public  Health 
Service,  and  to  make  investigations  and  demonstra- 
tions for  developing  more  effective  measures  of 
prevention,  treatment  and  control  of  tuberculosis. 
To  assist  through  grants  to  States  for  the  carrying 


out  of  the  program  in  various  states,  an  appropria- 
tion of  $10,000,000  is  provided. 

The  War  Emergency  Committee  of  the  National 
Tuberculosis  Association  has  approved  the  bill,  and 
also  the  State  and  Territorial  Health  Officers  Asso- 
ciation. Copies  of  the  bill  are  available  upon  request 
from  the  Connecticut  Tuberculosis  Association. 

National  Facts 

Total  membership  in  blue  Cross  plans  on  January 
1,  1944,  exceeded  13,000,000  persons.  Growth  dur- 
ing. 1943  numbered  2,600,000  persons. 

Hospital  payments  by  Plans  annually  exceed 
$60,000,000. 

Plans,  on  the  average,  could  provide  several 
months  of  hospital  care  at  current  rates  of  utiliza- 
tion without  additional  income. 

The  average  rate  of  hospital  utilization  for  the 
year  1943  was  10.5  admissions  per  hundred  partici- 
pants. This  is  3 per  cent  less  than  the  1942  average, 
and  2 per  cent  less  than  1941. 

The  average  length  of  hospital  stay  for  Blue 
Cross  patients  for  the  year  was  7.6  days  as  compared 
to  8.2 1 in  1942.  This  is  less  than  the  national  average: 
the  saving  in  manpower  days  amounted  to  2,000,000 
during  1943. 

Blue  Cross  babies  born  in  1943  numbered  200,000. 

750,000  service  men  and  women  have  temporarily 
suspended  their  Blue  Cross  contracts  until  their 
service  discharge,  when  they  may  again  become 
active.  Many  of  their  dependents  continue  to  be 
protected. 

1944  Goal:  at  least  5,000,000  more  subscribers. 

American  Hospital  Association  Names  Two 
New  Council  Secretaries 

In  keeping  with  its  policy  of  research  and  service 
for  members  and  to  facilitate  a more  complete 
tinderstanding  of  the  complexities  of  health  main- 
tenance, the  American  Hospital  Association  an- 
ounces  the  appointment  of  two  new  Council 
secretaries. 

Dr.  Hugo  V.  Hullerman  will  be  secretary  of  the 
Council  on  Professional  Practice  which  coordinates 
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matters  of  a professional  nature  in  hospitals.  Its 
scope  covers  affairs  dealing  with  medical  service, 
nursing,  dietetics,  social  service,  x-ray,  physical 
therapy  and  related  subjects. 

Until  his  resignation  to  assume  his  new  duties  with 
the  American  Hospital  Association,  Dr.  Hullerman 
was  chief  of  the  division  of  maternal  and  child 
hygiene  of  the  Illinois  department  of  health  at 
Springfield.  A graduate  of  the  University  of  Minne- 
sota Medical  School,  Dr.  Hullerman  received  a 
master  of  science  degree  in  public  health  at  the 
University  of  Michigan  in  1938. 

Hazen  Dick  is  the  newly  appointed  secretary  of 
the  association’s  Council  on  Administrative  Practice. 
This  council  correlates  for  association  members  in- 
formation of  such  general  administrative  fields  as 
hospitals  economics,  admission  and  collection  pro- 
cedure, personnel  relations,  accounting,  and  similar 
management  responsibilities.  Mr.  Dick  has  been  ad- 
ministrator of  both  the  Louisville,  Kentucky,  Gen- 
eral Hospital  and  Waverly  Hills  Sanatorium  in 
Kentucky. 

Five  Years’  Experience 

The  California  Physicians’  Service  completed  its 
fifth  year  on  February  1,  1944.  This  is  a non  profit 
corporation  which  issues  several  types  of  contracts 
covering  both  hospital  care  and  medical  services. 
These  are  listed  as  follows:  Surgical  service  contract, 
two  visit  deductible  medical  rider,  surgical  reim- 
bursement contract,  C.  P.  S.  hospitalization  rider, 
rural  health  contract,  and  housing  project  contract. 

In  its  fifth  annual  report,  California  Physicians’ 
Service  lists  its  gross  income  averages  as  $100,000  per 
month.  It  has  been  able  to  raise  the  unit  value  from 
$1.10  in  1940  to  $2.25  in  1944,  to  increase  its  unit 
stabilization  fund  to  $70,000,  and  to  repay  $7,000  of 
the  original  loans  made  to  it  by  the  California  Medi- 
cal Association.  California  Physicians’  Service  re- 
ports that  “no  governmental  agency  can  possibly 
maintain  that  there  K any  justification  for  its  enter- 
ing the  field  directly  as  long  as  the  California  medi- 
cal profession  is  willing  to  meet  the  need  through 
C.  P.  S.” 

Although  California  Physicians’  Service  recog- 
nizes that  it  still  has  several  major  problems  with 
which  it  must  contend,  not  least  of  which  is  the 
development  of  better  relationships  with  its  profes- 
sional members,  yet  it  may  point  with  just  pride  to 
its  accomplishments  during  the  past  five  years.  It 
takes  courage,  vision,  and  above  all  a keen  business 


acumen  to  inaugurate  and  successfully  operate  an 
undertaking  of  the  magnitude  of  California  Physi- 
cians’ Service.  Organized  medicine  owes  much  to 
such  pioneers  as  these. 

Pharmacists  Want  Participation  in  Prepaid 
Medical  Care 

John  J.  Dugan,  chairman  of  the  executive  com- 
mittee of  the  Connecticut  Association  for  the  Ad- 
vancement of  Professional  Pharmacy,  believes  the 
time  has  come  for  The  Connecticut  Pharmaceutical 
Association  to  offer  a definite  plan  for  participation 
in  a prepaid  medical  care'  program.  Writing  in  the 
Alay  issue  of  Connecticut  Pharmacist , Air.  Dugan 
calls  upon  the  president  of  the  Pharmaceutical  Asso- 
ciation to  appoint  a study  committee  to  draw  up  a 
plan  providing  for  free  choice  of  pharmacist  and 
pharmacy  for  the  patient.  He  believes  that  the  cost 
of  prescriptions  and  drugs  should  be  established  by 
a committee  of  pharmaceutically  trained  individuals, 
that  a definite  program  should  be  formulated  and 
submitted  to  a committee  of  the  Connecticut  State 
Medical  Society  and  later  to  the  proper  source  for 

Connecticut  is  one  of  the  few  states  where  medi- 
cine and  pharmacy  have  sat  down  together  and  dis- 
cussed their  common  problems.  The  two  State 
Societies  have  a joint  committee  for  this  purpose. 
Medicine  will  welcome  the  opportunity  to  include 
pharmacy  in  its  discussion  of  plans  for  prepaid  medi- 
cal care  when  the  program  has  reached  a scope  suffi- 
ciently large  to  include  the  problem  of  free  choice 
of  pharmacist. 

Michigan  Medical  Service  Out  of  the  Red 

In  April  the  Michigan  Aledical  Service  announced 
that  it  is  now  “in  the  black.” 

Not  only  has  the  organization  been  on  a paying 
basis  for  a year  and  a half,  but  it  has  overcome  a 
deficit  which  at  one  time  threatened  dissolution  of 
the  entire  program. 

The  Medical  Service  has  just  completed  its  fourth 
year  of  operation.  The  group  support  which  has 
been  given  to  it  by  Michigan  doctors,  despite  early 
reverses  which  could  easily  have  been  fatal,  now  is 
proved  justified.  Moreover,  Alichigan  Aledical  Serv- 
ice today  constitutes  the  nation’s  outstanding 
demonstration  of  the  practical  success  which  can  be 
achieved  by  medical  service  prepayment  programs 
sponsored  by  the  medical  profession  itself. 
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REPORT  OF  THE  DRUG  ADDICTION 
COMMITTEE 

The  barbiturate  problem,  which  has  involved  so  much 
study  and  argument  in  recent  years,  seems  to  have  been 
solved,  satisfactorily  for  the  present  at  least,  by  the  deci- 
sion to  restrict  the  sale  of  the  barbiturates  to  a doctor’s 
prescription. 

A notice  was  sent  to  all  Connecticut  physicians  on  Janu- 
ary 14,  1944,  by  the  Dairy  and  Food  Commission  of  Con- 
necticut, which  stated  that  as  a result  of  a conference  held 
by  the  Drug  Addiction  Committee  of  the  State  Medical 
Society  and  the  Drug  and  Cosmetic  Division  of  the 
State  Diary  and  Food  Commission,  the  attention  of  all 
physicians  was  called  to  section  503  (b)  of  the  Federal 
Food,  Drug  and  Cosmetic  Act. 

This  section  provided  that  if  the  prescribing  physician 
fails  to  mark  the  prescription  of  a drug  containing  any 
quantity  of  the  following  narcotic  or  hypnotic  substances: 
“Alpha  eucaine,  barbituric  acid,  beta-eucaine,  bromal,  can- 
nabis, carbromal,  chloral,  coca,  cocaine,  codeine,  heroin, 
marihuana,  morphine,  opium,  paraldehyde,  peyote,  or  sul- 
phonmethane;  or  any  chemical  derivative  of  such  substance,” 
as  non-refillable,  the  druggist  must  place  the  statement 
“Warning,  May  be  habit  forming”  on  the  label. 

While  this  is  not  the  state  law,  to  avoid  the  possibility  of 
strict  enforcement  of  that  provision  of  the  federal  law  by 
the  Federal  Food  and  Drug  Administration,  all  physicians 
should  mark  prescriptions  containing  any  of  the  above 
mentioned  narcotics  or  hypnotics  as  non-refillable. 

The  Board  of  Pharmacy  Commissioners  recently  notified 
all  pharmacists  that  while  the  state  law  permits  the  refilling 
of  the  prescritptions  containing  the  above  mentioned  drugs 
without  the  warning  label,  unless  the  physician  directs  other- 
wise, “unusual  or  repeated  refillings  of  these  drugs  should 
be  called  to  the  attention  of  the  physician  for  authority  to 
continue  refilling  the  same.”  Narcotic  preparations  are,  of 
course,  also  subject  to  the  restrictions  of  the  State  Uniform 
Narcotic  Drug  Law. 

The  cooperation  of  all  physicians  in  these  efforts  by  the 
Federal  Food  and  Drug  Administration,  the  Board  of  Phar- 
macy Commissioners  and  the  Dairy  and  Food  Commission 
to  confine  the  use  of  these  drugs  to  the  limits  desired  by 
the  medical  profession  in  the  treatment  of  their  patients, 
will  be  appreciated. 

Many  druggists  have  asked  the  Commission  to  call  the 
attention  of  physicians  to  the  necessity  of  immediately  mail- 
ing them  the  prescription  for  drugs  dispensed  on  telephone 
requests.  The  druggist  must  have  the  prescription  on  file 


when  he  has  dispensed  drugs  limited  by  law  or  labeling  to 
prescription  sale. 

Dr.  Clifford  D.  Aloore  of  Newtown,  the  Chairman  of  the 
Committee,  is  now  serving  as  a Surgeon  (R)  in  the  U.  S. 
Public  Health  Service. 

John  H.  Foster, 

For  the  Committee  on  Drug  Addiction. 


REPORT  OF  SPECIAL  COMMITTEE  TO  STUDY 
PROPOSAL  OF  CONNECTICUT  PLAN  FOR 
HOSPITAL  CARE,  INC. 

Air.  President  and  Alembers  of  the  House  of  Delegates: 

The  House  of  Delegates  at  its  meeting  on  December  8, 
1943  voted  that  the  question  referred  by  the  Connecticut 
Plan  for  Hospital  Care  be  referred  to  a committee  appointed 
by  the  council.  The  council  met  immediately  after  the  meet- 
ing of  the  House  of  Delegates  and  appointed  the  following 
committee:  Howard  S.  Colwell,  Louis  P.  Hastings,  Edward 
H.  Kirschbaum,  James  R.  Miller,  Berkley  M.  Parmelee,  Karl 
T.  Phillips  and  T.  P.  Murdock,  Chairman. 

Because  of  the  importance  of  this  subject  now  and  in  the 
future  the  committee  believes  that  the  Council  and  the 
House  of  Delegates  of  the  Connecticut  State  Medical 
Society  should  have  an  explanatory  outline  of  its  studies  as 
well  as  its  conclusions. 

The  committee  held  its  first  meeting  during  December. 
At  this  meeting  the  proposal  of  the  Connecticut  Plan  for 
Hospital  Care  to  include  professional  service  within  its 
contract  to  subscribers  was  carefully  reviewed.  One  of  the 
members  of  the  committee  was  appointed  to  request  a 
counter  proposal  from  the  radiological  section.  A joint 
meeting  was  then  held  with  a committee  from  the  Con- 
necticut Plan  for  Hospital  Care.  Representatives  of  the 
radiological  section  attended  this  meeting.  Later  on  the 
committee  met  with  representatives  of  the  radiologists,  car- 
diologists, anesthestists  and  pathologists.  In  February  the 
chairman  of  the  committee  while  in  Chicago  interviewed 
the  secretary  and  a prominent  member  of  the  American  Col- 
lege of  Radiology.  The  committee  felt  it  necessary  at  this 
time  to  obtain  an  opinion  from  the  Connecticut  Medical 
Examining  Board  as  to  the  legality  of  the  Connecticut 
Plan  for  Hospital  Care  or  member  Hospitals  to  include  pro- 
fessional services  within  its  contract.  At  a later  date  the 
committee  again  met  with  representatives  of  the  Connect- 
icut Plan  for  Hospital  Care. 

It  is  the  feeling  of  the  representatives  of  the  Connecticut 
Plan  for  Hospital  Care  that  this  is  a matter  between  the 
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hospital  and  the  groups  in  medicine  working  in  the  hos- 
pitals under  contract  or  on  a percentage  basis.  These  groups 
feel  that  they  should  be  divorced  from  the  hospitals  and  that 
their  services  could  not  and  should  not  be  provided  by  the 
hospitals.  The  representatives  of  all  of  the  groups  involved, 
but  one,  were  unanimous  in  this  decision.  I his  one  group 
was  divided  in  its  opniion.  The  majority  of  this  group  felt 
that  hospital  executives  had  not  interfered  with  their  de- 
partments or  their  work  and  that  working  conditions  and 
salaries  were  satisfactory.  In  general  it  is  the  feeling  of  the 
overwhelming  majority  of  the  representatives  of  these  vari- 
ous group  that  they  should  be  treated  as  other  members 
of  the  profession  and  that  their  services  should  not  and 
could  not  be  sold  by  the  hospitals  to  any  hospital  plan  and 
that  there  is  a definite  distinction  between  “hospital  serv- 
ice” and  "professional  service.”  The  same  opinion  is  held  by 
representatives  of  the  American  Radiological  Society.  At 
the  request  of  the  Connecticut  Medical  Examining  Board 
the  attorney  general  furnished  the  board  an  opinion  which 
was  presented  to  your  committee.  The  committee  feels  that 
this  is  an  evasive  opinion  and  submits  the  concluding  para- 
graph. “In  conclusion,  I think  any  attempt  to  distinguish 
between  ‘hospital  care’  and  ‘hospital  services’  and  how  far 
they  differ  from  medical  services,  if  at  all,  is  a problem 
which  offers  little  solution  from  legal  authorities  or  Court 
decisions.” 

From  this  outline  your  committee  feels  that  you  will 
agree  that  the  study  of  this  perplexing  problem  has  been 
thorough  and  exhaustive.  The  majority  of  the  committee 
is  in  agreement  with  the  medical  groups  involved  and  be- 
lieves that  “hospital  service”  and  “professional  service”  are 
separate  and  distinct.  One  member  of  the  committee  is  un- 
willing to  sign  the  majority  report  but  does  not  desire  to 
submit  a minority  report.  The  majority  of  the  committee 
submits  the  following  resolution  to  the  Council  and  the 
House  of  Delegates:  “After  due  and  careful  consideration 
of  the  question  submitted  for  study,  the  majority  of  the 
committee  reports  that  it  is  opposed  to  the  inclusion  of  pro- 
fessional services  as  a part  of  any  hospital  plan." 

Howard  S.  Colwell, 

Edward  H.  Kirschbaum, 

James  R.  Miller, 

Berkley  M.  Parmelee, 

Karl  T.  Phillips, 

Thomas  P.  Murdock,  Chairman. 


Alabama  Plans  Four-year  Medical  College 

The  University  of  Alabama  School  of  Basic  Medi- 
cal Sciences,  located  at  University,  Alabama,  is  being 


expanded  into  a four-year  medical  school.  The 
present  school  has  carried  on  the  first  two  years  of 
the  medical  course  for  many  years  with  a very 
creditable  record.  The  additional  two  years  in  the 
clinical  branches  are  being  organized  and  will  be 
given  in  Birmingham.  Dr.  Roy  Rachford  Kracke, 
professor  of  pathology  at  Emory  University,  has 
been  chosen  as  the  new  dean  of  the  four-year  col- 
lege. Dr.  Stuart  Graves,  dean  of  the  present  school 
of  basic  medical  sciences,  will  remain  as  dean  through 
the  transition  period  while  Dr.  Kracke  is  organizing 
the  clinical  services  in  Birmingham. 

Memorial  Number 

The  May  1944  issue  of  The  Yale  Journal  of 
Biology  and  Medicine  is  a memorial  to  the  late 
James  Dowling  Trask,  at  the  time  of  his  death  in 
1942  associate  professor  of  pediatrics  at  Yale  Univer- 
sity School  of  Medicine.  In  addition  to  a short 
tribute  to  Dr.  Trask  by  one  of  his  colleagues,  the 
issue  contains  a large  number  of  papers  from  the 
field  of  immunology  and  preventive  medicine,  many 
of  them  dealing  with  various  phases  of  research  in 
poliomyelitis.  Perusal  of  the  curriculum  vitae  of  Dr. 
Trask  must  impress  one  with  the  numerous  accom- 
plishments crowded  into  his  fifty-two  years  and 
deepen  the  realization  of  what  his  loss  means  to  Yale. 

Florida  to  Flave  Hospital  Service  Plan 

According  to  the  Journal  of  The  Florida  Medical 
Association  The  Florida  Hospital  Association  has 
appointed  a committee  to  perfect  the  organization 
of  a Blue  Cross  Plan  for  Florida,  to  secure  the  con- 
sent of  the  State  Insurance  Commissioner  to  operate 
such  a plan  under  the  existing  law  pertaining  to 
Duval  County,  and  to  arrange  for  securing  the 
necessary  initial  working  capital. 

In  selecting  a Board  of  Trustees  it  is  planned  that 
a minimum  of  50%  must  be  hospital  representatives. 
The  committee  composed  of  the  superintendents  of 
three  large  Florida  hospitals  has  begun  its  work  of 
drafting  necessary  contracts  and  the  determination 
of  rates  and  benefits. 
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THE  PSYCHOLOGICAL  EFFECT-  on  the  fastidious  pa- 
tient is  far  reaching,  if  you  use  our  Vanco  Sanitary  Paper  Sheet  Apparatus. 
Seeing  you  provide  a new,  clean,  snow  white  sheet  for  the  examining  table 
establishes  confidence  and  places  the  patient  at  ease.  A clean  sheet  for  every 
patient  at  less  than  1 cent  each.  Made  for  wooden  or  metal  tables,  and  avail- 
able on  trial  without  obligation.  Call  a Professional  Equipment  Company 
representative,  7-2138,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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St.  Francis  Hospital  Starts  Campaign 

A program  to  raise  $2,000,000  for  the  enlargement 
of  St.  Francis  Hospital  in  Hartford,  so  that  it  may 
accommodate  700  patients,  has  been  launched  by  a 
large  citizens’  committee. 

Dr.  F.  Arthur  Emmett,  president  of  the  hos- 
pital’s medical  and  surgical  stall,  reported  to  the 
committee  last  month  that  consistently  severe  over- 
crowding had  prompted  the  staff  to  advise  the 
construction  of  additional  facilities. 

Since  1939,  the  hospital’s  actual  bed  capacity  of 
III  has  been  artificially  increased  18  per  cent  to 
525,  by  utilizing  solaria,  sitting  rooms  and  other 
space  not  intended  for  the  care  of  patients.  In  this 
same  period,  however,  the  number  of  admissions 
increased  56  per  cent.  For  the  year  1943,  there  were 
17,500  patients,  including  about  2,500  new-bom 
infants. 

In  determining  the  scope  of  the  expansion  pro- 
gram, the  board  and  administration  have  not  con- 
sidered St.  Francis  Hospital  independently,  but  as  a 
link  in  the  county’s  community  hospital  system. 
Because  acute  under-hospitalization  had  been  expe- 
rienced as  far  back  as  1938,  an  over-all  program  was 
laid  out  in  1941  by  various  Hartford  County  hos- 
pitals, in  order  to  assure  adequate  general  hospital 
beds  for  the  county’s  normal  population  of  approxi- 
mately a half  million. 

The  campaign  for  St.  Francis  Hospital’s  enlarge- 
ment follows  action  already  taken  by  Mount  Sinai 
Hospital  and  by  Hartford  Hospital— which  last  year 
raised  a $5,000,000  building  fund,  the  largest  sum 
ever  publicly  subscribed  for  a community  hospital. 
The  general  hospital  beds  in  the  city  of  Hartford, 
after  these  expansion  projects  are  carried  out,  will 
number  1,879,  including  beds  in  Municipal  Hospital 
assigned  to  acute  cases. 

Hartford  County’s  general  hospital  facilities,  be- 
sides the  foregoing  1,879  beds,  will  include  the  474 
in  Bristol  Hospital,  Manchester  Memorial  Hospital 
and  New  Britain  Hospital.  As  New  Britain  Hos- 
pital also  plans  to  increase  its  capacity,  the  county, 
it  is  estimated,  will  ultimately  have  available  a total 
of  2,453  beds. 

St.  Francis  Hospital’s  building  fund  campaign, 
conducted  under  the  honorary  chairmanship  of 
Most  Rev.  Maurice  F.  McAuliffe,  Bishop  of  Hart- 
ford and  president  of  the  hospital,  with  Edward  J. 
Hickey,  state  police  commissioner,  as  chairman,  is 


designed  to  finance  construction  of  two  large  new 
buildings  and  a surgical  floor. 

A four-story  structure  on  Woodland  Street  will 
be  devoted  chiefly  to  additional  maternity  facilities, 
as  births  at  St.  Francis  Hospital  have  increased  75 
per  cent  in  a five  year  period.  Of  its  191  beds,  136 
are  to  be  for  patients  desiring  semi-private  accom- 
modations in  two-bed  rooms.  There  are  31  private 
rooms,  1 6 beds  in  four-bed  wards,  and  eight  private 
two-room  suites.  Besides  two  nurseries,  there  is  a 
nursery  for  premature  infants  and  a suite  for 
doctors. 

On  the  ground  floor,  provision  is  made  for  a 
gynecology  suite,  social  service  rooms,  examination 
and  consultation  suite,  and  a staff  auditorium,  as 
well  as  dining  rooms  for  doctors  and  nurses. 

A three-story  building  on  Collins  Street,  accom- 
modating 70  medical  and  surgical  patients,  will  re- 
place an  outmoded  structure.  The  ground  floor  will 
house  an  enlarged  physiotherapy  department.  There 
will  be  separate  suites  for  hydrotherapy,  light  and 
mechanotherapy,  as  well  as  resting  and  treatment 
rooms.  Twenty-six  of  the  beds  in  this  building  will 
be  semi-private,  24  will  be  placed  in  four-bed  wards, 
and  there  will  be  20  private  rooms.  On  each  floor, 
in  both  buildings,  is  a solarium,  diet  kitchen  and 
nurses’  station. 

Since  the  number  of  operations— more  than  8,000 
were  performed  last  year  at  St.  Francis  Hospital— 
has  increased  57  per  cent  since  1939,  an  additional 
surgical  floor  is  planned.  It  will  have  four  major 
operating  rooms  and  two  minor  operating  rooms,  as 
well  as  anesthesia  rooms,  preparation  rooms,  and 
rooms  for  surgeons  and  for  nurses. 

St.  Francis  Hospital  is  the  outgrowth  of  a 32-bed 
hospital  established  in  1897.  French  nuns  of  the 
Order  of  St.  Joseph  of  Chambery,  under  the  guid- 
ance of  Mother  Valencia  and  Bishop  Tierney, 
started  their  work  with  a total  capital  of  $9.65  and 
treated  314  patients  the  first  year.  Under  the  admin- 
istration of  Mother  Xavier,  the  hospital  last  year 
recorded  177,647  patient  days  of  care,  30,657  x-rays 
and  66,732  laboratory  examinations,  and  the  oper- 
ating cost  was  well  over  $1,000,000. 

No  major  addition  has  been  made  to  the  hospital 
since  the  Dillon  Memorial  was  opened  in  1939,  and 
it  is  nearly  a quarter  of  a century  since  the  public 
has  been  asked  to  contribute  to  a building  fund  for 
the  hospital’s  enlargement. 
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SPECIAL  NOTICES 


THE  AMERICAN  CONGRESS  OF  PHYSICAL 
THERAPY 

Will  hold  its  twenty-third  annual  scientific  and  clinical 
session  September  6,  7,  8 and  9,  1944,  inclusive,  at  the 
Hotel  Statler,  Cleveland,  Ohio.  Rehabilitation  is  in  the  spot- 
light today— Physical  Therapy  plays  an  important  part  in  this 
work.  The  annual  instruction  course  will  be  held  from 
8:00  to  10:30  a.  m.,  and  from  1:00  to  2:00  p.  m.  during  the 
days  of  September  6,  7 and  8.  The  scientific  and  clinical 
sessions  will  be  given  on  the  remaining  portions  of  these 
days  and  evenings.  All  of  these  sessions  will  be  open  to  the 
members  of  the  regular  medical  profession  and  their  quali- 
fied aids.  For  information  concerning  the  instruction  course 
and  program  of  the  convention  proper,  address  the  Ameri- 
can Congress  of  Physical  Therapy,  30  North  Michigan 
Avenue,  Chicago,  2,  Illinois. 


BIOLOGICAL  PHOTOGRAPHERS  MEETING 

The  Biological  Photographic  Association  will  hold  its 
Fourteenth  Annual  Meeting  on  September  7,  8 and  9 in 
Binghamton,  N.  Y.  Papers  will  be  presented  by  experts  in 
the  fields  of  still  and  motion  picture  photography,  photo- 
micrography, etc.  Roundtable  discussions  will  be  scheduled 
for  the  exchange  of  ideas  and  methods.  A salon  of  pictures 
made  by  leading  biological  photographers  from  all  over  the 
country  will  be  an  important  feature  of  the  meeting;  and 
representatives  from  firms  specializing  in  precision  equip- 
ment will  demonstrate  their  products. 

This  Binghamton  meeting  will  offer  members  and  their 
guests  an  opportunity  to  visit  the  home  of  the  second  largest 
manufacturer  of  photographic  materials.  Ansco  promises 
two  or  three  papers  on  important  new  subjects.  The  Ansco 
color  process  will  be  demonstrated  in  order  that  everyone 
can  see  firsthand  the  simplicity  of  developing  this  new  color 
material  in  his  own  darkroom.  Also,  a new  color  printing 
method  will  be  described  which  permits  the  making  of  color 
prints  directly  from  color  transparencies  in  one  exposure 
step.  An  interesting  paper  will  be  given  by  Dr.  Bruce  Buck- 
ler, Director  of  Visual  Education  of  International  Business 
Machines  Corp.  concerning  modern  technique  in  the  prep- 
aration of  visual  aids.  Special  trips  will  be  made  through 
the  Ansco  plant. 

Binghamton  is  conveniently  situated  on  direct  lines  from 
Chicago,  New'  York,  Philadelphia,  etc.;  and  its  Erie  and 


Delaware  Lackawanna  railroads  connect  with  all  other 
main  roads.  I he  Arlington  Hotel  will  be  Convention  head- 
quarters. Reservations  should  be  made  well  in  advance. 

Fhe  Biological  Photographic  Association  is  a non-profit 
organization  for  the  study  of  photography  as  applied  to 
medicine,  dentistry,  and  the  biological  and  natural  sciences. 
Its  members  are  scientific  photographers,  scientists  who  use 
photography  in  their  work,  and  amateurs  with  a deep  inter- 
est in  biological  and  medical  photography.  The  B.P.A.  Jour- 
nal is  published  quarterly,  constituting  a volume  of  about 
250  pages,  which  is  furnished  free  to  members.  Further  in- 
formation about  the  Association  and  the  Convention  pro- 
gram may  be  obtained  by  writing  to:  The  Secretary  of  the 
Biological  Photographic  Association,  University  Office, 
(Magee  Hospital,  Pittsburgh,  Pa. 


INTERNATIONAL  COLLEGE  OE  SURGEONS 

I he  Ninth  Annual  Assembly  of  the  International  College 
of  Surgeons  will  be  held  on  October  3,  4,  5,  1944,  at  the 
Benjamin  Franklin  Hotel  in  Philadelphia,  Pa.  The  program 
will  be  devoted  to  War,  Rehabihtion  and  Civilian  Surgery. 

I his  Assembly,  sponsored  by  the  United  States  Chapter 
of  which  Thomas  A.  Shallow,  m.d.,  f.a.c.s.,  f.i.c.s.,  of  Phila- 
delphia is  president,  has  set  up  its  Arrangement  Committee 
with  Dr.  Rudolph  Jaeger  as  general  chairman.  Dr.  Jaeger 
will  be  inducted  as  the  incoming  President  of  the  United 
States  Chapter  at  the  Convocation  on  Wednesday  evening 
October  4.  The  new  president  came  to  the  Jefferson  Medical 
College  from  Denver,  Colo.,  where  he  specialized  in  Neuro- 
surgery. 

Eminent  surgeons  in  Government,  Military  and  Civilian 
practice  have  been  invited  to  attend  and  present  papers  per- 
tinent to  surgery  in  their  particular  field  of  endeavor. 


MILITARY  SURGEONS  ANNUAL  MEETING 

The  program  for  the  Annual  Meeting  of  the  Association 
of  .Military  Surgeons  of  the  United  States  to  be  held  at 
the  Pennsylvania  Hotel,  New  York  City,  November  2-4 
inclusive  is  being  rapidly  completed.  In  addition  to  addresses 
by  the  Surgeons  General  of  the  Army,  Navy,  and  U.  S. 
Public  Health  Service  and  by  other  distinguished  guests, 
there  will  be  formal  papers,  panel  discussions  and  scientific 
and  technical  exhibits  on  the  latest  advances  in  military 
medicine. 


FQJWICTGRY 


DO  YOU  WANT  A FREE  HAND  ?— You’re  busy.  You 

know  it  and  we  know  it.  More  patients  but  no  more  time  to  take  care  of 
them.  So  how  about  some  help?  A Seamless  Adhesive  Cut-Rak  will  save  you 
steps,  time,  adhesive  plaster,  and  money,  ultimately  resulting  in  more  and  better 
work  with  less  effort.  Let  us  send  you  one.  Price  $7.50.  It’s  equal  to  an 
extra  hand.  The  Professional  Equipment  Company,  36  Howe  Street,  New 
Haven,  Connecticut. 


(See  PAGE  2) 
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Charles  Albert  Jenkins,  M.D. 

1888  - 1943 

Dr.  Charles  A.  Jenkins  died  in  The  Windham 
Community  Memorial  Hospital  July  24,  1943  after 
a five  days’  illness  of  cerebral  apoplexy.  He  had  been 
in  failing  health  for  several  months,  yet  carried  on 
with  magnificent  courage  and  an  indomitable  will. 

Charles  A.  Jenkins  was  born  in  New  Bedford, 
Massachusetts,  on  June  9,  1888,  a son  of  William  A. 
and  Elizabeth  A.  (O’Neill)  Jenkins.  He  attended  the 
Moshier  Preparatory  College  in  New  Bedford  and 
the  Christian  Brothers’  College  at  Atlanta,  Georgia, 
receiving  his  Doctor  of  Medicine  Degree  from  the 
Baltimore  Medical  College,  now  the  University  of 
Maryland,  in  1911.  He  took  a one  year  internship 
in  the  Maryland  General  Hospital. 

Dr.  Jenkins  located  in  Willimantic  in  1912  where 
he  had  an  extensive  general  practice  for  many  years. 
He  was  first  a member  on  the  staff  of  St.  Joseph’s 
Hospital  and  later  was  on  the  staff  of  The  Windham 
Community  Memorial  Hospital. 

When  the  United  States  entered  World  War  I, 
Dr.  Jenkins  joined  the  United  States  Army,  was 
commissioned  a First  Lieutenant  and  sent  abroad 
where  he  was  assigned  to  the  British  Expeditionary 
Forces.  He  was  gassed  and  shell  shocked  in  the 
Battle  of  the  Somme  and  spent  several  weeks  in 
government  hospitals,  receiving  a medical  discharge 
from  the  Army  in  November  1918.  Following  his 
return  to  Willimantic,  he  resumed  general  practice. 

Dr.  Jenkins  served  as  Medical  Officer  of  the 
United  States  Veterans  Bureau  and  was  affiliated 
with  several  veterans  organizations  including  James 
J.  Shea  Post,  No.  19  and  the  American  Legion  of 
which  he  was  service  officer. 

He  was  a member  of  the  Connecticut  State  and 
Windham  County  Medical  Associations  and  the 
Willimantic  City  Medical  School. 

Dr.  Jenkins  was  twice  married.  His  first  wife  was 
Marie  Adele  Ady  of  Baltimore,  Maryland,  and  to 
them  were  born  six  children,  five  of  whom  are  now 
living.  The  first  Mrs.  Jenkins  died  in  1927.  In  1928 
he  married  Agnes  Costello  of  Valley  Falls,  Rhode 
Island,  who  survives  him. 

Dr.  Jenkins,  by  his  genial,  affable  disposition, 
made  many  friends  and  always  maintained  a high 


standard  of  ethical  loyalty  toward  his  fellow  practi- 
tioners. In  his  practice  he  was  humane  and  sympa- 
thetic, at  home  he  was  a generous  and  loving  father 
and  husband,  and  in  the  community  he  was  a loyal 
and  respected  friend  and  neighbor.  His  death  is  a 

grievous  loss.  „ , , . „ . , 

& r red  M.  Smith,  m.d. 


NEWS 

from  County  Associations 

Hartford 

James  R.  Miller,  chairman  of  the  Council  of  the 
State  Medical  Society,  addressed  the  Rhode  Island 
Medical  Society  at  its  recent  annual  meeting  in 
Providence  on  “Planning  for  Medical  Care.”  Reports 
have  it  that  the  auditorium  was  packed. 

Henry  R.  O’Brien,  Ft.  Col.,  PHS,  formerly  with 
the  Connecticut  State  Department  of  Health  and 
now  stationed  at  Washington  in  the  UNRRA,  was 
one  of  the  speakers  at  the  recent  annual  meeting  of 
the  Medical  Society  of  the  State  of  New  York.  His 
paper  was  entitled,  “History  of  Public  Health  in 
Cattaraugus,  Chatauqua  and  Alleghany  Counties.” 

“Gynecological  Examinations  in  Industry”  by 
Forrest  D.  Gibson,  m.d.,  published  in  the  Journal, 
March  1944,  was  reprinted  in  full  in  Industrial  Medi- 
cine, April  1944. 

Middlesex 

Roy  L.  Leak  of  Middletown,  who  served  as  presi- 
dent of  the  Connecticut  State  Medical  Society  dur- 
ing the  Sesquicentennial  year,  has  resigned  as 
superintendent  of  the  Connecticut  State  Hospital. 
Dr.  Leak  has  served  as  superintendent  since  April, 
1922.  He  will  leave  on  June  30  and  plans  to  make 
his  home  in  West  Hartford.  Edgar  C.  Yerbury, 
director  of  the  Division  of  Mental  Hygiene  of  the 
Massachusetts  State  Department  of  Health,  has  been 
appointed  by  the  Board  of  Trustees  as  Dr.  Leak’s 
successor.  Dr.  Yerbury  is  a graduate  of  the  Boston 
University  School  of  Medicine  and  has  served  on 
the  staffs  of  the  Westboro  and  Danvers  State 
Hospitals  in  Massachusetts  before  joining  the  AUssa- 
chusetts  Health  Department. 

The  Board  of  Trustees  of  the  Connecticut  State 
Hospital  recently  gave  a dinner  for  employees  who 
had  served  the  hospital  for  twenty-five  years  or 
more.  The  physicians  who  were  honored  at  this 
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dinner  were  Roy  L.  Leak,  Paul  R.  Felt,  and  Chester 
A.  VanCor. 

Middletown’s  Post  War  Planning  Council  has 
been  authorized  by  the  Social  Protection  Committee 
of  the  State  War  Council  to  formulate  a program 
for  the  control  of  venereal  and  communicable 
diseases  as  an  industrial  health  measure.  The  chief 
measure  to  be  taken  for  this  purpose  are  the  pre- 
employment blood  test  and  x-ray  studies  of  the 
chest.  It  is  planned  further  to  create  a committee  to 
deal  with  the  problem  of  post  war  education  in 
health  and  sanitation. 

Benjamin  A.  Roccapriore  and  Christie  McLeod, 
both  members  of  the  staff  of  the  Middlesex  Hospital, 
have  recently  joined  the  Medical  Corps  of  the 
United  States  Navy  and  both  have  until  recently 
served  at  the  Naval  Hospital  in  Newport,  R.  I. 

The  Middlesex  Hospital  recently  dedicated 
placques  to  physicians  and  nurses  who  served  or 
who  are  now  serving  in  World  Wars  I and  II.  The 
program  was  arranged  by  Howard  Pfirman,  Admin- 
istrator of  the  Hospital.  Dr.  Edgar  Fauver,  president 
of  the  Hospital,  was  chairman  at  the  exercises.  Miss 
Amelia  Jones,  r.n.,  represented  the  nurses  who 
served  in  both  World  War  I and  II.  Jessie  W.  Fisher 
represented  the  physicians  who  served  in  World 
War  I and  Harold  E.  Speight  represented  the  physi- 
cians now  serving  in  World  War  II.  There  were  six 
physicians  of  the  staff  who  served  in  the  first  war 
and  fourteen  are  now  serving  in  the  present  war. 

On  Sunday,  June  4,  an  exhibition  golf  match  was 
held  at  the  Edgewood  Country  Club.  Gene  Sarazen 
and  Russ  Hale  were  teamed  against  Bobby  Grant 
and  Holly  Manley.  The  match  was  especially  well 
attended  and  the  proceeds  went  to  the  Middlesex 
Hospital  for  the  purchase  of  a maternity  table,  suc- 
tion pump  and  miscellaneous  oxygen  equipment. 
Members  of  the  surgical  service  and  their  wives  were 
the  committee  in  charge. 

New  Haven 

The  New  Haven  Medical  Association  held  its 
last  meeting  on  June  21,  at  which  time  Major  Ver- 
standig  of  the  Army  Induction  Center  spoke  con- 
cerning the  number  of  examinations  and  the  lessons 
learned  from  a large  induction  center. 

Lieutenant  Commander  Gustav  E.  Lindskog  and 
Lieutenant  Commander  William  J.  German  are  now 
stationed  at  Philadelphia.  They  are  both  doing  a 
splendid  job  and  are  enjoying  their  work  tremend- 
ously. 


News  from  Yale  University 
School  of  Medicine 

I he  School  of  Medicine  during  the  past  year  has 
had  the  largest  enrollment  in  its  history— 234,  of 
which  205  are  in  the  armed  services,  as  are  140  of 
its  faculty. 

Much  research  has  been  carried  on  at  the  request 
of  the  Army  and  Navy.  For  example,  in  aviation 
medicine,  by  Dr.  John  F.  Fulton;  and,  in  the  same 
field,  experiments  on  night  vision,  by  Professor 
Walter  R.  Miles,  vice  chairman  of  the  National 
Committee  on  Aviation  Medicine.  One  result  has 
been  the  invention  of  so  called  “dark  adapter 
goggles.” 

Doctors  Long  and  Winternitz  have  been  at  work 
on  shock;  Doctors  Harvey,  Salter,  and  Winternitz, 
on  war  gases;  and  Dr.  Peters  on  nutrition.  The  latter 
study  includes  nutritional  requirements  of  troops 
exposed  to  all  the  exigencies  of  global  warfare. 

Lovic  P.  Herrington  has  worked  on  military 
clothing,  especially  in  connection  with  high  altitude 
flying.  Under  the  auspices  of  the  National  Research 
Council,  Professor  George  R.  Cowgill  has  con- 
ducted extensive  experiments  on  the  dehydration  of 
foods. 

Dean  Blake  was  called  away  for  three  months  last 
fall  to  take  charge  of  a field  commission  for  the 
study  of  scrub  typhus  in  the  southwest  Pacific. 
Since  his  return  he  has  carried  on  a research  project 
dealing  with  the  treatment  of  various  infections  by 
penicillin.  One  of  the  first  clinical  cases  in  the  United 
States  treated  with  penicillin  was  studied  at  the  Yale 
Medical  School  in  1942. 

In  addition,  many  non  war  research  projects  in 
fields  where  the  Medical  School  has  won  distinction 
are  going  forward.  Yale  continues,  through  the 
generosity  of  the  Jane  Coffin  Childs  Memorial  Fund 
and  the  Fuller  Fund,  to  be  one  of  the  great  centers 
of  cancer  research  in  the  United  States. 


FOR  SALE 

One  Sanborn  Basal  Metabolism  Unit — Water 
and  Soda-lime  type,  looks  like  new,  perfect 
conditions  — $ 1 50.00. 

Box  B,  The  Conn.  State  Medical  Journal 
54  Church  Street,  Hartford  3,  Conn. 
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Dentocain  Teething  Lotion 

A safe,  effective,  inexpensive  medica- 
tion for  topical  application  for 
teething  children 
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NON-HABIT  FORMING 

Contains  Benzocaine  in  a special  Base 
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Dentocain  Company 
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NEW  BOOKS  IN  REVIEW 

FUNCTIONAL  DISORDERS  OF  THE  FOOT,  THEIR 
DIAGNOSIS  AND  TREATMENT.  (Second  Edition.) 
By  Frank  D.  Dickson,  m.d.,  f.a.c.s.,  Associate  Professor  of 
Clinical  Surgery,  Medical  School,  University  of  Kansas; 
Orthopedic  Surgeon,  St.  Luke’s,  Kansas  City  General  and 
Wheatley  Hospitals,  Kansas  City,  Missouri;  Providence 
Hospital  Kansas  City,  Kansas,  and  Rex  L.  Diveley,  a.b., 
m.d.,  f.a.c.s.,  Colonel,  Medical  Corps,  Army  of  The  United 
States;  Orthopedic  Consultant,  European  Theater  of  Oper- 
ations; Orthopedic  Surgeon,  St.  Luke’s  Kansas  City  Gen- 
eral, Research,  and  Wheatley  Hospitals,  Kansas  City, 
Missouri;  Providence  Hospital,  Kansas  City,  Kansas.  Fhila- 
delphia:  /.  B.  Lippincott  Company.  352  pp.  202  illustrations. 
$5-oo. 

Reviewed  by  C.  W.  Goff 

A short  and  excellent  presentation  of  a very  fundamental 
problem.  This  edition  shows  no  change  in  fundamentals,  but 
indicates  a complete  revision  with  greater  clarity  and  com- 
prehensiveness than  the  first  edition.  Four  chapters  have 
been  added  on  new  surgical  procedures  and  disorders  of  the 
foot  in  relation  to  military  service.  There  is  also  a new 
chapter  on  Disorders  of  the  Foot  in  relation  to  industry. 
Perhaps  the  most  interesting  chapter  is  that  devoted  to  the 
foot  of  childhood,  which  will  be  of  particular  interest  to 
pediatricians  as  well  as  orthopedists.  The  authors  state  that 
the  original  first  steps  of  the  child  are  rudimentary  and 
uncertain  with  equilibrium  yet  to  be  learned.  Instinct  plays 
a large  part  and  the  feet  are  widely  separated  to  secure  a 
broad  base  of  support.  This  foot  at  age  12  months  is  a very 
relaxed  foot  with  the  center  of  equilibrium  coming  opposite 
the  great  toe  and  the  medial  border  of  the  foot.  Gradually, 
as  the  child  learns  to  balance,  the  body  weight  is  displaced 
laterally  to  a space  between  the  second  and  first  toes.  Nor- 
mally, the  foot  will  develop  as  it  is  called  into  service. 
Should,  however,  the  foot  be  exceedingly  relaxed  and 
remain  relaxed,  it  will  require  additional  education.  The  so 
called  prewalking  shoe  should  be  one  that  has  a soft  flexible 
sole,  because  no  support  is  needed.  As  weight  bearing  starts 
the  child  should  be  allowed  to  go  barefooted  as  often  as 
possible  when  the  underground  is  springy,  such  as  is  afforded 
by  sandy  beaches.  Modern  life  rarely  allows  this  condition 
for  long  during  the  child’s  early  development.  Because  of 
the  necessity  of  wearing  a shoe,  certain  fundamental  types 
are  recommended  by  the  authors.  The  sole  should  have  a 
straight  line  on  the  medial  aspect  and  a full  round  toe.  This 
sole  should  be  firm  enough  to  protect  the  foot,  but  flexible 
in  its  full  part.  The  heel  should  be  narrow  to  grasp  the  os 
calcis  and  hold  it  firmly  in  position.  An  eighth  to  three-six- 
teenth of  an  inch  wedge  should  be  placed  on  the  inner 
margin  of  both  heels.  The  shank  should  not  be  broader  than 
the  width  of  the  foot  and  it  is  suggested  that  a definite  arch 
be  in  this  shank.  This  shank  in  turn  should  be  rigid.  Merely, 
it  is  suggested,  a high  type  of  shoe,  not  an  oxford  pattern. 
Later  the  oxford  can  be  worn  if  snugly  laced  over  the  instep. 
Thus,  the  author  states,  the  child’s  foot  should  be  allowed 
to  develop,  encouraged  by  these  aids. 
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The  adult  foot  shows: 

1 . Depression  of  the  longitudinal  arch  with  a flat  foot 
resulting. 

2.  Elevation  of  the  longitudinal  arch,  or  hollow  foot 
resulting. 

3.  Depression  of  the  anterior  or  metatarsal  arch. 

I here  are  considerable  controversial  papers  in  the  literature 
concerning  the  existence  or  non  existence  of  a longitudinal 
arch.  There  can  be  little  doubt,  however,  according  to  the 
authors  that  some  plasticity  must  exist  about  the  metatarsal 
head  and  some  support  afforded  to  the  hollow  about  the 
center  of  the  foot  directly  behind  the  metatarsal  heads. 

All  operations  are  clearly  described  throughout  the  text 
with  good  illustrations  that  are  easily  followed.  A number 
of  authors  are  quoted  and  the  preferred  operative  procedure 
discussd  in  full.  One  interesting  statement  to  the  effect  that 
any  abnormality  of  the  sole  of  the  foot  is  due  to  some  func- 
tional disturbance  of  the  foot  itself  where  on  the  other  hand 
any  abnormality  of  the  dorsum  of  the  foot  is  due  to  the  shoe 
is  a pretty  good  axiom  to  follow. 

In  discussing  physical  standards  for  the  feet  of  military 
men,  the  author  suggests  that  a flat  foot  unless  accompanied 
by  marked  deformity,  rigidity  or  weakness  of  such  a degree 
as  to  have  interfered  with  useful  vocation  should  be  accept- 
able. A surprising  liberality  is  expressed  concerning  types  of 
feet  that  should  be  accepted  by  induction  medical  examiners. 
A new  condition  known  as  immersion  foot  is  discussed  in 
considerable  detail. 

An  appeal  was  made  in  the  chapter  on  Foot  Disorders  in 
relation  to  industry  to  have  women  employees  properly  shod. 
The  authors  discuss  an  interesting  observation  to  the  effect 
that  most  falls  due  to  foot  gear  can  be  traced  to  improper 
shoeing  of  women.  These  authors,  however,  do  state  that 
women  require  a higher  heel  than  do  men  because  their  heel 
tendons  are  shorter.  They  suggest  a sensible  oxford  with  a 
moderate  heel. 

A final  list  of  foot  exercises  well  illustrated  closes  this 
edition  and  might  well  be  studied  by  all  orthopedists  and 
pediatricians  to  a definite  advantage.  Abnormalities  of  the 
foot  are  adequately  handled.  This  second  edition  is  superior 
to  the  first  that  clearly  sets  a high  standard  in  itself.  Inas- 
much as  most  physicians  these  days  compliment  their  library 
with  monographs  on  subjects  particularly  applicable  to  their 
field,  this  reviewer  endorses  this  particular  edition  with 
enthusiasm. 

THE  AMERICAN  ILLUSTRATED  MEDICAL  DIC- 
TIONARY. (Twentieth  Edition.)  By  W.  A.  Newman 
Dorland,  a.m.,  m.d.,  f.a.c.s.,  Lieut.-Colonel,  MRC,  U.  S. 
Army.  Member  of  the  Committee  on  Nomenclature  and 
Classification  of  Diseases  of  the  American  Medical  Associa- 
tion; Editor  of  “American  Pocket  Medical  Dictionary.” 
Revised  and  enlarged  with  885  illustrations,  including  240 
portraits.  With  the  collaboration  of  E.  C.  L.  Miller,  m.d., 
Medical  College  of  Virginia.  Philadelphia  and  London: 
W . B.  Saunders  Company . 1944.  $7.50. 

Reviewed  bv  Stanley  B.  Weld 

This  is  the  20th  edition  of  one  of  the  best  known,  most 
widely  used  medical  dictionaries.  It  is  printed  in  a good 
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readable  size  type  and  contains  an  alphabetical  thumb  index. 
In  addition  there  are  many  cuts  to  illustrate  the  contents. 
As  in  the  case  of  other  similar  volumes,  there  is  found  here 
a table  of  drugs  and  doses,  but  minus  the  therapeutic  indica- 
tions. Other  embellishments  often  found  in  the  appendix  are 
lacking  in  this  volume.  The  binding  is  a flexible  cloth,  the 
size  is  convenient  for  desk  use,  and  the  volume  is  attractive. 

TRAUMATIC  INJURIES  OF  FACIAL  BONES.  By  John 
B.  Erich,  m.s.,  d.d.s.,  m.d.,  Consultant  in  Laryngology,  Oral 
and  Plastic  Surgery  at  the  Mayo  Clinic,  Assistant  Professor 
of  Plastic  Surgery,  The  iMayo  Foundation  for  Medical 
Education  and  Research,  Graduate  School,  University  of 
Minnesota;  Diplomate  of  the  American  Board  of  Plastic 
Surgery;  and  Louie  T.  Austin,  d.d.s.,  f.a.c.d.,  Head  of  Sec- 
tion on  Dental  Surgery  at  the  Mayo  Clinic.  Associate  Pro- 
fessor of  Dental  Surgery,  The  Mayo  Foundation  for 
Medical  Education  and  Research,  Graduate  School,  Lhii- 
versity  of  Minnesota.  In  Collaboration  with  Bureau  of 
Medicine  and  Surgery,  U.  S.  Navy.  Philadelphia  and 
London:  W.  B.  Saunders  Company.  1944.  600  pp.  witli 
333  illustrations.  $6.00. 

Reviewed  by  B.  G.  Anderson 

Traumatic  Injuries  of  Facial  Bones  (An  Atlas  of  I reat- 
ment)  by  John  B.  Erich  and  Louis  T.  Austin,  is  one  of  the 
latest  works  on  this  subject  and  is  presented  in  collaboration 
with  the  Bureau  of  Medicine  and  Surgery,  U.  S.  Navy.  As 
the  title  suggests,  the  book  is  more  of  a compendium  on 
practical  therapy  than  a critical  dissertation  on  injuries  of 
facial  bones.  The  illustrations  are  excellent,  plentiful  and 


descriptive  of  the  kinds  of  fractures  commonly  encountered 
and  the  methods  of  reduction  and  fixation  advocated  by  the 
authors.  I he  text  is  presented  in  a concise,  dogmatic  manner 
and,  of  course,  is  therefore  open  to  argument  here  and  there. 
I his  convenient  volume  should  serve  as  a practical  hand- 
book in  the  treatment  of  fractures  of  facial  bones,  especially 
for  those  who  have  had  little  or  no  experience  in  this  field. 

COLLECTED  PAPERS  OF  THE  MAYO  CLINIC  AND 
THE  MAYO  FOUNDATION.  Edited  by  Richard  M. 
Heu'ittt,  b.a.,  m.a.,  m.d.;  A.  B.  Nevling,  m.d.;  John  R. 
Miner,  b.a.,  sc.d.;  James  R.  Eckman,  a.b.;  and  M.  Katharine 
Smith,  b.a.  Philadelphia  & London:  W . B.  Saunders  Com- 
pany. 1943.  Volume  XXXIV-1942.  999  pp.  with  176 

illustrations.  $11.00. 

Reviewed  by  C.  J.  McCormack 

This  is  a collection  of  papers  published  yearly  by  the 
Staff  of  the  iMayo  Clinics  and  the  Mayo  Foundation  and 
carries  out  the  usual  form  that  has  been  followed  in  the 
previous  years.  There  are  513  Articles  included,  77  articles 
arc  printed  in  full,  59  are  abridged,  47  are  abstracted  and  330 
are  given  by  title  only.  Papers  which  have  already  been 
published  in  the  “Proceedings  of  the  Mayo  Clinics”  are  given 
by  title  only  except  those  papers  which  are  included  in  the 
first  part  of  the  present  volume  under  the  heading  “Recent 
Advances  in  Chemotherapy.”  This  section  which  includes 
158  pages  is  given  over  to  a discussion  of  Promin,  Penicillin, 
Gramacidin,  Heparin,  Dicoumarin  and  other  various  chemo- 
therapeutic agents. 

The  volume  is  designed  primarily  for  the  general  surgeon, 
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the  diagnostician  and  the  general  practitioner.  It  is  roughly 
divided  into  11  sections:  (1)  the  elementary  tract  of  172 
pages;  (2)  the  genito-urinary  tract  of  118  pages;  (3)  the 
diseases  of  the  ductless  gland  of  40  pages;  (4)  diseases  of 
blood  and  circulatory  organs  of  93  pages;  (5)  skin  and 
syphilis,  51  pages;  (6)  diseases  of  the  head,  trunk  and  ex- 
tremities, 93  pages;  (7)  diseases  of  the  chest,  41  pages;  (8) 
diseases  of  the  brain,  spinal  cord  and  nerves,  50  pages;  (9) 
radiology  and  physical  medicine,  45  pages;  (10)  anesthesia 
and  gas  therapy,  25  pages;  and  (11)  miscellaneous,  51  pages. 
Unfortunately  in  the  articles  no  bibliography  is  given  which 
detracts  somewhat  from  the  volume  as  one  is  not  sure  to 
which  particular  article  the  author  is  referring.  The  table 
of  contents  is  complete  and  thorough.  The  indices  which 
are  based  on  2 topics,  the  index  of  contributors  and  the 
index  of  subjects,  are  both  complete  and  easily  accessible. 
The  volume  is  well  edited  although  there  is  a paucity  of 
illustrations  but  what  illustrations  are  included  are  clear, 
precise  and  informing. 

It  does  not  seem  that  the  1942  edition  of  this  yearly  volume 
compares  qualitively  with  the  former  edition.  Except  for 
the  first  division  on  the  recent  advances  on  chemotherapy 
nothing  new  has  been  added  to  the  literature.  This  substan- 
tiates the  general  impression  prevalent  that  during  war  time 
medical  literature,  exclusive  of  war  surgery  or  war  medicine, 
becomes  routine.  Nevertheless,  this  volume  will  form  an 
addition  to  the  library  of  any  general  surgeon,  general  prac- 
titioner or  diagnostician,  especially  one  who  each  year  has 
taken  a volume  similar  to  this  into  his  library.  It  will  serve 
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as  a supplement  to  previous  volumes  and  a good  reference 
book  on  many  subjects.  It  is  hoped  that  the  next  volume 
will  be  more  stimulating  and  more  envigorating  with  new 
material  from  a w'ealth  of  clinical  experience  such  as  may 
be  found  at  the  iVlayo  Clinic. 

OFFICE  ENDOCRINOLOGY.  (Second  Edition.)  By 
Robert  B.  Greenblatt,  b.a.,  m.d.,  c.m.,  Professor  of  Experi- 
mental Medicine,  University  of  Georgia  School  of  Medi- 
cine; Director,  Sex  Endocrine  Clinic,  University  Hos- 
pital, Augusta,  Georgia.  Springfield,  Illinois:  Charles  C. 
Thomas.  1944.  243  pp.  $4.00. 

Reviewed  by  Stanley  B.  Weld 

Were  it  not  for  a small  section  at  the  end  of  this  volume 
concerned  with  male  endocrinology,  the  title  might  very 
well  be  Office  Endocrine  Gynecology.  It  is  an  excellent 
book  for  reference,  concise,  compact,  well  illustrated,  and 
attractively  printed  and  bound.  The  author  is  more  than 
fair  in  his  discussion  of  both  sides  of  many  endocrine  prob- 
lems, as  well  as  in  his  presentation  of  various  programs  of 
therapy.  As  he  states  in  his  preface,  he  is  setting  down 
simply  and  definitely  his  own  or  some  other  particular 
investigator’s  crystallized  experience,  that  the  busy  clinician 
may  have  a guide  to  follow.  Anyone  who  tries  to  keep  up 
with  the  rapid  advances  in  the  field  of  endocrinology  knows 
the  difficulties  encountered,  not  least  of  which  is  an  intelli- 
gence well  enough  grounded  to  meet  the  onslaughts  of  the 
many  detail  men. 
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Physicians  aware  of  recent  developments  in  organized 
medicine  will  be  interested  to  note  that  the  foreword  to  this 
volume  was  written  by  G.  Lombard  Kelly,  m.o.,  formerly 
dean  of  the  University  of  Georgia  School  of  Medicine,  now 
secretary  of  the  new  Council  on  Medical  Service  and  Public 
Relations  of  the  American  Aledical  Association. 

INADEQUATE  DIETS  AND  NUTRITIONAL  DEFI- 
CIENCIES IN  THE  UNITED  STATES.  Report  of  the 
Committee  on  Diagnosis  and  Pathology,  Food  and  Nutri- 
tion Board,  National  Research  Council,  Bulletin  of  the 
National  Research  Council,  Number  109,  November,  1943. 
56  pp.  Available  from  the  publicity  office.  National 
Research  Council,  2101  Constitution  Ave.,  N.  W.,  Wash- 
ington 25,  D.  C.,  at  50  cents  per  copy;  20%  discount  in 
quantities  of  ten  or  more. 

The  emphasis  placed  on  better  diets  by  the  National 
Nutrition  Program  has  provoked  a certain  amount  of  caustic 
criticism.  Some  physicians  as  well  as  others  want  to  be  shown 
that  much  debility  is  to  be  attributed  to  the  dietary  stand- 
ards existing  in  our  country.  The  evidence  now  has  been 
assembled  by  the  Committee  on  Diagnosis  and  Pathology 
of  the  Food  and  Nutrition  Board.  The  review  brings  to- 
gether material  reported  in  widely  scattered  journals.  It  also 
contains  a number  of  previously  unpublished  reports.  Some 
of  the  material  has  been  collected  and  reclassified  with  the 
cooperation  of  its  authors. 

An  appreciable  precentage  of  diets  in  the  United  States 
fail  to  meet  more  than  50  percent  of  the  recommended  daily 
allowances  of  the  Food  and  Nutrition  Board,  but  many  more 
diets  are  deficient  by  less  than  50  per  cent.  This  widespread 
prevalence  of  more  or  less  deficient  diets  is  associated  with 
a high  incidence  of  deficiency  states,  much  of  it  marked, 
much  more  of  it  mild  in  intensity  and  gradual  in  its  course. 
The  problem  thus  created  is  both  preventive  and  corrective. 
For  prevention  production  of  sufficient  food  must  be  main- 
tained and  better  distribution  is  required;  judicious  enrich- 
ment of  other  appropriate  foods  may  be  advisable,  and  diet- 
ary education  should  be  intensified  and  extended.  For  cor- 
rection there  is  need  for  skill  in  detecting  deficiency  con- 
ditions and  improved  procedure  for  the  treatment  of  such 
conditions. 

There  has  been  some  exaggeration  of  the  benefits  of  op- 
timal nutrition  and  much  exploitation  of  the  vitamins.  This 


has  retarded  the  proper  application  of  the  science  of  nutri- 
tion. However,  knowledge  of  the  relation  of  nutrition  to 
health  is  being  rapidly  uncovered  and  the  evidence  now 
available,  incomplete  though  it  may  be,  leads  to  but  one 
conclusion:  “that  there  is  a real  difference  as  measured  in 
terms  of  growth  development  and  general  health  record 
between  optimum  and  just  adequate  nutrition;  and  that  every 
practical  effort  should  be  made  to  apply  this  knowledge  in 
the  interest  of  human  welfare.” 


SUMMER  DIARRHEA  IN  BABIES 

Casec  (calcium  caseinate),  which  is  almost  wholly  a com- 
bination of  protein  and  calcium,  offers  a quickly  effective 
method  of  treating  all  types  of  diarrhea,  both  in  bottle-fed 
and  breast-fed  infants.  For  the  former,  the  carbohydrate 
is  temporarily  omitted  from  the  24-hour  formula  and  re- 
placed with  8 level  tablespoonfuls  of  Casec.  Within  a day 
or  two  the  diarrhea  will  usually  be  arrested,  and  carbohydrate 
in  the  form  of  Dextri-Alaltose  may  safely  be  added  to  the 
formula  and  the  Casec  gradually  eliminated.  Three  to  six 
teaspoonfuls  of  a thin  paste  of  Casec  and  water,  given  before 
each  nursing,  is  well  indicated  for  loose  stools  in  breast-fed 
babies. 

Please  send  for  samples  to  Alead  Johnson  & Company, 
Evansville,  Indiana. 

MORE  HELP  FOR  MILK-ALLERGIC  PATIENTS 

Appetizing  and  nutritious  recipes  for  using  Alull-Soy  in 
milk-free  diets  are  now  available  in  a new  publication  of 
Borden’s  Prescription  Products  Division.  Already  widely 
prescribed  as  a hypoallergenic  substitute  for  milk  in  infant 
formulas,  Alull-Soy  is  now  proving  equally  useful  in  diets 
of  older  infants,  children  and  adults  who  are  allergic  to 
milk. 

Alull-Soy  is  an  ethically-marketed  soybean  food  in  liquid 
emulsified  form.  It  is  palatable,  readily  digestible,  well- 
tolerated,  and  easy  to  use. 

These  Alull-Soy  recipe  folders  are  designed  for  distribu- 
tion by  physicians  to  their  patients.  Any  desired  number  of 
copies  may  be  obtained  by  writing  to  Borden’s  Prescription 
Products  Division,  Department  CB,  350  Aladison  Avenue, 
New  York  17,  N.  Y. 
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+ Physically,  your  prescription  pharmacy  is  a relatively  simple  struc- 
ture. Yet,  at  its  disposal  is  the  combined  power  of  all  the  manufacturing 
resources  of  the  world.  Huge  engines,  giant  extraction  tanks,  tons  upon 
tons  of  mechanical  equipment  are  employed  in  the  production  of  the 
countless  therapeutic  agents  which  your  pharmacist  can  dispense  at 
a moment’s  notice.  Vitamins,  liver  extracts,  germicides,  barbiturates, 
biologicals  are  but  a few  of  the  many.  You  can  depend  upon  your 
pharmacist  for  a full  measure  of  professional  service.  His  facilities  are 
supported  by  the  power  of  the  leading  manufacturers  in  his  field. 
Eli  Lilly  and  Company,  Indianapolis  6,  Indiana,  U.S.A. 
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COMMON  INDUSTRIAL  SOLVENTS  AND  THEIR  SYSTEMIC  EFFECTS 

W.  F.  von  Oettingen,  m.d.,  Bethesda , Maryland 


The  Author.  Principal  Industrial  Toxicologist , In- 
dustrial Hygiene  Research  Laboratory,  National  In- 
stitute of  Health,  U.  S.  P.  H.  S.,  Bethesda,  Maryland ; 
formerly  Director,  Haskell  Laboratory  of  Industrial 
Toxicology,  Wilmington,  Delaware 


Solvents  are  probably  the  most  widely  used 
chemicals  in  industry.  Their  annual  production 
reaches  many  millions  of  pounds  and  they  may  be 
met  with  in  the  most  diversified  operations  and 
trades.  Whereas  the  industrial  physician  is  usually 
acquainted  with  the  toxic  properties  of  such  solvents 
and  the  clinical  picture  of  poisonings  produced  by 
the  solvents  used  in  the  district  under  his  supervision, 
the  general  practitioner  and  hospital  physician  is 
often  not  aware  of  the  possibility  of  exposure  to 
solvents  being  the  cause  of  illnesses  coming  to  his 
attention.  In  view  of  the  wide  use  of  solvents,  some 
knowledge  of  their  potential  dangers  is  of  paramount 
importance  to  every  physician.  Aside  from  numer- 
ous smaller  publications,  the  book  of  E.  Browning 
“Toxicity  of  Industrial  Organic  Solvents”  and  that 
of  Lehmann  and  Flury  “Toxicology  and  Hygiene 
of  Technical  Solvents”  which  has  now  been  trans- 
lated into  the  English  language  are  readily  available 
for  detailed  information.  For  this  reason  I propose 
to  discuss  the  factors  involved  in  the  toxic  action  of 
solvents,  the  mechanism  of  their  absorption,  distri- 
bution and  excretion,  their  fate  in  the  organism,  and 
their  effect  on  various  organs,  as  influenced  by  their 
physico-chemical  characteristics,  instead  of  giving  a 
condensed  review  of  the  various  solvents. 

When  arranged  according  to  the  importance  of 
their  route  of  entry  under  industrial  conditions 
solvents  may  be  absorbed  through  the  respiratory 


tract,  the  skin,  and  the  gastro-intestinal  tract.  Their 
absorption  through  the  respiratory  tract  is  bound  to 
certain  physico-chemical  characteristics  and  it  may 
take  place  through  the  mucous  membranes  or 
through  the  alveolar  walls.  The  absorption  through 
the  mucous  membranes  depends  to  some  extent  upon 
the  solubility  of  solvents  in  water,  whereas  their 
absorption  through  the  skin  is  largely  determined 
by  their  solvent  power  for  fats.  The  absorption  of 
solvents  through  the  lungs  is  also  largely  influenced 
by  their  vapor  tension,  inasmuch  as  high  vapor  ten- 
sion favors  their  absorption.  This  may  be  illustrated 
by  the  observation  of  Weese  (1928)  who  showed 
that,  in  contrast  to  the  results  obtained  with  oral  or 
parenteral  administration,  the  secondary  and  tertiary 
butyl  alcohols  are  more  effective  when  inhaled  than 
the  normal  butyl  alcohol  on  account  of  their  greater 
vapor  pressure.  Furthermore,  the  absorption  through 
the  lungs  depends  upon  the  gradient  between  the 
concentration  of  the  solvents  in  air  and  their  con- 
centration in  the  blood  which,  in  turn,  is  a function 
of  their  vapor  tension  and  their  solubility  in  water 
or,  more  correctly,  their  solubility  in  the  blood. 
Depending  upon  their  rate  of  excretion  or  destruc- 
tion in  the  organism,  the  rate  of  absorption  of  sol- 
vents decreases  with  the  duration  of  the  exposure. 
For  instance,  in  our  laboratory  (von  Oettingen  et  al, 
1942)  it  was  found  that  the  absorption  of  toluene 
through  the  lungs  is  much  more  rapid  during  the 
first  half  hour  of  exposure  to  a given  concentration 
than  during  the  subsequent  half  hour,  although 
toluene  is  quite  readily  oxidized  in  the  body.  With 
compounds  which  are  more  resistant  to  oxidation, 
as  for  instance  the  cyclic  aliphatic  hydrocarbons,  the 
establishment  of  an  equilibrium  between  the  concen- 
tration in  the  air  and  that  in  the  tissue  may  take 
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less  time,  as  was  shown  by  Robbins  (1936)  for 
cyclopropane. 

The  absorption  of  vapors  through  the  respiratory 
tract  depends  also  upon  certain  biological  factors. 
Rapid  and  deep  respiration,  such  as  is  associated  with 
hard  labor,  increases  the  ventilation  of  the  lungs  and 
enhances  the  absorption  because  larger  amounts  of 
the  solvent  vapors  come  in  contact  with  the  absorb- 
ent surfaces.  In  addition,  more  rapid  circulation  of 
the  blood  through  the  lungs  increases  the  gradient 
between  inhaled  air  and  circulating  blood  and  thus 
facilitates  the  absorption.  It  is  therefore  apparent 
that  with  exposure  to  a given  concentration  of  a 
solvent  a person  performing  hard  work  will  absorb 
a greater  amount  of  solvent  than  a person  at  rest. 

In  contrast  to  the  absorption  of  solvents  through 
the  respiratory  tract,  their  absorption  through  the 
skin  is  greatly  enhanced  by  their  solvent  power  for 
fats,  the  rate  of  absorption  depending  largely  upon 
the  size  of  their  partition  coefficient  oil/water.  It 
appears,  however,  that  the  absorption  through  the 
skin  is  bound  to  a certain  degree  of  solubility  in 
water,  as  illustrated  by  the  fact  that  the  higher  ali- 
phatic hydrocarbons  (paraffin  oils)  are  not,  gasoline, 
which  is  slightly  soluble,  is  moderately,  and  ether, 
which  is  more  soluble  in  water,  is  to  a considerable 
extent  absorbed  through  the  skin.  The  percutaneous 
absorption  may  also  be  affected  by  the  effect  of 
solvents  on  the  tissue  or  certain  tissue  constituents, 
as  has  been  observed  in  the  case  of  alcohols,  whereas 
with  higher  concentrations  the  absorption  is  im- 
paired by  their  precipitant  action  on  proteins,  as 
demonstrated  by  Christiansen  (1918)  for  monocellu- 
lar organisms.  In  addition,  the  absorption  of  solvents 
through  the  skin  is  determined  by  the  duration  of 
the  exposure,  the  amount  of  blood  circulating 
through  the  skin,  and  the  solubility  of  the  solvent 
in  blood. 

As  pointed  out  before,  absorption  from  the  gastro- 
intestinal tract  is  the  least  important  portal  of  entry 
of  solvents  from  the  industrial  toxicological  point 
of  view.  Here  the  absorption  depends  upon  factors 
similar  to  those  involved  in  absorption  from  the 
respiratory  tract,  but  with  this  mode  of  absorption 
the  toxicological  picture  may  be  modified  because 
the  absorbed  solvents  have  to  pass  through  the  liver. 

The  distribution  of  solvents  in  the  organism  fol- 
lowing their  absorption  is  controlled  by  a number 
of  factors.  The  portal  of  entry  is  one  of  these  fac- 
tors. Generally  it  may  be  stated  that  with  absorption 
through  the  respiratory  tract  the  distribution  is  most 


uniform  because  the  solvents  pass  from  the  lungs 
into  the  left  heart  and  from  there  into  the  arterial 
system,  thus  being  rapidly  distributed  throughout 
the  entire  body.  With  absorption  through  the  skin 
the  distribution  is  more  irregular  because  the  ab- 
sorbed solvent  partly  enters  the  lymph  vessels.  The 
absorption  from  the  gastro-intestinal  tract  gives  the 
least  uniform  distribution,  partly  because  some  sol- 
vents undergo  chemical  changes  in  the  digestive  tube 
but  mainly  because  they  have  to  pass  through  the 
liver  before  entering  the  circulation  via  the  hepatic 
vein,  the  right  heart,  the  lungs,  and  the  left  heart. 
While  circulating  in  the  blood  the  fat-soluble  sol- 
vents are  largely  carried  by  the  red  blood  cells 
whereas  the  water-soluble  solvents,  such  as  alcohol, 
remain  in  the  serum.  It  appears,  therefore,  that  the 
mode  of  transportation  of  the  solvents  in  the  blood 
depends  largely  upon  their  partition  coefficient  oil/ 
water.  With  regard  to  their  further  distribution 
among  the  various  organs,  this  is  controlled  by  the 
same  characteristic  inasmuch  as  the  lipoid-soluble 
solvents  are  largely  stored  in  organs  rich  in  fat,  such 
as  the  liver  and  the  bone  marrow,  and  in  tissues  rich 
in  lipoid  material,  such  as  the  brain  and  peripheral 
nerve  tissue,  whereas  the  less  fat-soluble  solvents, 
such  as  methyl  and  ethyl  alcohol,  are  stored  in  vari- 
ous organs  according  to  the  water  content  of  the 
latter,  as  was  shown  by  Nicloux  and  Placet  (1912), 
Neymark  (1936),  and  Yant  and  Schrenk  (1937).  In 
contrast  to  the  behavior  of  inorganic  poisons  such 
as  lead,  bismuth,  mercury  and  arsenic,  the  storage 
of  solvents  in  various  organs  is  of  a temporary  nature 
and  undergoes  constant  and  sometimes  rapid  changes 
depending  largely  upon  their  affinity  for  the  sol- 
vent and  the  gradient  between  the  solvent  concen- 
trations in  the  tissue  and  in  the  circulating  blood. 

The  distribution  and  accumulation  of  solvents  in 
the  organism  depends,  in  addition,  upon  their  fate 
in  the  organism  and  this  also  largely  controls  their 
toxic  effects.  Whereas  all  solvents  are  primarily 
narcotic  agents,  they  may  produce  a variety  of 
secondary  toxic  reactions  which  are  the  result  of 
their  metabolic  products  or  which  are  caused  by 
biogeneous  compounds  liberated  from  various 
tissues  by  the  action  of  certain  solvents.  It  should 
be  pointed  out  that  in  many  instances  the  primary 
narcotic  action  is  insignificant  when  compared  with 
the  secondary  toxic  action.  This  is  best  illustrated  by 
the  toxicology  of  methanol  and  methyl  chloride 
which  are  both  very  toxic  compounds  with  low 
narcotic  action.  It  should  be  pointed  out  that  the 
toxicity  of  such  secondary  toxic  metabolites,  when 
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formed  in  the  organism,  may  be  of  a different  order 
than  is  observed  with  their  oral  and  parenteral 
administration.  In  many  instances  the  mother  sub- 
stance is  stored  in  cells  which  ordinarily  would  not 
be  selected  by  the  metabolites,  and  since  they  may 
be  formed  within  such  organs  their  toxic  effect  may 
have  a different  character. 

The  aliphatic  hydrocarbons  are,  as  a rule,  quite 
resistant  to  metabolic  processes.  Their  effect  is  main- 
ly of  a purely  narcotic  type  and  toxic  effects  are 
frequently  associated  with  circulatory  changes 
closely  affiliated  with  narcosis.  The  aliphatic  alco- 
hols undergo  oxidation  with  the  formation  of  alde- 
hydes and  aliphatic  acids  in  the  case  of  the  primary 
alcohols  and  of  ketones  and  ketonic  acids  in  the  case 
of  the  secondary  alcohols.  Whereas  with  most  alco- 
hols the  oxidation  takes  place  quite  rapidly,  resulting 
finally  in  carbon  dioxide  and  water,  with  some 
alcohols  the  oxidation  is  slower  and  leads  to  the 
formation  of  highly  reactive  and  toxic  compounds, 
as  in  the  case  of  methanol  to  formaldehyde  and  formic- 
acid.  It  should  also  be  mentioned  that  certain  alco- 
hols may  form  complex  compounds  with  trivalent 
iron  and  other  metal  ions,  thus  interfering  withvthe 
catalytic  biological  action  of  certain  pigments  and 
enzymes,  as  was  demonstrated  by  Egg  (1927)  and 
Keeser  (1931).  Of  the  bivalent  alcohols,  ethvlene 
glycol  is  oxidized  to  oxalic  acid,  and  this  in,  turn  is 
responsible  to  a large  extent  for  the  nephrotoxic 
action  of  this  compound.  The  esters  of  aliphatic 
alcohols  are  more  or  less  readily  hydrolyzed  with  the 
formation  of  the  corresponding  alcohols  and  ali- 
phatic acids.  Since  it  has  been  shown  that  the  stability 
of  aliphatic  esters  toward  hydrolytic  agents  increases 
with  their  molecular  weight,  esters  of  higher  alco- 
hols and  higher  aliphatic  acids  are  more  stable.  It  is, 
therefore,  evident  that  the  lowest  homologues  of 
this  group  of  compounds  are  the  least  stable  and  at 
the  same  time  yield  the  most  toxic  split  products, 
and  that  in  spite  of  their  less  marked  narcotic  action 
the  methyl  esters  are,  as  a rule,  more  toxic  than  the 
ethyl,  propyl  and  butyl  esters.  In  contrast  to  esters, 
ethers  are  much  more  resistant  to  hydrolytic  and 
oxidative  processes,  and  for  this  reason  their  toxico- 
logical effects  are  more  or  less  due  to  the  molecule 
in  toto  and  their  action  is  predominantly  narcotic. 
Introduction  of  halogens,  especially  of  chlorine,  into 
the  hydrocarbon  molecule  yields  chlorinated  hydro- 
carbons which  are  used  in  very  large  quantities  on 
account  of  their  non-inflammability  and  solvent 
power  for  fats  and  which  have  marked  narcotic- 


properties.  With  the  lowest  members  of  this 
series,  mono-  and  dichloromethane,  this  is  very 
moderate.  But  in  contrast  to  dichloromethane, 
which  is  quite  stable  and  very  little  toxic, 
monochloromethane  is  very  readily  hydrolyzed 
with  the  formation  of  hydrochloric  acid  and 
methyl  alcohol,  and  this  is  the  reason  why  the 
picture  of  methyl  chloride  poisoning  resembles  so 
closely  that  of  methyl  alcohol  poisoning.  Very  little 
is  known  regarding  the  fate  of  other  chlorinated 
hydrocarbons  in  the  organism.  Barrett,  Cunningham, 
and  Johnston  (1939)  showed  that  trichlorethylene  is 
partly  converted  to  trichloracetic  acid  and  that  this 
probably  does  not  hold  true  for  chloroform,  carbon 
tetrachloride  and  trichlorethane.  Since  trichlor- 
ethylene has  very  moderate  hepatotoxic  properties 
in  contrast  to  the  three  other  chlorinated  hydrocar- 
bons mentioned,  it  appears  not  very  likely  that  the 
formation  of  chlorinated  aliphatic  acids  is  of  any 
considerable  importance  for  the  toxicology  of 
chlorinated  hydrocarbons.  Comparison  of  the 
hepatotoxic  action  of  the  different  chlorinated 
hydrocarbons  shows  that  this  increases  within  each 
series  with  the  number  of  chlorine  atoms  in  each 
molecule.  It  is,  however,  very  striking  that,  in  con- 
trast to  saturated  chlorine  derivatives,  the  unsatu- 
rated chlorine  derivatives  have,  as  far  as  is  known, 
only  a very  moderate  toxic  effect  on  the  liver.  In  this 
connection  it  may  be  pointed  out  that  Clarke  (1910) 
and  Tronov  (1928)  showed  that  the  presence  of  a 
double  bond  in  beta  position  of  chlorinated  hydro- 
carbons reduces  the  chemical  reactivity  or  increases 
the  stability  of  the  chlorine  atom;  and  this  was  con- 
firmed in  animal  experiments  by  Abreu  and  Emer- 
son (1940)  for  brominated  hydrocarbons.  The 
assumption  of  some  investigators,  such  as  Lucas 
(1928),  that  the  hepatotoxic  action  is  due  to  libera- 
tion of  hydrobromic  acid  or  hydrochloric  acid  was 
not  shared  by  Barrett,  Cunningham  and  Johnston 
(1939)  or  Abreu  and  Emerson  (1940).  Therefore,  it 
appears  questionable  at  present  whether  the  hepato- 
toxic action  of  chlorinated  hydrocarbons  should  be 
affiliated  with  the  liberation  of  hydrochloric  acid  or 
the  formation  of  phosgene  as  has  been  suggested, 
but  it  is  more  likely  that  it  is  produced  by  the  mole- 
cule in  toto  and  it  is  probably  linked  to  the  fat 
solubility  of  the  solvent.  With  regard  to  the  fate  of 
solvents  of  the  aromatic  series  it  may  suffice  to  point 
out  that  of  the  aromatic  hydrocarbons  only  benzene 
is  oxidized  with  the  formation  of  phenol  and  poly- 
phenols, the  latter  probably  being  responsible  for 
the  toxic  effect  on  the  hematopoietic  system.  The 
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higher  homologues  undergo,  predominantly,  oxida- 
tion in  the  side  chain,  yielding,  in  most  instances, 
benzoic  and  substituted  benzoic  acids  which,  in  turn, 
are  conjugated  with  glycine  to  form  hippuric  acid 
anti  its  homologues. 

As  mentioned  before,  with  some  solvents  the 
primary  toxicological  action  of  the  substance  itself 
is  associated  with  the  effects  of  biological  reaction 
products  derived  not  from  the  solvents  but  from 
certain  tissues  in  the  organism.  As  shown  by  Bar- 
tosch  (1936)  the  contact  of  irritant  solvents  such  as 
gasoline,  benzene  and  toluene  with  the  skin  may 
lead  to  the  liberation  of  histamine,  and  similar  obser- 
vations were  reported  by  Garau  (1938)  following 
the  inhalation  of  irritant  vapors,  as  for  instance 
toluene.  It  is,  therefore,  quite  possible  that  under 
certain  conditions  the  narcotic  action  of  solvents 
may  be  combined  with  toxic  effects  resulting  from 
the  liberation  of  histamine,  such  as  increased  per- 
meability of  capillaries,  spasm  of  the  bronchioles  and 
changes  of  the  circulation. 

The  excretion  of  solvents  takes  place  partly 
through  the  lungs  by  the  reverse  of  the  process 
responsible  for  their  absorption,  the  rate  of  excre- 
tion by  this  route  being  largely  controlled  by  their 
solubility  in  water  and  their  vapor  tension.  In  some 
instances  the  former  seems  to  be  the  controlling  fac- 
tor because  it  was  shown  by  Cushny  (1910)  that  in 
the  case  of  alcohols  the  pulmonary  excretion  is  com- 
parable to  their  evaporation  from  aqueous  solutions 
and  the  rate  of  their  excretion  depends  largely  upon 
their  solubility  in  water.  In  other  instances  the  excre- 
tion depends  largely  upon  the  vapor  tension,  so  that 
especially  with  nonpolar  compounds  such  as  ali- 
phatic hydrocarbons  more  volatile  substances  with 
higher  vapor  tension  are  more  rapidly  excreted.  In 
addition  the  pulmonary  excretion  of  solvents  de- 
pends upon  the  ventilation  of  the  lungs  and  the  rate 
of  circulation  of  the  blood  through  the  interalveolar 
spaces.  If  the  respiration  is  shallow,  or  slow,  and 
when  the  circulation  is  impaired,  the  pulmonary 
excretion  is  reduced.  Only  a few  solvents  are  ex- 
creted undecomposed  with  the  urine  and,  if  so,  only 
in  small  quantities  as  is  the  case  with  alcohols,  ether 
and  some  of  the  hydrocarbons.  In  most  instances 
they  are  excreted  in  the  form  of  metabolites,  such 
as  carbonates,  the  end  products  of  oxidation;  formic 
acid,  as  with  methyl  alcohol,  methyl  chloride  and 
methyl  esters;  oxalic  acid,  as  after  absorption  of 
ethylene  glycol  and  its  esters;  hippuric  acid,  result- 
ing from  oxidation  of  toluene;  and  ethereal  sulfates, 


as  after  absorption  of  benzene.  Certain  solvents,  as 
for  instance  the  chlorinated  hydrocarbons,  are 
eliminated  with  the  bile.  Many  solvents,  such  as 
alcohol,  may  be  excreted  with  the  milk  through  the 
mamillary  glands.  The  excretion  through  the  skin, 
if  it  takes  place  at  all,  is  usually  of  a very  insignificant 
order. 

With  regard  to  the  toxicological  picture  produced 
by  solvents  it  may  be  stated  that  all  produce  more 
or  less  marked  local  irritation  of  the  skin  and  of  the 
mucous  membranes.  The  irritation  of  the  skin  de- 
pends upon  the  concentration  of  the  solvent,  the 
duration  of  the  exposure,  the  depth  of  its  penetra- 
tion and  certain  physical  and  chemical  characteris- 
tics. It  is  characterized  by  more  or  less  severe  pain, 
reddening,  swelling,  and  in  the  most  severe  cases  by 
blister  formation,  resembling  closely  the  effects  pro- 
duced by  burns  of  different  degrees.  Fat  solvents 
are  more  irritant  because  they  remove  the  protective 
layer  of  the  skin  and  render  it  more  susceptible  to 
thermic  changes.  Those  solvents  which  are  hydro- 
philic, such  as  methyl  and  ethyl  alcohol,  when  used 
in  high  concentrations  will  dehydrate  the  skin  ren- 
dering it  less  flexible  and  liable  to  crack.  Some 
solvents  precipitate  proteins,  causing  injury  and 
destruction  of  the  cells,  and  others  affect  the  periph- 
eral nerve  endings,  causing  topic  injuries,  as  for 
instance  carbon  disulfide,  which  causes  injury  of  the 
most  peripheral  nerve  fibers  and  atrophic  formation 
of  blisters  as  described  by  Hueper  (1936).  Accord- 
ing to  Oettel  (1936)  the  direct  irritant  action  is  most 
marked  with  carbon  disulfide,  followed  closely  by 
that  of  aliphatic  hydrocarbons  which  increases  up 
to  7 carbons  in  the  chain.  With  chlorinated  hydro- 
carbons the  maximum  irritation  is  produced  by 
those  containing  5 carbons,  and  in  the  benzene  series 
the  irritant  action  increases  with  the  molecular 
weight  from  benzene  to  toluene  and  xylene  to  ethyl 
benzene.  The  irritation  of  the  mucous  membranes 
such  as  those  of  the  eye  and  the  respiratory  tract 
depends  essentially  upon  the  concentration  and  the 
length  of  the  exposure,  and  in  contrast  to  the  sys- 
temic action  the  intensity  of  the  irritation  may  be 
expressed  by  the  product  ext.  This  product  is  very 
small  for  highly  irritant  vapors  and  increases  in- 
versely to  the  irritation.  Much  more  than  with  the 
skin,  the  irritation  of  the  mucous  membranes  depends 
upon  the  affinity  of  the  solvent  to  water,  and  the 
degree  of  irritation  is  controlled  to  a certain  extent 
by  the  gradient  between  the  concentration  of  the 
solvent  in  the  air  and  its  concentration  in  the  tissue. 
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The  systemic  action  of  solvents  is  predominantly 
of  a narcotic  nature  which  may  be  complicated  by 
secondary  reactions.  The  onset  of  systemic  symp- 
toms depends  upon  the  rate  of  absorption,  the  rate 
of  distribution,  and  in  certain  instances  upon  the 
presence  and  formation  of  certain  metabolites.  In 
the  latter  case  the  toxicological  picture  is  character- 
ized by  a latent  period  of  up  to  several  hours  as 
observed  with  aniline  and  nitrobenzene.  The  char- 
acter of  the  toxic  symptoms  depends  upon  the 
affinity  of  the  various  solvents  to  certain  organs  and 
in  many  instances  upon  the  intensity  of  the  exposure. 
From  the  latter  point  of  view  one  can  distinguish 
(1)  acute  poisoning  resulting  from  massive  exposure 
for  a relatively  short  time,  (2)  intermittent  poison- 
ing caused  by  more  moderate  exposure  at  repeated 
intervals  which  may  have  a cumulative  action,  and 
(3)  chronic  poisoning  resulting  from  continued  ex- 
posure to  comparatively  low  concentrations.  Flic 
acute  poisoning  is  usually  characterized  by  irrita- 
tion and  narcotic  action.  Aside  from  the  irritation 
of  the  skin  and  mucous  membranes  discussed  before, 
irritation  of  the  trigeminal  endings  in  the  nose  and 
of  sensory  fibers  in  the  larynx  and  upper  respiratory 
tract  may  evoke  certain  reflexes.  In  this  way  the 
inhalation  of  certain  esters  and  hydrocarbons  may 
cause  reflectory  vascular  and  pressor  changes  and 
evoke  vomiting  and  stimulation  or  inhibition  of  the 
respiration. 

The  narcotic  action  on  the  central  nervous  system 
is  the  most  characteristic  phenomenon.  This  may 
vary  from  such  vague  symptoms  as  exhilaration  due 
to  depression  of  inhibitory  functions,  fatigue,  som- 
nolence, lack  of  coordination,  and  difficulties  of 
concentration,  to  loss  of  consciousness,  narcosis, 
and  death  resulting  from  respiratory  paralysis.  With 
moderate  poisoning  recovery  is  usually  complete, 
the  speed  of  recovery  depending  essentially  upon  the 
rate  of  destruction  or  elimination  of  the  solvent 
from  the  organism.  With  solvents  which  are  easily 
metabolized,  such  as  alcohol,  or  which  have  a high 
vapor  tension  the  recovery  is  usually  more  rapid 
than  with  more  stable  compounds  and  solvents  of 
lower  vapor  tension.  In  the  first  stages  this  central 
depression  is  not  necessarily  associated  with  respira- 
tory and  circulatory  changes,  but  as  the  depression 
progresses  the  respiration  will  be  slowed  and  even 
arrested  by  paralysis  of  the  central  nervous  system. 
At  the  same  time  the  blood  pressure  is  reduced,  due 
to  peripheral  dilatation,  as  shown  by  Dautrebande 
(1933)  with  benzene  and  other  hydrocarbons,  or 


due  to  depression  of  the  heart  muscle,  as  observed 
with  chlorinated  hydrocarbons,  as  for  instance 
chloroform.  With  some  solvents,  however,  the  acute 
poisoning  may  be  associated  with  severe  and  per- 
manent injuries.  Acute  methyl  alcohol  poisoning 
may  be  followed  by  permanent  impairment  of  the 
vision  and  even  complete  amaurosis.  Acute  carbon 
disulfide  poisoning  may  result  in  psychoses  of  long 
duration.  With  intermittent  and  chronic  exposure, 
irritability  and  nervousness  may  be  observed,  and 
these  are  also  frequent  after  effects  of  acute  poison- 
ing. With  certain  solvents,  as  for  instance  carbon 
disulfide,  definite  histopathological  changes  may  be 
seen,  such  as  regressive  changes  and  fatty  degenera- 
tion, especially  of  the  gray  matter  of  the  brain,  the 
pons,  and  certain  structures  such  as  the  pyramidal 
tracts,  the  globus  striatum  and  the  globus  pallidus; 
and  similar  changes  have  been  observed  with  certain 
chlorinated  hydrocarbons  such  as  tetrachlorethane. 

The  peripheral  nerves  are  frequently  affected  as 
indicated  by  paresthesias  and  anesthesias,  as  pro- 
duced by  trichlorethylene,  methyl  chloride  and 
methyl  alcohol.  With  intermittent  poisonings  and 
chronic  exposure  peripheral  neuritides  are  not  un- 
common, as  observed  with  alcohols,  chlorinated 
hydrocarbons,  carbon  disulfide,  and  aromatic  hydro- 
carbons such  as  benzene. 

The  olefinic  hydrocarbons  may  affect  the  autono- 
mic nervous  system,  causing  reduction  of  the  vascu- 
lar tone  and  gastro-intestinal  disturbances,  as 
reported  by  Wolf  and  Menne  (1937). 

Disturbances  of  the  vision  may  be  due  to  injury  of 
nervous  structures,  the  optic  nerve  and  the  retina, 
as  observed  after  exposure  to  methyl  alcohol,  methyl 
chloride  and  methyl  esters,  carbon  tetrachloride, 
carbon  disulfide,  and  possibly  trichlorethylene. 
Dichlorethane  may  impair  the  vision  by  causing 
turbidity  of  the  cornea  due  to  an  epithelial  injury 
of  the  posterior  layers  of  the  cornea. 

Acoustic  disturbances  and  neuritis  of  the  acoustic 
nerve  apparently  are  less  frequent  but  have  been 
reported  in  association  with  methyl  alcohol  and 
trichlorethylene  poisoning. 

On  account  of  the  irritant  action  of  solvents  on 
mucous  membranes,  irritation  of  the  respiratory 
tract,  resulting  in  rhinitis,  bronchial  catarrh,  bron- 
chitis, pneumonia  and  pulmonary  edema,  may  be  ob- 
served. The  latter  is  especially  liable  to  occur  if  the 
circulation  is  also  impaired.  The  rate  of  respiration 
may  first  be  reduced  or  increased  on  account  of  a 
reflectory  stimulation  of  the  respiratory  center,  but 
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as  the  depressant  action  becomes  more  marked  it  is 
slowed  and  even  arrested. 

With  regard  to  the  effect  of  solvents  on  the  cir- 
culation, weakening  of  the  heart  muscle  is  frequent- 
ly observed  with  massive  exposure  to  chlorinated 
hydrocarbons  such  as  chloroform  and  carbon 
tetrachloride.  This  may  aggravate  the  primary  toxic 
effect  of  solvents  on  the  central  nervous  system  by 
reducing  the  blood  supply.  With  continued  ex- 
posure, especially  to  chlorinated  hydrocarbons,  the 
heart  muscle  may  show  fatty  degeneration  and 
necroses.  With  others,  like  benzene,  there  may  be 
hemorrhages  resulting  from  vascular  damage. 

As  pointed  out  before,  many  solvents,  such  as 
alcohols,  esters  and  benzene,  will  cause  a peripheral 
dilatation  of  the  blood  vessels.  With  some  solvents, 
as  for  example  chlorinated  hydrocarbons,  the  vascu- 
lar walls  may  undergo  fatty  degeneration.  With 
benzene  poisoning  the  blood  vessels  are  among  the 
first  structures  to  suffer,  and  this  leads  to  hemor- 
rhages by  rupture  and  diapedesis.  It  is  obvious  that 
such  damaged  vessels  will  favor  the  formation  of 
thrombi  and  may  lead  to  embolism,  as  reported  after 
tetrachlorethane  poisoning. 

On  account  of  their  lipoid  solubility  many  sol- 
vents cause  peripheral  destruction  of  the  blood  by 
increasing  the  permeability  of  the  red  blood  cells, 
thus  leading  to  hemolysis,  as  observed  with  aliphatic 
hydrocarbons,  toluene  and  certain  chlorinated  hy- 
drocarbons such  as  tetrachlorethane.  This  effect  is 
closely  affiliated  with  the  solubility  of  such  solvents 
in  blood.  As  pointed  out  before,  many  solvents  will 
cause  a peripheral  hyperemia  which  may  stimulate 
the  activity  of  the  bone  marrow.  If  this  stimulation 
persists  for  a sufficient  length  of  time  it  may  be  fol- 
lowed by  hypofunction,  resulting  finally  in  aplastic 
anemia.  With  other  solvents,  as  for  instance  benzene, 
the  destructive  effect  on  the  bone  marrow  is  prob- 
ably largely  secondary  to  the  formation  of  poly- 
phenols which  are  known  to  cause  severe  degenera- 
tive changes  of  this  structure  even  in  very  small 
doses.  In  accordance  with  these  different  effects  of 
solvents  on  the  blood-forming  structures  the  blood 
picture  may  show  a variety  of  changes.  During  the 
period  of  hyperactivity  of  the  blood-forming  organs 
there  is  an  increased  output  of  immature  red  blood 
cells.  As  the  hypofunction  sets  in,  basophilic  stippled 
cells  and  anisocytotic  and  polycytotic  cells  make 
their  appearance,  and  as  the  hypoplasia  progresses, 
the  number  of  the  red  blood  cells  decreases  more  and 
more.  The  effect  of  solvents  on  the  white  blood 


cells  varies  in  a similar  way  with  the  intensity  and 
duration  of  the  exposure.  On  account  of  the  irritant 
action  of  solvents,  leucocytosis  is  quite  frequent.  A 
primary  relative  lymphocytemia  and  subsequent 
leucopenia  are  indicative  of  injury  of  the  bone  mar- 
row and  are  characteristic  of  benzene  poisoning. 
Before  leaving  the  discussion  of  the  effect  of  solvents 
on  the  blood  it  may  be  pointed  out  that  with  heavy 
exposure  to  solvents,  especially  chlorinated  hydro- 
carbons, there  exists  sometimes  a considerable 
lipcmia.  The  effect  of  solvents  on  the  blood  is  also 
reflected  in  certain  findings  in  other  organs.  As 
mentioned  before,  the  bone  marrow  may  offer  the 
picture  of  hyper-  and  hypoplasia,  and  the  spleen  may 
show  hemosiderin  deposits  and  increased  pigmenta- 
tion, hyperplasia  of  the  reticulo-endothelial  system, 
hemorrhages  and  metaplasia  with  signs  of  regenera- 
tion or  increase  of  the  connective  tissue. 

With  regard  to  the  effect  of  solvents  on  the  diges- 
tive organs  it  should  be  pointed  out  that  irritation  of 
the  gastro -intestinal  tract  is  observed  not  only  after 
ingestion  but  also  following  the  inhalation  of  many 
solvents,  being  part  of  the  picture  of  vasodilatation 
or  being  caused  by  swallowing  of  saliva  saturated 
with  vapors  or  by  the  excretion  of  certain  solvents 
such  as  chlorinated  hydrocarbons  with  the  bile.  It  is 
characterized  by  hyperemia,  edematous  swelling  and 
hemorrhages  of  the  mucous  membranes  and  may 
result  in  colic  and  diarrhea.  Injury  of  the  liver  is 
most  frequently  observed  following  exposure  to 
chlorinated  hydrocarbons,  and  it  appears  that  the 
hepatotoxic  action  increases  with  the  number  of 
chlorine  atoms  in  the  molecule  and  that  it  is  more 
marked  with  saturated  than  with  unsaturated  hydro- 
carbons. There  are  considerable  differences  as  to 
individual  susceptibility  in  this  respect,  and  persons 
suffering  from  diseases  or  functional  disturbances  of 
the  liver  are  more  easily  affected  than  normal  indi- 
viduals. It  is  generally  assumed  that  the  kidneys  are 
less  readily  injured  by  solvents.  With  chlorinated 
hydrocarbons  renal  disturbances  are  less  frequent 
than  liver  injuries,  but  the  metabolites  of  many  sol- 
vents, such  as  those  of  methanol  and  its  derivatives, 
ethylene  glycol  and  its  esters,  and  certain  ethers 
such  as  1,4-dioxane,  may  lead  to  injury  01  the  kid- 
neys. Such  toxic  effects  may  result  in  oliguria  and 
anuria  and  usually  are  associated  with  the  appearance 
of  pathological  constituents  in  the  urine  and  the 
blood. 

The  behavior  of  the  body  temperature  may  vary 
with  the  intensity  of  the  exposure.  With  heavy  ex- 
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posure,  resulting  in  marked  depression  of  the  central 
nervous  system,  the  body  temperature  may  be  de- 
creased on  account  of  a depression  of  the  central 
thermo-regulatory  mechanism,  lowered  metabolic 
rate  and  heat  loss  due  to  peripheral  vasodilatation. 
In  cases  of  hepatic  injury  and  toxic  nephritis  the 
body  temperature  may  be  increased,  as  observed  in 
methanol  and  ethylene  glycol  poisoning. 

The  effect  of  solvents  on  the  metabolism  is  char- 
acterized by  a shift  in  the  distribution  of  fat,  result- 
ing in  fatty  infiltration  and  fatty  degeneration  of 
various  organs,  which  is  especially  marked  with 
chlorinated  hydrocarbons  and,  as  pointed  out  be- 
fore, in  lipemia.  With  solvents  causing  injury  of  the 
liver  the  glycogen  depots  in  this  organ  may  be 
depleted,  resulting  in  glucemia,  glucosuria  and 
acetonuria.  Disturbances  of  the  protein  metabolism 
and  destruction  of  tissue  may  be  characterized  by 
the  appearance  of  acetone,  amino  acids  and  certain 
phenols  such  as  tyrosine  and  leucine  in  the  urine,  and 
may  be  seen  with  severe  liver  injury  such  as  that 
produced  by  tetrachlorethane.  A description  of  the 
effect  of  solvents  would  not  be  complete  without 
mentioning  the  question  of  acidosis.  This  may  re- 
sult from  the  narcotic  action  of  solvents  or  it  may 
be  the  outcome  of  the  formation  of  toxic  metabolites 
as  in  the  case  of  methanol  and  its  derivatives. 

With  regard  to  the  effect  of  solvents  on  other 
organs  it  may  be  pointed  out  that  solvents  causing 
injury  of  the  blood  vessels  may  cause  uterine  hemor- 
rhages, as  reported  with  benzene,  but  disturbances 
of  the  menstruation  may  also  be  seen  with  other 
solvents  such  as  aliphatic  hydrocarbons.  And  it 
should  also  be  mentioned  that  many  solvents,  such 
as  methanol,  ethanol,  chlorinated  hydrocarbons  and 
benzene,  pass  from  the  maternal  blood  through  the 
placenta  into  the  fetus,  so  that  the  latter  may  suffer 
injury. 

With  regard  to  the  detection  of  poisonings  a 
detailed  knowledge  of  the  occupational  history  is 
of  importance,  especially  with  regard  to  the  solvents 
used.  In  many  instances  it  will  be  advisable  to  secure 
a detailed  analysis  of  their  per  cent  composition  and 
also  of  impurities,  which  may  have  a marked  effect 
on  the  toxicological  picture.  As  pointed  out  before, 
the  most  conspicuous  symptom  of  solvent  poisoning 
is  the  depressant  effect  on  the  central  nervous  sys- 
tem. If  not  too  marked  this  will  wear  off  within  a 
short  time  after  discontinuation  of  the  exposure. 
Excitement,  nervousness,  and  sleeplessness  are  often 
sequelae  of  continued  exposure  to  comparatively 


low  concentrations.  Lack  of  appetite,  nausea,  and 
vomiting  are  often,  but  not  necessarily,  indications 
of  incipient  poisoning.  I hey  should  receive  close 
attention  but  a diagnosis  of  poisoning  should  not  be 
based  exclusively  on  such  subjective  complaints. 
Pain  in  the  right  upper  quadrant,  especially  if  asso- 
ciated with  tenderness  or  enlargement  of  the  liver, 
is  suggestive  of  liver  injury,  especially  with  a history 
of  exposure  to  chlorinated  hydrocarbons.  All  per- 
sons xposed  to  the  vapors  of  solvents  should  under- 
go periodic  blood  examinations,  but  it  may  be 
advisable  to  base  the  interpretation  of  such  findings 
upon  similar  observations  in  a group  of  the  same  sex 
and  age  range  of  the  same  locality  because  of  normal 
variations  of  such  findings  in  different  geographical 
regions.  Moderate  anemia  with  reduction  of  the  red 
blood  cell  count  and  hemoglobin  may  be  indicative 
of  excessive  exposure;  the  appearance  of  immature 
cell  forms  and  of  pathologic  forms  is  indicative  of 
a definite  injurious  effect  on  the  blood-forming 
organs  and  usually  demands  immediate  discontinua- 
tion of  the  exposure  and  possibly  hospitalization. 

I he  same  holds  true  for  the  existence  of  a relative 
lymphocytosis  or  leucopenia.  In  view  of  the  reduc- 
tion of  the  vascular  tone  by  many  solvents,  a check 
on  their  reaction  to  immersion  into  hot  and  cold 
water  and  blood  pressure  measurements  may  be 
indicated.  I he  latter  should  be  part  of  any  periodical 
medical  examination  because,  together  with  pulse 
counts,  it  gives  a good  picture  of  the  condition  of 
the  circulatory  system. 

I he  urine  should  be  tested  for  the  presence  of 
albumen  and  casts  which  will  indicate  injury  of  the 
kidneys;  the  presence  of  sugar  may  indicate  injury 
of  the  kidneys,  of  the  pituitary  gland,  and  if  asso- 
ciated with  acetone  and  aceto-acetic  acid  its  pres- 
ence is  indicative  of  a more  severe  disturbance  of 
the  carbohydrate  metabolism.  The  presense  of  bile 
pigment,  urobilin  and  urobilinogen  is  indicative  of 
injury  of  the  liver,  and  such  tests  are  especially 
important  with  exposure  to  chlorinated  hydrocar- 
bons. If  positive  it  may  be  advisable  to  check  the 
liver  function  by  determining  the  prothrombin  time 
ratio,  by  performing  the  globulin-cholesterol,  levu- 
lose  and  galactose  tolerance  tests,  and  by  determing 
its  excretory  functions  with  some  dye  test. 

For  the  determination  of  exposure  to  certain  sol- 
vents the  detection  and  determination  of  their 
metabolites  in  the  urine  may  be  very  helpful.  The 
determination  of  the  ethereal  sulfates  and  of  the 
inorganic  sulfate  ratio  may  help  in  detecting  ex- 
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posure  to  benzene  but  it  should  be  remembered  that 
other  phenolic  and  alcoholic  compounds  are  also 
conjugated  with  sulfuric  acid.  Some  olefines,  the 
higher  alcohols,  aldehydes,  ketonic  compounds,  and 
especially  terpenes  are  excreted  in  conjugation  with 
glucuronic  acid,  and  its  determination  may  be  of 
value  in  detecting  and  appraising  the  exposure.  The 
determination  of  hippuric  acid  is  helpful  in  detecting 
exposure  to  toluene.  The  existence  of  increased 
amounts  of  oxalic  acid  and  oxalate  may  indicate 
exposure  to  ethylene  glycol  and  its  esters,  and  an 
increase  of  formic  acid  has  been  observed  after  ex- 
posure to  methanol,  methyl  chloride  and  certain 
methyl  esters. 

With  regard  to  the  treatment  of  solvent  poison- 
ings, this  has  to  be  carried  out  on  a symptomatic 
basis;  a detailed  discussion  would  be  beyond  the 
scope  of  this  paper.  With  regard  to  the  cause  of 
death  in  poisonings  by  solvents  it  may  be  stated  that 
in  acute  poisoning,  death  results  from  respiratory  or 
circulatory  failure.  Some  solvents  of  irritant  char- 
acter, such  as  benzine,  benzene,  carbon  disulfide, 
methyl  alcohol,  or  certain  chlorinated  hydrocar- 
bons, when  inhaled  in  high  concentrations  may  cause 
fatal  pulmonary  edema  or  edema  of  the  brain  which, 
in  the  opinion  of  some  students  of  the  subject,  is 
more  frequent  than  is  generally  assumed.  With 
chronic  poisonings  the  most  common  causes  of  death 
are  fatty  atrophy  of  the  liver,  especially  with  chlor- 
inated hydrocarbons,  and  nephritis  and  uremia  with 
other  solvents  such  as  methyl  alcohol  and  ethylene 
glycol. 

In  the  first  part  of  this  synopsis  the  physico- 
chemical and  chemical  properties  of  solvents  have 
been  discussed  with  reference  to  their  toxicological 
action.  It  has  been  mentioned  that  occasionally 
impurities  which  are  present  in  the  solvent  may 
determine  the  toxicological  picture.  It  may  be 
pointed  out  that  sometimes  toxicological  properties 
of  the  solvent  have  been  credited  to  impurities,  as  in 
the  case  of  methanol,  whereas  in  other  instances,  as 
for  instance  with  trichlorethylene,  certain  toxico- 
logical features  observed  in  earlier  days  should  prob- 
ably be  credited  to  impurities.  There  remains  one 
feature  to  be  discussed  in  connection  with  the 
toxicity  of  solvents,  namely  the  influence  of  certain 
constitutional  factors  on  the  part  of  the  individual. 
It  has  been  claimed  that  the  juvenile  organism  is 
more  susceptible  to  certain  solvents  such  as  alcohol 
and  benzene.  It  is  still  questionable  at  present  to  what 
extent  sex  differences  affect  the  individual  suscepti- 


bility to  solvents.  It  should  be  pointed  out  that  with 
some  solvents,  especially  with  regard  to  their  irri- 
tant action,  a certain  amount  of  resistance  may  be 
developed,  which,  however,  does  not  extend  to  the 
systemic  effects.  Some  solvents,  such  as  gasoline, 
ether,  and  trichlorethylene,  cause  definite  euphoria 
when  inhaled  in  moderate  doses  and  this  may  lead 
to  habituation  with  its  various  sequelae.  Some  per- 
sons, on  the  other  hand,  may  be  abnormally  sensitive 
to  solvents.  In  some  individuals  even  moderate  irri- 
tation of  the  olefactory  nerve  endings  will  lead  to 
nausea  and  vomiting;  others  are  abnormally  sensitive 
to  certain  chemicals  such  as  aldehydes.  Whereas  in 
these  cases  the  hypersensitivity  may  be  constitu- 
tional, in  others  it  is  acquired  and  may  result  from 
repeated  exposure,  as  in  the  case  of  formaldehyde, 
or  from  a poisoning  suffered  on  previous  occasions,  1 
as  for  instance  in  benzene  poisoning. 

This  synopsis  shows  that  exposure  to  solvents  may  i 
result  in  a variety  of  toxicological  pictures,  that  their 
effect  depends  on  their  physico-chemical  and  chemi- 
cal characteristics  and  their  fate  in  the  organism,  and 
that  constitutional  characteristics  may  also  affect  the 
toxic  phenomena.  In  view  of  their  wide  use,  the 
possibility  of  injurious  effects  resulting  from  ex-  J 
posure  to  solvents  should  be  considered  in  the 
diagnosis  and  treatment  of  many  illnesses  of  obscure 
causation. 
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here  is  little  necessity  today  to  show  the  need 
for  psychiatric  service.  The  demand  for  such 
service  is  already  many  times  the  amount  that 
present  resources  can  supply.  For  many  years  one 
has  read  statistics  in  regard  to  the  number  of  beds  in 
mental  hospitals  and  estimates  of  the  degree  of 
probability  of  any  person  being  a resident  in  a men- 
tal hospital  during  his  life  time.  Most  of  these  hos- 
pital beds  are  for  patients  suffering  from  one  or 
another  of  the  various  psychoses.  There  have  been 
all  sorts  of  guesses  with  regard  to  the  number  of 


other  types  of  psychiatric  disorders  in  the  popula- 
tion. Internists  have  estimated  that  from  sixty  to 
eighty  per  cent  of  their  patients  are  psychoneurotic. 
To  get  some  idea  of  the  size  of  this  major  public 
health  problem,  one  no  longer  has  to  resort  to  guesses 
made  by  individual  practitioners. 

At  present,  one  of  the  greatest  case  finding  jobs  of 
all  time  is  being  done.  The  examination  of  men  and 
women  for  the  armed  services  is  bringing  to  light 
many  facts  with  regard  to  the  incidence  of  all  types 
of  diseases  in  the  population.  As  you  know,  the  per- 
centage of  rejections  and  the  percentage  of  dis- 
charges from  the  services  for  neuro-psychiatric 
disabilities  run  very  high.  With  major  military 
engagements  due  in  the  near  future,  it  can  reason- 
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ably  be  expected  that  such  discharges  will  increase 
numerically,  even  if  there  should  be  a shift  in  the 
ratio  of  neuro -psychiatric  discharges  to  other  types 
of  discharges  with  medical  disabilities. 

Aside  from  the  number  of  men  and  women  who 
have  been  tagged  with  a variety  of  psychiatric  labels 
as  the  result  of  examination  at  induction  boards  or 
in  the  service,  there  is  another  very  large  group  of 
conditions  that  have  come  to  be  classed  as  psychoso- 
matic disorders.  In  these  disorders,  emotional  factors 
have  been  found  to  play  some  etiological  role  of 
varying  importance  depending  upon  the  individual 
case.  Cardiovascular-renal  disease,  especially  second- 
ary to  hypertension,  gastro-intestinal  disturbances 
such  as  gastric  ulcer  and  mucous  colitis,  asthma, 
diabetes,  accident  proneness,  and  many  others  fall 
into  this  group  of  conditions. 

They  represent  the  greatest  current  challenge  to 
public  health  since  they  account  for  a very  large 
part  of  the  mortality  above  fifty  years  of  age  and  a 
vast  amount  of  the  morbidity  between  twenty  and 
fifty  years  of  age.  They  represent  for  the  most  part 
that  large  class  of  chronic  conditions  which  is  be- 
coming an  increasing  economic  burden.  General 
medical  procedures  have  not  been  able  to  bring  them 
under  control  as  has  been  accomplished  in  the 
infectious  diseases. 

Historically,  psychiatry  developed  primarily  in 
the  mental  hospital.  The  patients  were  largely  those 
needing  intramural  control  as  well  as  medical  care. 
The  majority  of  them  were  psychotic;  removal  from 
the  community  and  control  of  the  patient  were 
essential  to  proper  medical  treatment  of  the  indi- 
vidual as  well  as  the  protection  of  society. 

In  general  in  this  country,  the  first  large  develop- 
ment of  extra  mural  psychiatric  work  was  in  the 
field  of  psychiatry  for  children.  While  there  has 
been  some  treatment  of  non  psychotic  adults  outside 
of  the  mental  hospital,  the  last  twenty-five  years 
have  seen  probably  the  greatest  expansion  in  the 
development  of  psychiatric  clinics  for  children.  The 
nature  of  children’s  psychiatric  problems  has  made 
the  community  type  psychiatric  clinic  the  most 
advantageous  for  working  with  the  various  profes- 
sional groups  dealing  with  children.  In  the  large 
cities  there  has  been  room  also  for  the  development 
of  special  psychiatric  clinics  for  children  in  connec- 
tion with  juvenile  courts,  boards  of  education  and 
pediatric  services  of  the  general  hospital. 

In  the  area  of  psychiatric  service  for  adults,  the 
private  psychiatrist  and  a few  clinics,  either  as  men- 


tal hygiene  clinics  or  as  neuro-psychiatric  outpatient 
clinics,  have  dealt  with  the  wide  variety  of  prob- 
lems presented  to  them.  A great  deal  of  this  work 
has  been  diagnosis  for  commitment  to  a mental  hos- 
pital or  medico-legal  work.  The  psychoanalyst  has 
been  treating  a limited  number  of  psychoneurotics. 
However,  in  terms  of  the  size  of  the  problem,  the 
amount  of  psychiatric  treatment  available  for  adults 
has  been  pitifully  small.  The  most  promising  devel- 
opments in  psychiatric  service  for  adults  are  those 
that  come  from  a psychobiological  approach  to 
disease.  In  some  of  the  larger  metropolitan  hospitals, 
psychiatric  techniques  are  being  integrated  with 
other  medical  procedures  in  a psychobiological  ap- 
proach to  the  organism  as  a whole.  This  integration 
of  psychiatry  and  medicine  may  be  expected  to  be 
the  next  great  development  in  the  application  of 
psychiatric  knowledge.  “If  psychiatry  has  meant 
anything  far  reaching  to  medicine,  it  is  not  nearly 
as  much  through  its  technical  contributions  in 
handling  neurotic  and  psychotic  patients  as  its  in- 
sistance  that  the  handling  of  a focal  problem  of  a 
person  (his  heart,  his  teeth,  his  life,  his  job,  his  here- 
after) is  inadequate  if  it  leaves  out  of  account  the 
fact  that  man  is  a complex  social  creature  who  must 
be  studied  along  with  his  focal  problem.”1 

There  are  two  ways  by  which  the  growth  of  a 
technical  service  to  individuals  develops.  One  of 
these  is  the  proprietary  growth  of  departmental  ex- 
pansion. As  an  agency  dealing  with  a certain  class  of 
individuals  becomes  aware  of  related  functional 
needs  of  people,  the  agency  may  try  to  supply  all  of 
these  needs  itself.  To  do  so,  it  must  expand  its  staff 
and  include  specialists  of  all  types.  “The  realization 
of  this  trend  in  its  final  form  would  be  to  create 
within  a department  of  community  service  a minia- 
ture of  a community  and  provide  all  the  services  that 
the  persons  need  . . .”2 

The  other  way  is  to  develop  means  of  collabora- 
tion and  coordination  of  various  community  services 
so  that  the  particular  needs  of  individuals  are  fully 
met,  without  duplication  and  overlapping  of  agency 
function. 

In  the  large  scale  development  of  any  service, 
problems  of  centralization  and  decentralization  are 
involved,  such  as  the  allocation  of  funds  and  the 
setting  of  minimum  standards  on  one  hand  and  the 
actual  performance  of  the  service  on  the  other.  This 
is  particularly  true  with  regard  to  psychiatric  service 
because  of  the  size  of  the  problem,  and  also  because 
of  the  need  for  close  collaboration  with  other  medi- 
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cal  agencies,  and  with  social,  educational  and  legal 
agencies.  Minimum  centralization  of  administration 
and  maximum  decentralization  of  functional  opera- 
tion holds  the  greatest  promise  for  the  development 
of  an  efficient  and  effective  type  of  service. 

With  this  background  of  the  historical  develop- 
ment of  psychiatry,  one  can  relate  the  principles  of 
organization  to  the  problem  of  providing  psychiatric 
resources  to  meet  the  present  needs  of  the  com- 
munity, whether  the  individuals  needing  psychiatric 
help  have  veteran’s  status  or  not.  The  problem  of 
any  veteran  is  readjustment  to  the  life  of  a com- 
munity, and  the  creation  of  special  agencies  for  him 
tend  to  separate  him  from  community  life.  It  would 
appear  that  psychiatric  service  for  adults  should  be 
organized  as  a part  of  the  general  hospital  and  it 
should  be  integrated  with  the  other  medical  services 
for  both  in  and  out  patients.  This  doesn’t  mean  that 
the  general  hospital  should  house  psychotic  patients 
for  any  length  of  time,  since  the  problem  of  man- 
agement and  the  length  of  time  under  treatment 
indicates  the  need  of  care  in  a mental  hospital.  A 
few  beds  for  observation  or  treatment  of  certain 
types  of  acute  cases  might  be  advantageous.  The 
principal  value  would  be  in  a psychobiological  ap- 
proach to  many  conditions  such  as  cardio-vascular 
and  gastro-intestinal  disorders,  as  well  as  the  many 
individuals  labeled  as  psychoneurotic  who  come  to 
the  general  hospital  or  dispensary  with  a myriad  of 
somatic  complaints. 

T here  are  many  reasons  for  believing  that  the 
general  hospital  is  the  setting  in  which  psychiatric 
service  for  adults  should  be  developed.  It  is  the 
major  medical  facility  to  which  the  majority  of 
patients  with  all  kinds  of  illnesses  go  for  help.  A 
large  number  of  these  patients  have  an  emotional 
component  in  the  etiology  of  their  conditions.  A 
considerable  number  show  no  organic  pathology, 
even  though  the  complaints  are  primarily  somatic. 
In  any  event,  they  all  have  disturbed  physiological 
reactions,  and  the  etiological  causes  for  pathological 
physiology  are  not  easily  separable  into  physical  and 
mental  components.  Patients  whose  complaints  are 
largely  psychic,  as  opposed  to  somatic,  usually  pre- 
fer to  go  to  a general  medical  center  rather  than  to 
a “mental  clinic”  which  is  separately  set  up.  In  the 
first  place  they  like  to  ascribe  their  symptoms  to 
some  tangible  cause  and  unless  complete  physical 
and  laboratory  examination  is  made,  are  less  willing 
to  accept  consciously  the  part  played  by  their  own 
emotional  difficulties.  In  addition,  many  of  these 


individuals  have  considerable  fear  that  whatever  the 
trouble  is,  it  may  eventually  terminate  in  “insanity” 
and  they  develop  considerable  anxiety  over  this. 
I his  fear  may  prevent  their  going  to  the  “mental 
clinic”  because  they  assume  that  such  clinics  are  for 
the  “insane.”  While  there  has  been  a great  change  in 
the  attitude  of  the  public  towards  mental  hospitals 
and  towards  mental  clinics,  this  is  still  a factor  that 
warrants  consideration. 

In  this  connection  it  may  be  prognosticated  that 
many  veterans  coming  back  after  the  war  with  a 
diagnosis  of  psychoneurosis  will  have  complaints  of 
a somatic  character.  T hose  who  have  been  wounded 
will,  of  course,  have  the  same  problems  as  are  often 
seen  in  the  traumatic  or  compensation  neuroses.  In 
addition,  many  will  have  been  subject  to  the  various 
tropical  diseases,  the  sypmtoms  of  which  may  be 
utilized  by  the  veteran  long  after  the  infection  has 
been  eliminated.  Of  further  importance  for  the  inte- 
gration of  psychiatric  treatment  with  general  medi- 
cal treatment  is  the  fact  that  many  of  these  veterans 
may  have  acquired  psychoneurotic  as  well  as  infec- 
tious disturbances  while  in  the  service.  Such  veterans 
should  have  simultaneous  psychiatric  and  medical 
treatment,  otherwise  the  psychiatric  features  are 
likely  to  be  relegated  to  a secondary  place  and  to 
become  chronic. 

Another  reason  for  the  belief  that  psychiatric- 
services  for  adults  should  be  a part  of  the  hospital  is 
the  need  for  the  laboratory  and  other  facilities  of 
the  hospital  to  do  good  diagnostic  and  therapeutic 
work.  The  clinical  pathology  laboratory,  the  x-ray, 
electro-encephalographic  instruments  are  some  of 
the  necessary  equipment  for  diagnosis,  while  for 
treatment,  electric  shock,  fever  therapy,  and  hydro- 
therapy as  well  as  much  chemotherapy  require  hos- 
pital facilities. 

The  present  concern  about  the  large  number  of 
servicemen  discharged  for  neuro-psychiatric  reasons 
has  been  responsible  for  a great  deal  of  talk  about 
their  rehabilitation  in  the  community.  Likewise, 
concern  about  the  number  of  men  rejected  for  serv- 
ice has  aroused  interest  in  doing  something  about 
them,  particularly  as  a means  of  relieving  the  man- 
power shortage.  It  may  be  stated  that  there  has  never 
been  enough  adequately  trained  psychiatric  per- 
sonnel to  meet  the  needs  of  society,  and  present 
personnel  resources  are  inadequate  for  doing  the 
work  presented  to  the  existing  hospitals  and  clinics. 
However,  I should  like  to  present  to  you  the  broad 
outlines  of  a plan  by  which  the  psychiatric  needs  of 
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people  in  the  community,  including  the  returned 
veterans,  can  be  met,  taking  into  consideration 
modern  developments  in  this  field  and  the  principles 
concerned  in  effective  organization.  I'he  outline  of 
the  plan  is  as  follows: 

( 1 ) There  should  be  a state  appropriation  to  sub- 
sidize psychiatric  diagnosis  and  treatment  in  the 
general  hospital  for  both  in  and  out  patient  work. 

(2)  The  allocation  of  funds  should  be  based  on 
some  scale  similar  to  that  used  in  the  cancer  program 
which  will  place  emphasis  on  quality  of  service. 

(3)  The  service  in  the  general  hospital  should  be 
on  a full  time  paid  basis  and  the  integrated  services 
of  psychiatrists,  psychologists  and  psychiatric  social 
workers  should  be  utilized. 

(4)  All  people  in  the  community  needing  the 
service  should  be  eligible;  this  of  course  includes  the 
veterans. 

(5)  Economic  responsibility  should  be  determined 
by  the  ability  of  the  individual  to  pay  and  by  the 
responsibility  of  public  or  private  agencies  for  assist- 
ance, whether  local,  state  or  federal. 

It  should  be  apparent  that  a scheme  of  this  sort 
will  help  to  create  many  local  psychiatric  facilities 
and  that  these  local  resources  may  then  be  used  by 
such  governmental  agencies  as  the  V eteran’s  Bureau, 
the  United  States  Employment  Service,  the  Division 
of  Vocational  Rehabilitation  and  so  on.  The  plan 
also  provides  a mechanism  through  which  any 
federal  grants  might  be  channeled  and  expended  in 
direct  service  without  adding  essentially  to  overhead 
costs. 

Before  discussing  the  pros  and  cons  of  a scheme 
of  this  kind,  a word  should  be  said  about  the  reasons 
for  thinking  that  the  service  should  be  on  a full  time 
paid  basis.  In  the  first  place,  it  makes  practical  the 
integration  of  psychiatry,  psychology  and  psychi- 
atric social  work  with  general  medicine.  Psychiatric 
treatment  is  expensive  and  if  it  is  to  be  applied  on 
any  scale  commensurate  with  the  size  of  the  prob- 
lem, it  will  have  to  be  organized  efficiently.  The 
division  of  labor  between  psychiatrists,  psycholo- 
gists and  psychiatric  social  workers  makes  for  a 
more  efficient  service  and  a reduction  in  the  cost 
per  patient.  Physicians  are  already  used  to  this 
division  of  labor,  much  of  it  on  a full  time  paid  basis. 
The  utilization  of  nurses,  laboratory  technicians, 
x-ray  men  and  anaesthetists  are  examples  of  this 
division  of  labor  already  accepted  in  the  hospital. 

There  are  many  people  whose  economic  status 


prevents  them  from  obtaining  adequate  psychiatric 
service.  Some  might  meet  a portion  of  the  cost,  if 
the  service  were  arranged  in  such  a way  that  partial 
payment  could  be  made.  Psychiatric  conditions  are 
symptoms  of  malfunction  of  the  total  organism  and 
because  of  this,  the  disorders  often  interfere  with  the 
patient’s  ability  to  earn  a livelihood.  Since  treatment 
is  frequently  of  some  duration  and  the  conditions 
often  make  the  individual  incapable  of  holding  a job, 
acute  financial  problems  frequently  develop.  To 
allow  psychiatric  conditions  to  become  chronic  for 
lack  of  adequate  medical  attention  only  adds  to  the 
general  economic  burden  of  the  community  in  one 
way  or  another. 

One  of  the  main  reasons  for  believing  that  the 
service  should  be  on  a full  time  basis  is  that  this 
would  reduce  economic  competition  between  the 
psychiatrist  and  the  other  medical  practitioners. 
There  are  many  reasons  for  the  slowness  with  which 
medicine  in  general  has  accepted  psychiatric  ad- 
vances, but  one  of  the  chief  of  these  is  the  fact  that 
because  the  psychiatrist  looks  at  the  patient  from  an 
organism-as-a-whole  point  of  view,  he  may  be  in 
economic  competition  with  other  physicians.  This  is 
especially  true  where  the  complaints  are  recognized 
as  falling  in  the  area  of  what  is  currently  called 
psychosomatic  medicine. 

The  objections  to  some  scheme  of  this  sort  are 
primarily  in  the  attitudes  of  different  individuals  or 
agencies  which  might  be  affected  in  one  way  or 
another.  One  of  the  first  that  comes  to  mind  is  the 
attitude  of  the  private  psychiatrist  who  might  see  in 
such  a plan  a threat  to  his  economic  security.  It 
would  appear  that  this  threat  is  more  imagined  than 
real,  because  so  far  in  the  history  of  psychiatry,  the 
development  of  a community  resource  has  always 
served  to  educate  the  public  with  regard  to  the 
utilization  of  psychiatrists.  Such  a plan  would  not 
prohibit  the  general  medical  man  from  calling  the 
private  psychiatrist  in  consultation  and  the  educa- 
tion of  the  general  practitioner  in  the  use  of  psychi- 
atric approach  would  do  much  to  increase  his  use 
of  the  private  psychiatrist  either  in  consultation  or 
through  referral  of  cases.  The  facilities  which  would 
be  created  in  the  hospital  would  make  it  possible 
for  the  private  psychiatrist  to  deal  more  effectively 
with  his  own  cases.  Nothing  in  the  plan  would  pre- 
vent the  private  psychiatrist  from  sending  his  own 
patients  into  the  hospital  or  of  attending  them  there. 
In  addition,  a resource  of  the  sort  outlined  above 
would  relieve  the  private  practitioner  of  much  work 
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that  he  does  now  as  a professional  responsibility 
without  hope  of  adequate  financial  remuneration. 

Another  attitude  to  take  into  consideration  is  that 
of  the  general  practitioner  towards  psychiatry. 
While  this  has  changed  considerably  in  recent  years, 
there  is  still  widespread  reluctance  on  the  part  of 
many  medical  men  to  accept  the  advances  made  in 
the  field  of  psychiatry.  The  experiences  of  large 
numbers  of  medical  men  in  the  armed  services  may 
help  in  doing  away  with  this  attitude.  It  is  also  to  be 
hoped  that  if  the  economic  competition  inherent 
between  the  psychiatrist  and  the  general  medical 
man  is  reduced,  that  the  latter  will  be  free  to  see 
what  psychiatric  techniques  can  do,  and  to  make 
them  a part  of  his  own  medical  armamentarium. 

There  is  a feeling  on  the  part  of  some  general 
hospitals  against  dispensaries  or  out  patient  services 
and  an  occasional  feeling  that  the  general  hospital  is 
not  suitable  for  psychiatric  patients.  The  latter  is 
based  largely  on  the  idea  that  psychiatric  patients 
are  disturbed  and  disturbing  to  the  rest  of  the  hos- 
pital population.  In  line  with  the  modern  develop- 
ments of  medicine,  it  is  apparent  that  a large  number 
of  the  present  general  hospital  population  have 
emotional  problems  as  major  or  minor  etiological 
factors  in  the  illness  for  which  they  came  to  the 
hospital.  It  is  agreed  that  the  psychotic  patient  re- 
quiring commitment  and  special  management  is  not 
necessarily  suited  to  the  general  hospital,  unless  it  is 
large  enough  to  warrant  a special  psychopathic 
pavilion.  The  coordination  and  integration  of  a 
psychiatric  service  can  be  done  in  various  ways 
according  to  the  status  and  development  of  the 
general  hospital.  The  size  of  the  hospital  may  require 
only  a part  time  psychiatrist.  Where  psychiatric 
service  has  been  coordinated  with  and  integrated 
into  the  other  services  of  the  general  hospital,  hos- 
pitalization costs  have  actually  been  lowered  through 
a shortening  of  the  hospitalization  period.  In  certain 
instances,  there  have  been  sufficient  savings  effected 
through  this  means  to  more  than  pay  for  the  profes- 
sional psychiatric  service.  With  regard  to  the  feeling 
against  dispensary  or  out  patient  service,  the  ques- 
tion really  rests  on  whether  the  hospital  is  ready  to 
assume  more  responsibility  for  the  medical  needs  of 
the  community,  or  whether  facilities  will  have  to  be 
developed  outside  of  the  hospital  to  meet  these 
needs. 

There  is  a fourth  group  of  attitudes  which  have 
to  be  taken  into  consideration  as  possible  drawbacks 
to  any  program  of  the  character  outlined.  These 


have  to  do  with  governmental  agencies  that  might 
wish  to  establish  and  control  their  own  services. 
There  is  nothing  in  the  plan  suggested  which  would 
prevent  their  doing  so.  However,  any  such  develop- 
ment should  meet  the  criteria  established  for  effec- 
tiveness either  of  administration  or  performance  of 
function.  It  is  understood  that  the  Veteran’s  Bureau 
doesn’t  plan  any  great  program  of  out  patient  care. 
The  statement  has  been  made  that  this  agency  will 
have  a huge  hospital  building  and  personnel  building 
program  to  meet  the  needs  of  veterans  needing  hos- 
pitalization. This  will  include  the  psychotic  veterans. 
It  is  expected  that  other  types  of  service  will  be 
contracted  for  locally.  Likewise,  the  Federal  Secur- 
ity Agency  in  its  directives  for  state  vocational 
rehabilitation  plans  has  said  that  local  and  state 
medical  resources  shall  be  utilized  and  that  dupli- 
cating services  will  not  be  developed.  However,  if 
the  Veteran’s  Bureau  develops  a large  hospital  pro- 
gram, there  will  undoubtedly  be  a tendency  to  bring 
patients  into  the  hospital  who  might  well  be  treated 
while  living  in  their  own  homes  as  a part  of  their 
own  communities. 

The  primary  concern  should  be  with  developing 
a high  quality  of  service  that  meets  all  the  needs  of 
the  community  and  this  should  include  the  veterans. 
If  adequate  local  resources  should  exist,  then  there 
would  be  little  excuse  for  the  expansion  of  large 
bureaucratic  agencies  each  developing  duplicates  of 
the  community  functions  within  the  agency  to  serve 
only  its  special  group  of  clients.  If,  however,  there 
is  a social  need  for  a service  that  is  not  provided  in 
the  community,  the  demand  for  the  service  will 
bring  about  its  organization  in  one  way  or  another, 
even  though  it  may  not  be  the  most  efficient  or 
economical. 

It  would  appear  that  there  is  a great  psychological 
advantage  in  having  the  medical  services  provided 
for  veterans  as  a part  of  the  medical  services  in  the 
community  at  large.  It  is  recognized  that  the  finan- 
cial responsibility  for  this  is  a federal  one,  but  that 
does  not  preclude  its  organization  with  the  local 
community  as  a basis.  The  chief  problem  in  the  re- 
habilitation of  veterans  is  their  reintegration  into 
community  life.  If  the  services  for  them  are  pro- 
vided in  isolation  from  the  community,  this  will  in 
itself  tend  to  segregate  them  from  the  general  func- 
tions of  the  community.  This  holds  true  for  func- 
tions other  than  medical  ones,  but  it  would  appear 
to  have  special  bearing  on  the  treatment  of  neuro- 
psychiatric disabilities. 
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While  some  drawbacks  to  a plan  of  this  sort  have 
been  discussed,  its  assets  have  been  mentioned  for 
the  most  part  indirectly.  For  the  sake  of  clarity  it 
seems  desirable  to  bring  them  together  at  this  point. 

( 1 ) The  general  hospital  is  the  natural  community 
agency  to  which  sick  people  turn. 

(2)  It  is  the  place  to  which  many  psychoneurotic 
patients  go,  primarily  because  of  somatic  complaints, 
whether  the  etiology  is  organic,  emotional  or  both. 

( 3 ) It  does  not  have  the  stigma  of  many  agencies 
which  are  devoted  solely  to  mental  patients. 

(4)  The  area  of  population  served  by  the  general 
hospital  is  such  as  to  make  physical  access  to  it 
reasonably  easy  and  permits  the  patient  to  retain 
most  if  not  all  of  his  community  and  family  ties. 

(5)  It  makes  possible  the  facilities  needed  for  good 
diagnostic  and  therapeutic  work. 

(6)  It  provides  a means  for  the  integration  of 
psychiatric  with  other  medical  procedures. 

(7)  It  would  provide  widely  dispersed  facilities 
with  which  the  federal  agencies  can  contract  for 
service  for  their  clients,  especially  the  veterans. 

(8)  It  avoids  the  development  of  a huge  bureau- 
cratic organization. 

(9)  It  avoids  the  setting  up  of  duplicating  and 
conflicting  services. 

(10)  It  provides  a minimum  of  centralized  admin- 
istration for  the  purpose  of  allocation  of  funds  and 
the  setting  of  minimum  standards. 

( 1 1 ) It  creates  a maximum  of  decentralization  in 
the  operation  of  the  service. 

(12)  It  leaves  the  choice  of  personnel  and  the 
direction  of  clinical  work  in  the  hands  of  the  local 
general  hospital. 

At  the  present  time  organized  medicine  is  saying 
that  it  is  up  to  the  doctor  to  work  out  methods  for 
the  adequate  distribution  of  medical  service.  If  the 
professional  medical  man  does  not  interest  himself 
in  this  problem  and  find  a solution  to  it,  then  it  may 


be  expected  that  there  will  be  governmental  imposi- 
tion of  plans  for  medical  care.  The  following  is  a 
quotation  from  an  editorial  in  the  November  20, 
1943  issue  of  the  Journal  of  the  American  Medical 
Association  which  represents  the  views  of  the  House 
of  Delegates,  Board  of  Trustees  and  Council  on 
Medical  Service  and  Public  Relations. 

“There  should  be  initiated  by  arrangement  and 
agreement  between  the  government  and  the  profes- 
sion, organized  experiments  in  the  methods  of  prac- 
tice such  as  group  practice  including  health  centers 
of  different  kinds  which  should  extend  to  general 
practitioner  hospital  units  attached  to  general  hos- 
pitals. Future  developments  in  group  practice  should 
depend  on  the  results  of  such  clinical  and  adminis- 
trative experimentation.” 

“Only  by  such  controlled  scientific  experimenta- 
tion can  a sound  system  of  medical  service  to  meet 
the  needs  of  all  the  persons  in  the  community  be 
developed.”3 

So  far  as  the  integration  of  psychiatry  in  the  gen- 
eral hospital  setting  is  concerned,  enough  controlled 
experiments  have  already  been  made  to  demonstrate 
the  effectiveness  of  this  kind  of  work. 

It  is  the  tradition  of  medicine  that  the  needs  of  the 
patient  come  first.  The  reputation  of  medicine  rests 
on  that  tradition.  The  plan  outlined  above  is  a sug- 
gestion by  which  psychiatry  and  other  medical 
practices  can  be  integrated  to  meet  the  growing 
social  pressure  for  good  medical  care  and  still  main- 
tain the  tradition  of  service  in  keeping  with  advances 
of  modern  medical  science. 
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The  discovery  of  the  fact  that  most  mothers  of 
infants  with  erythroblastosis  fetalis  have  Rh— 
negative  blood  and  have  isoagglutinins  present  in 
their  blood  during  pregnancy  has  marked  a great 
advance  in  our  knowledge  of  this  syndrome.1*2  It 
has  led  some  observers,  however,  to  conclude  that 
the  isoimmunization  theory  is  the  complete  explana- 
tion of  erythroblastosis  fetalis.  The  purpose  of  this 
paper  is  to  show  that  this  syndrome  is  more  than  just 
a blood  dyscrasia  and  that  the  isoimmunization 
theory  will  not  explain  all  the  cases  that  have  been 
included  under  this  syndrome  in  the  past. 

When  the  term  erythroblastosis  fetalis  is  men- 
tioned, most  clinicians  visualize  an  infant  with  edema 
(hydrops  fetalis),  anemia  (congenital  anemia), 
marked  jaundice  (icterus  gravis)  and  large  numbers 
of  normoblasts  in  the  peripheral  blood.  It  is  gener- 
ally recognized  that  all  of  these  features  or  that 
various  combinations  of  these  features  can  be  en- 
countered in  a single  infant  and  that  several  infants 
of  a family  can  be  affected.  It  is  not  generally  known 
that  some  infants  with  this  syndrome  have  marked 
cardiac  hypertrophy,3'6  hyperplasia  of  the  adrenal 
glands7  and  hyperplasia  of  the  islands  of  Langer- 
hans.3*6*8  The  claim  has  recently  been  made  that 
cirrhosis  of  the  liver  in  the  fetus  is  also  part  of  the 
syndrome  of  erythroblastosis  fetalis.9  Whether  or 
not  this  latter  claim  is  justified  will  remain  for  fur- 
ther study  to  decide,  but  the  validity  of  the  other 
visceral  changes  cannot  be  denied,  as  thev  have  been 
amply  confirmed.  Thus,  it  is  seen  that  erythro- 
blastosis fetalis  is  a much  more  complicated  syn- 
drome than  previously  thought.  The  attempt  to 
explain  it  simply  on  the  basis  of  a rapid  destruction 
of  red  blood  cells  in  the  infant  does  not  satisfactorily 
account  for  the  cardiac,  pancreatic,  adrenal  and 
hepatic  changes. 

It  has  recently  been  shown  that  about  half  of  the 
infants  born  to  diabetic  mothers  not  only  have 


marked  normoblastemia  and  excessive  erythropoiesis 
in  their  extramedullary  tissues  but  also  have  cardiac 
hypertrophy,  hyperplasia  of  the  islands  of  Langer- 
hans  and  hyperplasia  of  the  adrenals.6*10  These 
findings  are  similar  to  those  seen  in  infants  with 
erythroblastosis  fetalis.  However,  the  fact  that  the 
distribution  of  the  Rh  factor  among  diabetic  mothers 
is  similar  to  that  in  the  population  at  large  and  the 
reverse  of  that  seen  in  mothers  of  infants  with 
erythroblastosis  fetalis  and  the  fact  that  the  infants 
born  to  diabetic  mothers  have  not  been  known  to 
develop  either  anemia  or  jaundice  makes  it  seem 
unlikely  that  isoagglutinins  are  producing  the 
changes  observed  in  their  infants.6  The  likelihood 
that  some  other  factor  is  responsible  for  the  normo- 
blastemia and  the  visceral  changes  in  the  infants  of 
diabetic  mothers  suggests  that  these  infants  should 
no  longer  be  included  under  the  diagnosis  of 
erythroblastosis  fetalis  as  has  been  done  in  previous 
investigations.5*11*12 

Part  of  the  difficulty  in  accepting  the  isoimmuni- 
zation theory  as  a complete  explanation  of  the 
syndrome  erythroblastosis  fetalis  has  been  the  fact 
that  about  ten  per  cent  of  the  mothers  have  Rh 
positive  blood.1  Isoagglutinins  other  than  those 
associated  with  the  Rh  factor  have  been  found  to 
explain  a few  of  the  instances  in  which  the  blood  of 
the  mothers  was  Rh  positive.13-14  On  the  other 
hand,  Miller,  Johnson  and  Durlacher  have  suggested 
from  statistical  evidence  that  a very  large  number 
of  the  infants  whose  mother’s  blood  is  Rh  positive 
can  be  accounted  for  by  the  presence  of  the  diabetic 
syndrome  in  the  latter.6  Since  it  has  been  shown 
that  signs  and  symptoms  of  diabetes  in  the  mothers 
need  not  be  present  at  the  time  the  infant  is  born 
but  that  they  can  appear  several  months  or  years 
later,  the  inability  to  diagnose  diabetes  in  the  mother 
at  the  time  of  the  infant’s  birth  does  not  justify  the 
supposition  that  the  syndrome  in  the  infant  must  be 
the  result  of  agglutinins  in  the  mother.6’10 

The  differential  diagnosis  in  an  infant  with 
normoblastemia  born  to  a “prediabetic”  mother  and 
an  infant  with  erythroblastosis  fetalis  will  offer  con- 
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siderable  difficulty.  A few  of  the  “prediabetic” 
mothers  will  have  Rh  negative  blood.15  The  post- 
mortem findings  in  the  two  groups  of  infants  are 
similar  except  for  jaundice,  which  may  be  absent  in 
any  case  of  erythroblastosis  fetalis,  and  will  almost 
certainly  not  be  present  if  the  infant  is  stillborn  or 
dies  shortly  after  birth.  If  the  infant  is  liveborn  and 
if  anemia  and  jaundice  are  absent,  the  possibility  that 
diabetes  will  develop  in  the  mother  should  be  kept 
in  mind  regardless  of  the  Rh  factor  in  the  mother. 
These  infants,  like  those  born  to  diabetic  mothers, 
should  probably  not  be  included  under  the  diagnosis 
of  erythroblastosis  fetalis. 

The  similarity  of  the  findings  in  infants  born  to 
diabetic  and  “prediabetic”  mothers  and  infants  with 
erythroblastosis  fetalis  raises  the  question  as  to  the 
part  isoagglutinins  play  in  the  production  of  ery- 
throblastosis fetalis.  There  is  good  evidence  to  show 
that  the  cardiac  hypertrophy16  and  perhaps  the 
hyperplasia  of  the  island  of  Langerhans8  are  almost 
completely  restricted  to  these  two  groups  of  infants. 
On  the  basis  of  this  evidence  the  theory  that  the 
visceral  changes  and  the  excessive  erythropoiesis  in 
the  two  groups  of  infants  have  a common  etiology 
receives  further  support.  The  possibility  that  the 
common  agent  might  be  an  isoagglutinin  seems 
eliminated  by  virtue  of  the  difference  in  distribu- 
tion of  the  Rh  factor  in  the  mothers  of  the  two 
groups  of  infants.  Further  investigation  will  be 
necessary  before  the  pathogenesis  of  the  norrno- 
blastemia  and  the  changes  in  the  heart,  liver,  pancreas 
and  adrenals  can  be  determined  for  either  group  of 
infants.  It  does  not  seem  unreasonable  to  accept  the 
theory  that  the  isoagglutinins  in  the  mother  account 
for  the  rapid  destruction  of  red  blood  cells  in  the 
infant.  It  is  suggested  that  the  term  erythroblastosis 
fetalis  be  restricted  to  those  infants  in  whom  there 
is  evidence  of  a hemolytic  process.  If  the  infant  is 
stillborn  or  dies  before  anemia  and  jaundice  can 
develop,  the  diagnosis  will  have  to  remain  equivocal 
unless  evidence  of  a hemolytic  process  or  icterus 
gravis  in  a sibling  can  be  demonstrated  or  evidence 
of  agglutinins  found  in  the  mother’s  blood. 

It  is  always  desirable  to  have  syndromes  and 
diseases  defined  even  though  the  definitions  have  to 
be  changed  because  of  new  discoveries.  The  defini- 
tion of  erythroblastosis  fetalis  is  difficult  not  only 
because  of  our  lack  of  knowledge  concerning  the 
etiology  of  many  of  its  features,  but  also  because 
there  appear  to  be  atypical  forms  of  the  syndrome. 


Flie  following  two  case  histories  taken  from  the 
files  of  the  New  Haven  Hospital  illustrate  these 
points. 

Case  i.  Baby  P.  (New  Haven  Hospital  Un.  No.  B 52432). 
The  mother  of  this  baby  had  Rh  negative  blood  and  the 
infant’s  blood  was  Rh  positive-.  Anti-Rh  agglutinins  were 
present  in  the  mother’s  blood  to  a dilution  of  1:6  on  the 
eighth  day  postpartum.  The  Kahn  test  on  the  mother’s  blood 
was  negative.  There  were  five  previous  pregnancies,  three  of 
which  resulted  in  living,  normal  infants  and  two  of  which 
were  induced  abortions.  The  baby  was  a male  and  weighed 
4645  grams  at  birth.  The  icteric  index  was  20  on  the  third 
day  and  5 on  the  tenth  day.  Four  blood  counts  done  during 
the  first  twenty  days  of  life  showed  a drop  in  red  blood 
cells  from  5.9  to  4.5  millions  per  cu.  mm.  in  that  period.  There 
were  6,800  normoblasts  per  cu.  mm.  of  blood  on  the  first 
day,  7,600  on  the  third  day  and  none  thereafter  on  the  blood 
smears.  There  was  marked  cardiac  enlargement  on  the 
roentgenograms  of  the  heart.  The  size  and  shape  of  the 
heart  had  returned  to  normal  by  the  end  of  the  first  month. 

This  infant  exhibited  two  of  the  cardinal  findings  seen  in 
infants  with  erythroblastosis  fetalis,  an  excessive  normo- 
blastemia and  cardiac  hypertrophy.  However,  in  spite  of  the 
presence  of  anti-Rh  agglutinins  in  the  mother’s  blood  anemia 
and  jaundice  did  not  appear  in  the  infant.  This  infant  may 
fall  into  that  group  whose  mothers  eventually  become 
diabetic,  although  there  are  no  signs  or  symptoms  of  diabetes 
present  now.  The  only  reason  for  considering  it  under  the 
term  erythroblastosis  fetalis  at  all  is  the  presence  of  isoagglu- 
tinins in  the  mother. 

Case  2.  Baby  G.  (N.  H.  H.  Un.  No.  B 52058).  The 
mother’s  blood  was  Rh  negative  and  the  infant’s  blood  was 
Rh  positive.  No  anti-Rh  agglutinins  could  be  found  in  the 
mother’s  blood  eight  days  postpartum.  The  Kahn  test  on  the 
mother’s  blood  was  negative.  This  was  her  first  pregnancy. 
The  baby  was  born  three  weeks  before  the  expected  date. 
She  weighed  2270  grams.  On  the  ninth  day  of  life  her  red 
blood  cell  count  was  4.1  millions  per  cu.  mm.  No  normoblasts 
were  present  on  the  blood  smear  made  on  that  day.  No  evi- 
dence of  edema  was  mentioned.  Three  days  later  there  was 
marked  pitting  edema  of  the  extremities  and  the  body.  The 
hemoglobin  was  n grams  per  cent  and  there  were  2,500 
normoblasts  per  cu.  mm.  of  blood  on  that  day.  The  serum 
proteins  were  5.1  grams  per  cent.  The  infant  died  the  next 
day.  The  postmortem  examination  showed  that  the  heart 
weighed  32  grams  (normal— 15  grams  for  a baby  of  this 
weight)  and  that  there  was  no  evidence  of  erythropoiesis  in 
the  liver.  The  pancreas  and  adrenals  were  normal  on  both 
gross  and  microscopic  examination.  There  was  no  jaundice. 

The  late  development  of  the  edema  and  the  normoblastemia 
make  this  infant’s  course  atypical  for  erythroblastosis  fetalis. 
The  significance  of  the  normoblastemia  in  the  absence  of 
erythropoietic  tissue  in  the  liver  is  difficult  to  assess.  It  is  very 
doubtful  whether  or  not  this  infant  would  even  have  been 
considered  as  a case  of  erythroblastosis  fetalis  were  it  not 
for  the  fact  that  the  heart  was  found  to  be  hypertrophied 
but  otherwise  normal  at  the  time  of  the  autopsy. 

The  two  cases  cited  above  also  raise  the  question 
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as  to  the  significance  of  the  Rh  factor  and  isoagglu- 
tinins  in  the  mothers  as  causitive  agents  of  the  clini- 
cal-pathological pictures  in  their  infants.  The  only 
conclusion  that  seems  to  be  justified  at  present  is  that 
a diverse  and  inordinate  number  of  tissue  alterations 
can  occur  in  infants  whose  mother’s  blood  is  Rh 
negative.  There  is  evidence  that  the  changes  de- 
scribed in  this  report  are  not  the  only  ones  that  can 
occur,  for  Yannet  has  been  able  to  find  a significantly 
increased  incidence  of  mothers  whose  blood  is  Rh 
negative  among  children  with  undifferentiated 
diseases  of  the  central  nervous  system  as  compared 
to  infants  with  mongolian  idiocy  and  infants  with 
specific  syndromes  such  as  those  with  cerebral 
spasticity.17 

CONCLUSIONS 

( 1 ) The  discovery  of  a close  correlation  between 
infants  with  erythroblastosis  fetalis  and  the  fact  that 
their  mothers  have  Rh  negative  blood  and  have 
isoagglutinins  present  in  their  blood  has  marked  a 
great  advance  in  our  knowledge  of  this  syndrome. 

(2)  Considerably  more  work  will  have  to  be  done 
in  correlating  the  presence  of  isoagglutinins  in  the 
mothers’  bloods  with  the  findings  in  their  offspring 
before  the  full  significance  of  the  relationship  of 
these  agglutinins  to  the  syndrome  is  established. 

(3)  The  etiology  of  the  extramedullary  erythro- 
poiesis  and  the  visceral  changes  in  infants  with 
erythroblastosis  fetalis  must  be  accounted  for  if  a 
complete  understanding  of  the  pathogenesis  of 
erythroblastosis  fetalis  is  to  be  had. 

(4)  The  recognition  of  atypical  cases  and  the 
correlation  between  them  and  the  presence  of  iso- 
agglutinins in  the  mothers’  bloods  should  give  fur- 
their  information  concerning  the  role  of  the  iso- 
immunization process. 
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The  voluminous  literature  on  the  Rh  factor  in  the 
past  3 years  has  contributed  tremendously  to  a 
better  understanding  of  intra  group  transfusion  re- 
actions and  the  symptom  complex  of  the  newborn 
period  most  commonly  known  as  “erythroblastosis 
fetalis.”  However,  by  the  very  nature  of  the  concept 
and  its  use  only  in  highly  specialized  laboratories,  it 
has  been  unnecessarily  shrouded  with  an  air  of  im- 
practicality.  A working  presentation  of  the  material 
is  needed  and  it  was  with  this  in  mind  that  the  fol- 
lowing material  was  assembled.  It  presents  little  or 
nothing  new  to  those  actively  engaged  in  the  field 
but  is  intended  more  as  an  orientation  for  those 
whose  contact  with  the  subject  is  only  casual. 

In  order  to  understand  the  nature  of  the  Rh  fac- 
tor, it  is  necessary  to  review  briefly  the  history  of 
the  blood  groups  and  blood  transfusion.  In  the 
seventeenth  century  a few  bold  individuals  intro- 
duced lamb’s  blood  into  the  human  circulation  with 
resulting  severe  chills,  fever,  excretion  of  the 
changed  hemoglobin  in  black  urine,  and  death  in 
most  cases.  In  1 8 1 8 James  Blundell,  an  English 
obstetrician,  put  to  test  his  theory  that  only  human 
blood  could  safely  be  administered  to  humans. 
Although  he  witnessed  some  severe  and  fatal  re- 
actions (due  as  is  now  known  to  ignorance  of  and 
consequent  disregard  of  group  differences  in 
humans)  the  fact  remains  that  some  of  his  patients 
with  postpartum  hemorrhage  were  dramatically 
benefitted. 

Little  progress  was  made  during  the  next  8o  years 
for  it  was  not  until  1900  that  Landsteiner  demon- 
strated the  basic  group  differences  that  exist  in  the 
human  blood.  Shortly  thereafter  Hektoen,  Otten- 
berg,  Jansky  and  Moss  continued  the  clinical  appli- 
cation of  the  work  to  show  that  all  humans  could  be 
divided  into  four  great  groups  which  by  interna- 
tional agreement  should  always  be  termed  groups 


O,  A,  B and  AB  to  denote  the  specific  group  sub-  j 
stance  in  the  erythrocyte.  As  a corollary  to  these 
factors  in  the  cells,  an  agglutinin  is  found  in  the 
serum  which  acts  against  the  red  cells  of  certain 
other  groups;  thus  group  O (erythrocyte  type) 
serum  contains  agglutinins  (designated  anti-a  and 
anti-b  for  the  sake  of  brevity)  against  group  A and 
group  B cells  respectively.  Group  A individuals 
carry  only  anti-b,  group  B only  anti-a  and  group  AB 
carries  no  agglutinins. 

In  1927  Landsteiner  and  Levine  found  by  experi- 
mental means  that  other  agglutinogens  or  group 
substances  occurred  in  human  red  cells  utterly  in- 
dependent of  those  named  above.  To  these  new 
characteristics  they  applied  the  symbols  M and  N. 
In  the  United  States  testing  of  white  persons  shows 
30%  class  M,  50%  class  MN  and  20%  class  N.  This 
was  unlike  the  four  “major  groups”  first  described, 
however,  in  that  no  natural  agglutinins  occur 
(anti-M,  anti-N)  and  typing  must  be  done  with 
artificially  prepared  anti-sera.  Because  for  all  practi- 
cal purposes  no  natural  agglutinins  occur,  and  be- 
cause agglutinins  in  this  instance  are  built  up  poorly 
even  by  repeated  transfusions,  these  agglutinins  are 
safely  disregarded  in  ordinary  transfusion  practice. 

In  spite  of  the  repeated  safeguards  introduced  in 
blood  grouping,  severe  and  fatal  transfusion  reac- 
tions continued  to  occur  even  within  the  same 
proven  blood  groups.  Most  of  these  remained  unex- 
plained until  by  a brilliant  chain  of  reasoning, 
Landsteiner,  Levine,  Weiner,  Stetson,  Katzin,  Burn- 
ham and  others  showed  that  there  was  yet  a third 
way  in  which  all  human  blood  cells  could  be 
classified,  and  this  was  termed  the  Rh  property. 

Inasmuch  as  the  correlated  agglutinin  (anti-Rh) 
for  this  trait  does  not  appear  in  blood  without  pre- 
liminary stimulation,  the  anti-serum  for  type  deter- 
mination was  first  produced  experimentally  by 
Landsteiner  and  Wiener  who  developed  a serum 
agglutinin  in  rabbits  by  injecting  red  cells  of  the 
monkey  Maccicus  rhesus.  Lor  brevity  and  euphony, 
this  anti  serum  was  termined  anti-Rh,  and  the 
erythrocytes  agglutinated  by  such  a serum  were  : 
termed  Rh  “positive.”  Those  cells  not  agglutinated 
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were  termed  Rh  “negative”  instead  of  introducing 
another  letter  (as  in  the  major  groups  in  which 
group  O cells  are  not  agglutinated  by  the  sera  of 
groups  A,  AB  or  B). 

The  determination  of  Rh  type  was  first  done  as 
above  by  an  animal  (rabbit  or  guinea  pig)  anti  serum 
developed  through  repeated  injections  of  rhesus  red 
cells.  More  recently,  however,  it  has  been  the  prac- 
tice to  use  the  serum  of  certain  mothers  recently 
delivered  of  erythroblastotic  infants. 

The  typing  of  blood  for  the  Rh  factor  cannot  be 
done  on  glass  slides  as  is  done  with  the  major  group- 
ing because  the  agglutinins  are  too  weak.  It  must  be 
done  in  small  test  tubes.  Two  drops  of  the  testing 
anti  serum  and  two  drops  of  a 2%  suspension  of  the 
cells  are  placed  in  the  tube  and  the  mixture  incubated 
for  30  minutes  in  a water  bath  at  37 0 C.  At  the  end 
of  this  period  the  tubes  are  examined  by  holding 
them  over  the  concave  magnifying  side  of  a sub- 
stage microscope  mirror  and  noting  the  pattern 
formed  by  the  sedimented  cells.  A smooth  homo- 
geneous margin  resulting  means  no  agglutination  has 
occurred  and  if  the  serum  is  known  to  be  potent, 
means  that  the  individual  is  Rh  negative.  The  pres- 
ence of  irregular  serrations  or  concentric  undulating 
circles  means  they  are  Rh  positive.  If  this  result  is 
not  conclusive,  the  suspension  should  be  shaken  up 
and  frank  agglutination  may  be  shown.  If  this  is  still 
not  conclusive,  the  tubes  may  be  centrifuged  at  low 
speed  for  2 minutes,  the  sediment  observed  again, 
the  cells  resuspended  and  examined,  and  then  exam- 
ined under  a microscope  for  agglutination.  Certain 
cells  are  much  more  sensitive  to  agglutination  than 
others,  and  doubtful  tests  should  be  repeated,  using 
the  same  or  another  more  powerful  testing  serum. 

An  adequate  working  knowledge  of  the  Rh  factor 
in  its  practical  clinical  application  is  indispensable  to 
all  physicians  caring  for  obstetrical  patients,  new- 
born infants  or  patients  needing  blood  transfusions. 
All  patients  receiving  blood  transfusions  should 
have  their  blood  Rh  factor  determined;  if  Rh  posi- 
tive they  may  be  transfused  without  further  regard 
to  this  typing. 

In  males  it  is  somewhat  less  important  to  do  pre- 
vious typing  if  the  patient  has  never  been  previously 
transfused  than  in  those  so  treated.  Even  though 
such  a male  might  be  Rh  negative,  his  blood  would 
contain  no  antagonistic  factor  (isoagglutinin)1 
against  the  transfused  cells  since  such  a factor  never 
occurs  spontaneously— it  must  be  stimulated  by  a 
previous  transfusion.  (In  females  a previous  erythro- 


blastotic infant  may  have  produced  it.)  Such  a male 
may  later  need  a transfusion  as  an  emergency  proce- 
dure when  complete  typing  may  not  be  possible,  no 
supplv  of  Rh  negative  blood  available  or  the  history 
of  a previous  transfusion  unknown.  Thus  it  is  desir- 
able to  use  only  type  compatible  Rh  negative  blood 
for  all  Rh  negative  recipients.  Males  with  peptic 
ulcer,  multiple  stage  surgical  procedures,  blood 
dyscrasias  and  other  states  in  which  repeated  trans- 
fusions are  very  likely  must  be  typed  for  the  Rh 
factor. 

Obstetrical  patients  should  be  typed  as  soon  as 
possible  after  coming  under  the  physician’s  care. 
This  will  eliminate  many  “emergency”  blood 
typings  or  the  more  serious  situation,  that  of  no 
pre-transfusion  Rh  typing  whatever.  The  obstetrical 
patient  presents  the  foremost  example  in  adult  medi- 
cine of  importance  of  the  Rh  factor.  If  an  Rh  nega- 
tive woman  is  married  to  an  Rh  positive  man,  in 
three  pregnancies  out  of  four  the  offspring  will  be 
Rh  positive.  The  trait  is  inherited  as  a Mendelian 
dominant.  The  pathogenesis  of  the  mother’s  poten- 
tial danger  (and  the  resultant  infant  morbidity 
known  as  erythroblastosis  fetalis)  is  thought  to  be 
as  follows. 

When  the  fetus  has  reached  a sufficiently  ad- 
vanced stage  to  have  its  own  RhT  cells  circulating 
in  significant  numbers  through  the  placental  circula- 
tion, some  of  them  cross  the  placental  barrier  and 
enter  the  maternal  circulation.  They  are  antigenic 
in  the  same  sense  that  typhoid  vaccine  or  diphtheria 
toxoid  is  antigenic— they  give  rise  to  specific  anti- 
bodies in  the  maternal  blood.  Usually  this  iso- 
immunization” proceeds  slowly  and  is  not  demon- 
strable during  the  first  pregnancy.  However,  as  an 
exception  in  these  cases  and  in  many  second  preg- 
nancies the  antibody  content  of  the  maternal  blood 
becomes  highly  significant  (such  sera  are  then 
usable  for  Rh  typing,  and  are  in  great  demand3);  it 
diffuses  across  the  placental  barrier  into  the  fetal 
circulation  just  as  antibodies  to  diphtheria  or  small- 
pox. However,  since  the  antigen  (the  fetal  erythro- 
cytes) is  still  present  in  the  fetus,  an  antigen-anti- 
body reaction  may  take  place  in  the  baby  which 
results  in  the  destruction  of  its  erythrocytes,  in 
effect  a constant  “transfusion  reaction.”  The  infant 
may  become  jaundiced  and  anemic,  the  two  most 
common  manifestations  of  erythroblastosis  fetalis. 
The  intra-uterine  jaundice  frequently  imparts  a 
golden  yellow  pigmentation  to  the  vernix  caseosa 
and  the  amniotic  fluid. 
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The  mother  carrying  such  a fetus  may  exhibit 


several  pathological  manifestations.  She  may  have 
repeated  abortions  or  stillbirths  any  time  after  the 
first  few  weeks.  We  have  followed  one  patient 
through  the  three  latest  of  five  pregnancies,  in  none 
of  which  she  has  carried  the  fetus  past  the  six  month. 
A second  complication  is  that  of  uterine  bleeding 
particularly  after  emptying  the  uterus  at  any  stage 
of  the  gestation.  Two  such  cases  have  been  seen  in 
this  hospital.  The  role  played  here  by  temporary 
maternal  liver  damage  with  resultant  hypopro- 
thrombinemia  has  not  yet  been  sufficiently  investi- 
gated. Hydramnios  and  excessive  abdominal  enlarge- 
ment from  a big  edematous  fetus  are  also  encoun- 
tered. 

The  administration  of  whole  Rh-fi  blood  to  such 
a woman  is  fraught  with  great  danger.  Most  of  the 
hemolytic  transfusion  deaths  within  the  same  “com- 
patible” blood  groups  have  resulted  from  lack  of 
realization  of  this  fact.  If  the  Rh  cell  type  cannot  be 
determined  in  an  emergency,  plasma  should  be  used 
whenever  possible  to  avoid  the  use  of  whole  blood. 

If  a viable  fetus  has  survived  this  transplacental 
exchange,  special  consideration  must  be  used  in 
treatment  of  the  baby.  Mild  cases  may  need  no  treat- 
ment. Transfusion  of  blood  should  not  be  used 
unless  the  child  is  anemic.  Severe  cases  constitute  a 
serious  pediatric  emergency  and  require  rapid,  well 
directed  treatment.  In  infants  showing  anemia,  it  is 
quite  possible  that  free  maternal  antibody  may  be 
present  in  their  serum  for  several  days.  Thus  any 
new  cells  which  they  produce,  or  may  receive 
through  transfusion  may  be  affected  just  as  much 
as  the  cells  carried  over  from  intra  uterine  life  have 
already  been  adversely  affected.  It  is  said  to  be 
preferable  to  use  Rh—  erythrocytes  for  the  trans- 
fusion of  these  babies  during  the  early  neonatal 
period.  Our  series,  admittedly  small,  does  not  bear 
out  this  contention  because  some  with  an  initially 
low  hemoglobin  transfused  with  Rh  positive  blood 
have  recovered  just  as  quickly  as  others  with  com- 
parably low  levels  subsequently  transfused  with  Rh 
negative  erythrocytes.  The  blood  for  all  infants 
should  be  of  the  compatible  “major  type”  and  the 
cross  match  satisfactory. 

These  problems  are  among  the  most  prominent 
encountered  in  practical  clinical  medicine.  It  is  well 
known  and  accepted  that  all  Rh—  patients  should  be 
transfused  only  with  Rh—  erythrocytes.  If  these  are 
not  available,  pooled  plasma  may  be  used  in  many 
cases,  particularly  as  a life  saving  measure  until  the 


correct  erythrocytes  are  available.  It  is  likewise  ac- 
cepted that  the  Rh  factor  has  an  important  relation- 
ship to  erythroblastosis  fetalis,  yet  many  questions 
remain.  It  seems  quite  evident  from  Miller’s  observa-  U 
tions  that  erythroblastosis  fetalis  is  not  the  classical 
clear  cut  entity  in  every  instance  that  we  have  pre- 
viously thought  it  to  be.  The  Rh  factor  has  been  a 
most  valuable  tool  in  further  studying  this  symptom 
complex,  but  it  seems  probable  that  it  is  only  one  of 
the  basic  factors  responsible  for  one  type  of  the 
symptom  complex. 

From  the  practical  viewpoint,  if  babies  do  show 
jaundice,  normoblastemia  and  anemia,  they  should 
have  a transfusion  of  compatible  blood;  if  born  to 
Rh  negative  mother  possibly  this  blood  should  be 
Rh— . The  anemia  is  the  important  criterion  for  the 
transfusion  excepting  in  cases  of  severe  infection  j 
where  the  blood  is  given  for  its  supportive  and 
immunologic  value.  If  the  case  is  clinically,  serologi- 
cally and  hematologically  classic  erythroblastosis, 
anemia  is  still  the  chief  indication  for  transfusion. 
If  the  baby’s  hemoglobin  value  is  approximately  1 3 
gm%  or  more,  the  child  is  in  no  more  need  of 
transfusion  than  if  he  were  hospitalized  for  a totally 
unrelated  complaint.  However,  the  erythrocyte 
counts  should  be  done  daily  through  the  first  week 
and  three  times  weekly  for  the  next  two  or  three 
weeks  until  it  is  definitely  known  that  the  erythro- 
cyte level  has  stabilized.  No  absolute  guide  to  the 
lower  level  of  safety  of  hemoglobin  levels  can  be 
given.  In  this  clinic  we  allow  them  to  go  rather  low  j 
as  a maximum  stimulus  to  erythropoiesis. 

SUMMARY 

1.  The  Rh  type  of  human  blood  is  of  definitely 
established  clinical  importance.  85%  of  all  indi- 
viduals are  Rh-j-  and  15%  are  Rh— . 

2.  When  an  Rh—  woman  marries  an  Rhff-  man, 
three  of  four  children  born  to  such  combinations 
will  be  Rh-|-. 

3.  An  Rh-f-  fetus  sensitizes  the  mother  whose  anti- 
bodies then  pass  back  to  the  fetus  causing  “erythro- 
blastosis fetalis.” 

4.  Transfusion  of  Rh-j-  blood  to  such  a sensitized 
mother  is  dangerous. 

5.  Repeated  transfusions  of  Rh-fi  blood  to  any 
Rh—  patient,  male  or  female,  are  dangerous. 

6.  Unanswered  problems  of  the  Rh  factor  con- 
cerning incidence  of  maternal  reactivity,  diagnosis 
and  treatment  of  erythroblastosis  still  remain. 
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i.  These  agglutinins  are  termed  “iso-agglutinins”  because 
they  normally  agglutinate  certain  cells  of  the  same  species, 

1. e.,  humans.  Iso-agglutination  is  distinguished  from  auto- 
agglutination in  which  an  individual’s  serum  will  clump  his 
own  erythrocytes;  this  is  seen  occasionally  in  virus  pneu- 
monia; it  is  also  distinct  from  hetero-agglutination  in  which 
an  individual’s  serum  agglutinates  the  erythrocytes  of  a 
different  species  as  the  serum  of  a patient  ill  with  infectious 
mononucleosis  agglutinates  sheep  erythrocytes. 

2.  Iso-immunization  is  the  process  in  which  human  erythro- 
cytes introduced  into  the  circulation  of  another  human  of  a 
different  blood  type  gives  rise  to  new  anti-bodies  (iso- 
agglutinins) or  greatly  increases  the  strength  of  any  already 
present.  Thus  if  type  ORh-f-  cells  were  introduced  into  the 
circulation  of  a type  ORh—  individual  never  previously 
pregnant  nor  transfused,  iso-agglutinins  (anti-Rh)  against 
Rh+  cells  would  be  produced  in  the  recipient’s  scrum  in  4-5 
days.  No  untoward  reactions  would  ensue  from  this  first 
transfusion  but  if  a subsequent  transfusion  were  given  one 
week  or  more  later,  the  iso-agglutinins  would  have  been  so 


stimulated  by  the  iso-immunization  that  a bad  reaction  might 
occur. 

3.  Not  all  maternal  sera  are  suitable  for  typing  purposes 
because  the  agglutinin  content  is  too  low.  However,  this  can 
be  concentrated  bv  physicochemical  means  to  make  a potent 
product.  At  present  the  armed  services  are  in  great  need  of 
such  sera  in  large  amounts.  Dr.  Louis  K.  Diamond  and  Dr. 
Edwin  Cohn  in  Boston  are  acting  as  a central  agency  for 
collection  and  concentration  of  this  material  with  several 
sub-districts  cooperating.  It  cannot  be  stressed  too  strongly 
that  all  women  bearing  erythroblastotic  infants  should  be 
asked  to  donate  200-500  cc.  of  blood  for  this  purpose  if 
their  hemoglobin  level  is  sufficiently  high.  They  are  usually 
pleased  to  do  so  when  the  purpose  is  explained,  A pint  of 
blood  made  into  plasma  may  do  part  of  the  job  in  saving 
the  life  of  one  serviceman;  a pint  of  suitable  blood  from  a 
good  anti-Rh  donor  will  suffice  for  at  least  1,800  typings 
that  will  distinguish  about  250  Rh  negative  servicemen  whose 
lives  are  potentially  endangered  if  transfused  without  this 
vital  knowledge. 


THE  PRACTICAL  IMPORTANCE  OF  THE  RH  BLOOD  TYPE  AND  A PROJECT 
FOR  THE  COLLECTION  AND  PREPARATION  OF  RH  TYPING  SERUM 

Louis  K.  Diamond,  m.d.,  Boston 


The  Author.  Assistant  Professor  of  Pediatrics , Har- 
vard Medical  School;  Visiting  Physician,  Children's 
and  Infants'  Hospitals  of  Boston;  Director  of  the 
Blood  Grouping  Laboratory , Boston 


T n 1940,  Landsteiner  and  Wiener  discovered  a new 
-*•  antigenic  substance  in  the  blood— the  Rh  factor- 
present  in  87  per  cent  of  the  white  population  and 
absent  in  1 3 per  cent.  At  first  it  was  thought  to  have 
no  practical  or  clinical  importance.  It  was  soon 
demonstrated  by  Levine  and  by  Wiener,  however, 
that  Rh—  persons  (those  lacking  this  Rh  agglutino- 
gen) might,  under  certain  circumstances,  develop 
immune  antibodies  against  the  Rh  factor  and  suffer 
serious  consequences  from  the  action  of  such  anti- 
Rh  agglutinins. 

Abundant  evidence  has  been  collected  by  now  to 
show  that  anti-Rh  agglutinins  may  be  developed  in 
Rh—  males  and  females  as  the  result  of  one  or  more 
transfusions  with  Rh-)-  blood,  and  in  women  by 
repeated  pregnancies  involving  an  Rh-(-  fetus  (this 
blood  type  being  inherited  as  a dominant  character- 
istic from  the  father). 

Recognized  intragroup  transfusion  reactions  due 


to  Rh  incompatibility  have  apparently  been  quite 
rare  in  civilian  practice.  This  does  not  imply  that 
Rh—  persons  who  receive  Rh— |—  blood  fail  to  develop 
antibodies.  On  the  contrary,  data  from  the  Blood 
Grouping  Laboratory  in  Boston  suggest  that  many 
such  recipients  develop  weak  agglutinins.  Subse- 
quent transfusion  reactions  are  fairly  mild  unless 
numerous  transfusions  are  given  and  agglutinins  in- 
crease in  strength.  Probably  the  most  important 
reason  for  the  failure  to  note  a higher  percentage  of 
hemolytic  transfusion  reactions  of  this  type  is  that 
multiple  transfusions  are  the  exception  in  civilian 
practice,  more  than  95  per  cent  of  the  transfusions 
being  single  infusions  of  blood.  In  contrast  to  this, 
in  the  treatment  of  members  of  the  armed  forces, 
multiple  transfusions  are  exceedingly  common,  and 
therefore  transfusion  reactions  in  the  1 3 per  cent  of 
the  population  who  are  Rh—  are  quite  likely  to 
become  more  frequent  and  severe,  thus  interfering 
with  benefit  from  the  procedure,  with  speed  of  con- 
valescence and  even  with  eventual  recovery.  This 
has  been  borne  out  by  the  published  statistics. 

Because  of  the  increasing  availability  of  plasma 
and  whole  blood,  and  the  attempt  to  diminish 
maternal  mortality  due  to  hemorrhage  and  puerperal 
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sepsis,  transfusions  are  now  given  to  patients  on 
obstetric  services  much  oftener  than  in  days  past. 
In  contrast  to  the  experience  with  medical  or  surgi- 
cal cases,  a first  transfusion  of  Rh-(-  blood  to  an  Rh— 
mother  who  has  been  sensitized  by  pregnancy  with 
an  Rh-f-  fetus  may  be  followed  by  a fatal  reaction. 
Also  an  Rh—  woman  of  child-bearing  age,  given 
Rh-f-  blood,  will  be  sensitized  and  will  develop  anti- 
Rh  agglutinins;  if  she  then  has  a pregnancy  involving 
an  Rh-f-  fetus  the  child  will  develop  erythroblastosis, 
often  of  the  severest  type. 

To  sum  up  the  accumulated  facts,  it  may  be  stated 
that  Rh  incompatibility  is  of  practical  importance 
under  the  following  conditions: 

(1)  Rh—  recipients,  men  and  nongravid  women, 
who  receive  repeated  transfusions  of  Rh-|-  blood 
may  have  intragroup  hemolytic  transfusion  re- 
actions. Such  reactions  do  not  occur  following  the 
first  transfusion;  but  after  a suitable  interval  for  the 
development  of  antibodies,  further  transfusions  pro- 
duce signs  of  increasing  hemolytic  reaction  with 
jaundice,  anemia  and,  finally,  anuria. 

(2)  Rh-|-  infants  born  to  mothers  who  have  anti- 
Rh  agglutinins  may  show  varying  degrees  of  hemo- 
lytic anemia  of  the  newborn,  or  erythroblastosis 
fetalis.  The  severer  forms  are  characterized  by  late 
fetal  death  with  congenital  hydrops  and  icterus 
gravis.  In  this  situation,  Rh  typing  of  the  mother, 
father,  and  child  is  of  diagnostic  value,  and  demon- 
stration of  anti-Rh  agglutinins  in  the  mother  may 
fix  an  otherwise  questionable  diagnosis. 

(3)  Serious  and  even  fatal  hemolytic  transfusion 
reactions  may  result  from  the  first  transfusion  in 
Rh—  women  who  have  been  sensitized  and  have 
developed  anti-Rh  agglutinins  through  pregnancies. 

(4)  The  use  of  Rh-f-  blood  for  transfusion  of 
Rh—  women,  even  for  the  first  time,  may  initiate  the 
formation  of  anti-Rh  agglutinins  and  produce 
erythroblastosis  of  a severe  or  fatal  form  in  their 
Rh-f-  offspring. 

For  the  above  reasons,  it  has  became  apparent  that 
Rh  typing  should  be  carried  out  in  the  following 
persons: 

( 1 )  Recipients  of  whole  blood  or  of  resuspended 
red  cells,  especially  if  multiple  transfusions  are  con- 
templated, in  order  to  avoid  giving  an  Rh—  patient 
Rh-f-  blood.  It  is  most  important  to  type  recipients 
of  multiple  transfusions  or  persons  having  a history 
of  previous  transfusions.  Donors  and  stored  blood 
should  also  be  typed  for  the  Rh  agglutinogen  so  that 
suitable  blood  is  available  for  Rh—  patients. 


( 2 ) Any  woman  whose  history  suggests  the  pos- 
sibility of  erythroblastosis— either  by  one  or  more 
stillbirths  or  infants  born  with  hydrops,  jaundice  or 
anemia— before  even  a first  transfusion  is  given,  since 
a fatal  reaction  may  occur. 

(3)  Women  of  child-bearing  age  before  trans- 
fusion, since  Rh—  women  given  Rh-f-  blood  may  be 
so  sensitized  that  future  pregnancies  will  result  in  j 
dead  or  damaged  infants. 

(4)  Babies  born  with  jaundice  and  anemia,  in 
order  that  their  recovery  may  be  facilitated  by 
transfusion  with  Rh—  blood. 

The  military  services  require  Rh  typing  serum 
even  more  urgently  than  do  the  civilian  hospitals, 
since  multiple  transfusions  are  so  much  commoner 
in  military  institutions,  and  also  because  obstetric 
services  are  expanding  in  military  establishments.  It 
is  necessary  to  have  such  serum  not  only  for  the 
typing  of  recipients,  but  also  for  the  typing  of  pros- 
pective donors,  either  for  Rh—  patients  or  for  a 
donors’  list  or  for  banked  blood  for  emergency  use. 
The  most  serious  difficulty  in  this  connection  has 
been  the  relative  paucity  of  available  serum.  The 
reasons  for  this  are  three-fold: 

( 1 ) Experimental  or  animal  serum  is  difficult  to 
produce  and  gives  agglutinations  that  are  unreliable 
or  difficult  to  read  by  the  average  technician. 

(2)  High-titered  serum  of  human  origin  occurs 
chiefly  in  women  recently  delivered  of  erythro- 
blastotic  infants,  and  even  here  it  is  found  in  only  1 
of  20  such  women,  or  1 in  4,000  deliveries. 

( 3 ) Such  high-titered  serum  may  be  extremely  ' 
specific  (70  per  cent  instead  of  87  per  cent  positive  I 
reactions),  and  therefore  may  not  be  useful  for 
general  Rh  testing.  This  makes  the  occurrence  of 
high-titered  useful  serum  about  1 in  6,000  deliveries.  , 

For  these  reasons,  other  means  of  increasing  the 
supply  of  Rh  typing  material  seemed  required.  It 
had  been  noted  that  low-titered  anti-Rh  serums  were 
found  ten  times  as  frequently  as  high-titered  serums. 
This  material,  however,  was  not  safe  for  general 
laboratory  use  because  the  tests  obtained  were  not 
clear  cut  and  many  negative  results  occurred  with 
known  Rh-(-  cells.  Through  the  cooperation  of  the  1 
Department  of  Physical  Chemistry  of  the  Harvard 
Adedical  School  such  low-titered  serum  was  con- 
centrated into  a globulin  fraction  yielding  good 
typing  results.  This  opened  the  possibility  of  utiliz- 
ing the  more  abundant  supply  of  serum  containing 
low-titered  Rh  agglutinins  and  thereby  possibly  , 
meeting  the  need  for  Rh  typing  material. 
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Accordingly,  a project  was  started  under  contract 
from  the  Committee  on  Medical  Research  of  the 
Office  of  Scientific  Research  and  Development  for 
the  collection  and  preparation  of  Rh  typing  serum. 
During  the  past  six  months,  meetings  have  been 
arranged  with  obstetricians,  pediatricians  and  clini- 
cal pathologists  in  all  the  large  medical  centers,  and 
the  facts  regarding  the  need  for  Rh  typing  serum 
have  been  presented.  It  has  been  suggested  that  they 
send  a few  cubic  centimeters  of  blood  from  any 
patient  known  to  them  to  have  had  a baby  with 
erythroblastosis  or  possible  erythroblastosis  (includ- 
ing late  fetal  death  of  undiagnosed  cause)  delivered 
within  the  last  two  years.  If  the  serum,  by  in  vitro 
tests,  shows  a useful  amount  of  anti-Rh  agglutinin, 
the  physician  is  notified  and  requested  to  obtain 
from  the  patient  100  to  500  cubic  centimeters  of 
blood  which  is  to  be  shipped  promptly.  Such  mate- 
rial is  pooled  for  concentration  of  the  anti-Rh 
agglutinin,  and  a useful  typing  globulin  is  produced. 
Seventy  per  cent  of  the  resulting  serum  is  set  aside 
for  use  by  the  military  services,  and  30  per  cent  is 


credited  to  the  hospital  or  physician  contributing  in 
this  enterprise.  Such  a credit  can  be  drawn  on 
immediately  in  the  form  of  standard  Rh  typing 
serum,  so  that  any  hospital  or  laboratory  may  have 
its  own  material  without  delay.  Special  preaddressed 
containers  and  test  tubes  are  being  sent  to  all  physi- 
cians and  hospitals  cooperating  in  this  project  so 
that  shipment  of  specimens  may  be  expedited.  Also 
collecting  bottles  and  preaddressed  containers  for 
sending  blood  serum  via  air  express,  collect,  are 
obtainable  on  request. 

Only  through  such  a cooperative  enterprise  for 
obtaining  large  amounts  of  Rh  typing  serum  does  it 
seem  possible  to  meet  the  urgent  and  increasing 
needs  of  the  military  forces,  as  more  whole  blood  is 
being  used;  also  by  this  means  it  is  hoped  to  supply 
the  immediate  and  future  demands  of  obstetric  and 
general  hospitals. 

All  requests  for  information  and  for  material 
should  be  addressed  to  the  Blood  Grouping  Labora- 
tory, 300  Longwood  Avenue,  Boston  15,  Massa. 
chusetts. 


THE  HARTFORD  CIRCUS  FIRE  DISASTER 

The  Organization  of  the  State  E M S of  the  War  Council  at  State  Armory,  Hartford, 

July  6 — July  9,  1944  During  the  Crisis 

George  M.  Smith,  m.d.,  Pine  Orchard 


'T'he  attached  letter  of  Lt.  Col.  John  J.  Bourke 
of  the  USPHS,  official  observer  from  Washing- 
ton was  written  in  the  office  of  the  E M S,  at  the 
State  Armory,  July  7,  at  4:00  p.  m.,  as  a preliminary 
statement.  Permission  was  obtained  from  Col. 
Bourke  to  have  this  published  in  the  Journal  of  the 
Connecticut  State  Medical  Society. 

The  emergency  medical  services  of  the  city  of 
Hartford  involved  immediately  in  the  catastrophe 
were  under  the  very  able  direction  of  Dr.  Alfred 
Burgdorf,  chief  of  the  Hartford  E M S,  and  his 
alternate  Dr.  Herbert  Bailey,  in  consultation  with 
Commissioner  Stanley  Osborn  of  the  State  Depart- 
ment of  Health.  The  great  work  of  Dr.  Burgdorf’s 
organization  and  that  of  the  doctors  and  nurses  of 
the  Hartford  hospitals  will  always  be  remembered. 

It  may  be  of  interest  to  the  physicians  and  nurses 
of  the  State  to  learn  about  the  organization  of  the 
State  Armory,  from  the  standpoint  of  the  E M S 
of  the  State  War  Council.  The  State  Armory  houses 


the  various  offices  of  the  War  Council,  and  the  office 
of  the  EMS  is  located  on  the  floor  overlooking  the 

O 

enormous  drill  shed.  This  site  was  of  great  advan- 
tage because  direct  observation  of  the  Armory 
floor  with  its  various  activities  was  possible  at  all 
times.  It  proved  to  be  important  because  at  the  time 
of  the  disaster,  the  drill  shed  of  the  Armory  was 
designated  by  Commissioner  Hickey  as  the  tempo- 
rary morgue  to  receive  the  dead  and  to  be  the  site 
for  the  identification  of  the  bodies  by  the  relatives 
and  by  the  medical  examiners.  The  Armory  was 
also  the  main  place  of  mobilization  for  nurses  who 
had  been  summoned  by  radio  broadcast,  and  who 
were  promptly  redistributed  to  hospitals  receiving 
injured. 

The  approaches  of  the  Armory  were  heavily- 
guarded  by  troops  and  police  under  the  command 
of  Brig.  Gen.  Delacour  and  Colonel  Hickey  respec- 
tively. At  the  entrance  of  the  Armory,  a large  num- 
ber of  people  gathered  to  inquire  about  relatives 
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or  friends  who  might  have  been  involved  in  the 
accident.  A radio  car  equipped  with  a loud  speaker, 
commanded  by  Capt.  Mulcahy  of  the  State  Police, 
kept  these  anxious  people  informed  about  all  de- 
tails as  they  became  known.  The  lists  of  the  injured 
in  the  various  hospitals  in  Hartford  were  announced 
repeatedly,  and  information  about  the  missing  and 
knowledge  about  other  details  were  transmitted  as 
soon  as  received. 

Inside  the  main  entrance  of  the  Armory  were 
four  parallel  rows  of  long  tables,  seated  at  which 
were  the  following  agencies: 

Row  i:  A table  seating  about  12  clerks,  under 
Mr.  Ralph  Goodsell  of  the  War  Council,  occupied 
with  the  registry  of  names  of  visitors  and  the  get- 
ting of  information  in  regard  to  the  casualties, 
missing  and  dead. 

Row  2:  Approximately  15  nurses  scheduled  by 
the  State  Nurse  Deputy  to  be  assigned  as  escorts 
to  individuals  and  families  permitted  to  view  the 
bodies. 

Row  3:  Police  officers  from  the  State  Police  to 
be  assigned  as  escorts  to  individuals  who  were  per- 
mitted to  view  the  bodies. 

Row  4:  Canteen  service  of  the  Red  Cross  to 
serve  the  people  at  the  entrance  of  the  Armory. 

A First  Aid  Station  was  opened  on  the  ground 
floor  of  the  Armory  furnishing  nursing  service  for 
the  people  outside  of  the  Armory  and  in  the 
lobby  of  the  Armory. 

It  will  be  seen  from  the  above  that  each  indi- 
vidual or  group  permitted  to  view  bodies  were 
accompanied  by  both  a nurse  or  nurse’s  aide  and 
by  a police  officer  of  the  State  Police.  This  was  im- 
portant because  the  nurse  and  police  officer  were 
able  to  assist  relatives  or  friends  through  the  trying 
ordeal  of  identification. 

The  north  end  of  the  Armory  drill  shed  was 
used  as  the  temporary  morgue.  Bodies  were  placed 
on  cots  and  covered  with  blankets.  The  cots  were 
widely  spaced,  divided  into  3 sections,  one  group 
for  children,  one  for  males  and  one  for  females.  A 
certain  number  of  nurses  circulated  among  these 
cots  and  offered  assistance  when  needed,  such  as  aid 
to  the  medical  examiners  and  dentists  engaged  in 
identification. 

The  large  west  archway  of  the  Armory  was  used 
as  the  entrance  for  vehicles  conveying  dead  bodies 
to  the  Armory.  Bodies  which  had  been  identified 


and  cleared  by  the  medical  examiners  were  removed 
from  the  Armory  through  the  east  archway  by  the 
morticians.  Rows  of  empty  cots  arranged  end  to 
end  separated  in  a transverse  direction  the  mortuary 
part  of  the  Armory  from  the  rest  of  the  Armory. 
These  cots  were  used  by  relatives  and  friends  for 
resting  and  waiting. 

Mr.  Seth  Darley  was  in  charge  of  the  large  num- 
ber of  clerks  working  on  the  registration  and 
identification  of  bodies.  This  group  was  stationed 
immediately  adjacent  to  the  mortuary  area.  Brig. 
Gen.  Delacour  designated  Lt.  Col.  William  B.  Smith 
in  charge  of  a First  Aid  Station  on  the  floor  of  the 
Armory.  A state  police  car  equipped  with  loud 
speaker  was  located  in  the  center  of  the  drill  floor 
for  transmission  of  information  and  messages.  There 
were  canteens  of  the  Red  Cross  and  of  the  Salvation 
Army  on  the  drill  shed  floor. 

The  importance  of  communications  in  any  dis- 
aster of  this  order  cannot  be  exaggerated.  The  Hart- 
ford Telephone  Co.  installed  a large  number  of 
extra  telephone  lines  in  the  Armory  in  the  space 
of  two  hours  and  the  office  of  the  EMS  had  in  con- 
tinuous operation  4 telephones.  In  this  way  it  was 
possible  to  keep  in  close  touch  not  alone  with  the 
medical  and  nursing  services  in  the  Hartford  hos- 
pitals but  with  the  emergency  medical  and  nursing 
services  of  the  rest  of  the  State  and  in  New  York, 
Boston  and  Washington.  The  office  of  the  EMS 
offered  telephone  facilities  to  a great  number  of 
people  during  the  emergency  including  friends  and 
relatives  of  the  deceased,  medical  observers  of  the 
Army,  Navy,  Air  Force,  the  press  and  the  Red 
Cross. 

The  entire  staff  of  the  headquarters  of  the  EMS 
were  mobilized  at  3:15  p.  m.,  July  6th,  including 
the  Chief,  the  Deputy  Chief,  the  State  Hospital 
Officer,  the  State  Nurse  Deputy,  the  Hartford 
Local  Nurse  Deputy,  the  Chairman  of  the  Nurses’ 
Advisory  Committee  of  the  War  Council,  the 
secretary  of  the  State  Medical  Society,  the  secre- 
tary of  the  office  of  the  EMS,  the  medical  members 
of  the  Operations  Room,  and  two  volunteers  from 
the  Hartford  Fire  Insurance  Co.  who  served  as 
telephone  operators. 

As  indicated  in  Dr.  Bourke’s  letter,  there  were 
held  in  reserve  the  emergency  medical  services  of 
the  city  of  Meriden  through  the  kindness  of  Dr. 
Thomas  P.  Murdock  as  well  as  the  emergency 
medical  services  of  the  city  of  New  Haven  through 
the  kindness  of  Dr.  Clement  Batelli  who  repre- 


HARTFORD  CIRCUS  DISASTER  — BOURKE 


sented  Dr.  Joseph  I.  Linde.  The  USPHS  Affiliated 
Hospital  Unit  #26,  New  Haven,  Dr.  Paul  Vestal, 
director,  was  designated  for  service  if  needed.  The 
Veterans’  Home  and  Hospital  in  Rocky  Hill  was 
chosen  as  the  base  hospital  in  reserve. 
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The  office  of  the  E M S remained  mobilized 
throughout  the  first  two  days  of  the  disaster  except 
from  1:30  a.  m.,  July  7 to  8:00  a.  m.,  July  7,  when 
the  Armory  was  declared  closed  by  order  of  the 
Brig.  Gen.  Delacour. 


Report  of  Hartford  Catastrophe  Fire  at  the  Barnum  and  Bailey  Circus  Grounds,  July  6, 

1944,  Between  2:25  and  2:30  P.  M. 


The  fire  broke  out  in  the  canvas  tent  covering 
which  was  filled  with  an  estimated  attendance 
of  6,000  persons.  The  fire  spread  with  extreme 
rapidity  so  that  in  the  space  of  some  10  minutes, 
the  area  was  in  ruins.  Inspection  of  the  site  on  the 
morning  of  July  7 showed  complete  destruction 
except  for  one  small  section  of  the  bleachers  still 
standing. 

The  mobilization  of  all  the  protective  forces  was 
excellent.  Fortunately,  the  State  Chief  of  Police, 
Col.  Edward  J.  Hickey,  State  Commander  of  the 
Civilian  Defense  Corps  was  in  the  tent  with  his 
radio-equipped  car  parked  just  outside.  Also  at  the 
scene  was  Chief  John  C.  King  of  the  Hartford  Fire 
Department.  Col.  Hickey  immediately  mobilized  the 
protective  forces  and  took  immediate  command. 
Shortly  after  the  catstrophe  occurred,  Governor 
Raymond  Baldwin  of  Connecticut  went  on  the 
air  warning  people  away  from  the  scene  of  disaster. 
Excellent  police  patrol  was  obtained  and  the  State 
Guard  was  called  out  by  the  Governor  with  Brig. 
Gen.  Reginald  Delacour  in  command.  Governor 
Baldwin  declared  the  State  Armory  as  the  morgue. 
Additional  assistance  was  given  by  the  Army  Air 
Forces  from  Bradley  Field.  The  Navy  also  sent 
officers  and  other  personnel  to  assist. 

Dr.  Alfred  Burgdorf,  Chief  of  the  E M S,  city  of 
Hartford  and  his  alternate  Dr.  Herbert  Bailey 
directed  the  intricate  machinery  of  medical  services 
for  the  stricken  city  and  hospitals  of  Hartford 
under  the  authoirty  of  the  Mayor  of  Hartford, 
Mr.  William  Mortensen  in  constant  consultation 
with  Dr.  Stanley  Osborn,  Commissioner  of  Health, 
State  of  Connecticut.  The  complicated  operation 
of  the  city  hospitals,  their  medical  and  nursing- 
services  must  be  incorporated  in  a separate  report 
by  the  writer  as  it  is  too  early  at  the  present 
moment  to  present  any  of  the  interesting  details 
of  this  subject. 

The  State  Armory  which  houses  the  offices  of  the 
Connecticut  War  Council  and  its  State  Operations 


Room  was  immediately  established  by  the  Governor 
of  the  State  and  by  the  State  Administrator  of  the 
War  Council,  Mr.  Henry  B.  Mosle,  as  the  central 
point  of  operations.  The  mobilization  and  coordina- 
tion of  all  of  the  services  both  governmental  and 
voluntary  should  be  rated  as  perfect.  Red  Cross, 
Salvation  Army,  the  protective  division  as  well  as 
the  division  of  war  services  of  the  OCD  worked 
as  a team  under  the  central  command  of  Commander 
Hickey.  The  State  Chief  of  the  EM  S,  Dr.  George 
M.  Smith,  the  State  Deputy  of  the  EMS,  Dr.  Ralph 
E.  McDonnell,  the  State  Nurse  Deputy,  Miss  Helen 
Gallagher,  the  State  Hospital  Officer,  Mr.  William 
B.  Sweeney,  and  Miss  Ida  Butler,  Chairman  of  the 
Advisory  Committee  of  Nurses,  Conn.  War  Council 
established  a fixed  central  E M S office  on  the  floor 
of  the  Armory.  They  were  assisted  by  the  regular 
clerical  staff  of  the  E M S and  two  volunteers.  At 
this  office,  Miss  Marion  Douglas,  Director  of  the 
Hartford  V.N.A.  assisted  with  the  mobilization 
and  assignment  of  the  visiting  nurses.  Dr.  Creighton 
Barker,  permanent  secretary  of  the  State  Medical 
Society  was  among  those  assisting. 

field  casualty  service 

Nurses  and  Nurses’  Aides  reported  to  the  scene 
of  the  accident  and  after  assisting  at  the  scene  were 
remobilized  at  the  Armory  and  assigned  to  hospitals 
and  other  duties.  The  State  Police  controlled  the 
call  for  ambulances  which  were  regular  and  impro- 
vised (Hartford  had  an  excellent  system  of  using- 
commercial  vehicles  which  had  been  equipped  with 
special  racks).  Those  already  dead  were  transported 
to  the  Armory.  The  injured  were  transported  to 
the  hospitals.  The  Municipal  Hospital  with  a bed 
capacity  of  175  beds  was  only  about  4 blocks  from 
the  scene  of  the  disaster  and  took  the  main  brunt 
of  the  casualty  load,  both  stretcher  and  ambulatory 
cases. 

The  extent  of  the  casualties  as  of  11:00  a.  m., 
July  7,  1944  (22  hours  after  the  onset  of  the  dis- 
aster) was  as  follows: 
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127  dead  were  received  at  the  Armory  morgue. 

176  patients  were  handled  by  hospitals  as  admitted 
patients,  170  of  which  were  hospitalized  in  Hart- 
ford, 4 in  New  Britain,  and  2 in  East  Hartford. 

97  patients  were  admitted  to  the  Municipal  Hos- 
pital adjoining  the  disaster.  Later  upon  orders  of 
the  Local  Chief  of  the  E M S and  the  Mayor  of 
Hartford,  18  were  transferred  to  the  Hartford 
Hospital  and  5 to  the  St.  Erancis  Hospital.  20 
deaths  had  occurred  at  the  Afunicipal  Hospital,  3 
of  which  were  unidentified  and  sent  to  the  Armory 
morgue. 

Of  the  132  patients  in  hospitals  at  11:00  a.  m., 
July  7,  approximately  27  were  in  critical  condition. 

The  Medical  Assistant  to  the  Director  of  the 
U.  S.  Office  of  Civilian  Defense  observed  the  cases 
being  treated  at  the  Municipal  Hospital  throughout 
the  first  night  and  was  impressed  with  the  order 
which  prevailed  throughout  the  hospital  and  the 
diligence  of  the  doctors  and  nurses  who  worked  on 
throughout  the  night  and  into  the  following  morn- 
ing. Army  Training  Program  medical  students 
from  Trinity  College  and  Yale  University  were 
sent  down  to  assist  in  the  operating  rooms  and 
wards.  Desirable  routine  orders  regarding  therapy 
on  burned  cases  were  instituted  by  the  Medical 
Director  of  the  Municipal  Hospital  which  were  in 
keeping  with  accepted  modern  techniques. 

Hartford  was  exceedingly  fortunate  in  having 
approximately  5,000  units  of  blood  plasma,  both 
liquid,  frozen,  and  dry  in  Hartford  and  in  surround- 
ing areas.  The  State  Chief  of  E Ad  S made  immedi- 
ately available  250  units  of  OCD  dry  plasma  from 
the  Depot  at  Rocky  Hill  Sanatorium. 

The  writer  was  met  en  route  from  Washington 
to  Hartford  at  LaGuardia  Field  by  the  New  York 
City  Chief  of  E M S,  Dr.  Edward  Bernecker  with 
150  transfusion  administration  sets  and  extra  filters 
which  had  been  requested  over  the  telephone  by 
Dr.  George  Ad.  Smith. 

The  Connecticut  State  Chief  of  EMS  ordered  the 
Emergency  Medical  Services  of  Meriden  and  New 
Haven  to  stand  by.  The  Rocky  Hill  Sanatorium 
Base  Hospital  was  to  be  the  first  evacuation  hospital 
if  necessary  and  the  Affiliated  Base  Hospital  Unit 
at  New  Haven  Yale  School  of  Medicine  was  selected 
as  the  first  reserve  unit  to  be  mobilized  if  needed. 

The  writer  was  impressed  by  the  services  ren- 
dered by  all  branches  of  the  E Ad  S,  Red  Cross 
Nurses’  Aides,  and  OCD  messenger  service. 


It  was  reported  that  there  was  some  confusion 
at  the  Municipal  Hospital  during  the  early  period 
when  the  hospital  was  deluged  with  seriously  in- 
jured, minor  injured  and  others.  However,  this 
was  straightened  out  very  promptly  after  the  State 
Guard  and  Military  Police  took  over.  This  early 
confusion  prevented  the  hospital  from  securing 
records  of  patients  treated  for  minor  injuries  and 
not  admitted  to  the  hospital.  The  record  system 
was  greatly  enhanced  by  the  work  of  social  serv- 
ice, American  Red  Cross  personnel  at  the  hospitals. 

No  difficulty  was  reported  in  the  admitting  of 
patients  to  the  Hartford  Hospital  which  received 
40  initial  in-patient  admissions  and  later  18  transfers 
from  the  Municipal  Hospital.  There  were  no  deaths 
at  this  hospital.  St.  Francis  Hospital  treated  27  in 
the  out-patient  department,  admitted  32  initially 
and  5 later.  There  were  no  deaths  at  this  hospital. 
Mount  Sinai  Hospital  received  5 patients,  four  of 
whom  were  sent  home  after  treatment.  Dr.  Lublin’s 
hospital  in  East  Hartford  received  2 patients. 

The  Medical  Assistant  to  the  Director  reviewed 
the  52  remaining  cases  in  the  Municipal  Hospital 
on  July  7 and  a decision  was  arrived  at  between  the 
city  Chief  of  the  EMS  and  the  medical  staff  of  the 
Hartford  Hospital  and  the  Municipal  Hospital  that 
up  to  50%  of  the  cases  remaining  at  the  Municipal 
Hospital  would  be  evacuated  to  the  Hartford  and 
St.  Francis  Hospital.  This  was  to  lighten  the  load 
in  the  Municipal  Hospital  and  to  assure  more  care- 
fully supervised  care  for  the  patients. 

An  investigation  was  being  undertaken  to  deter- 
mine how  many  medical  teams,  ambulances,  etc., 
participated  at  the  scene.  Further  investigations  are 
being  undertaken  to  determine  the  actual  amount 
of  blood  plasma  utilized.  The  OCD  dry  blood 
plasma  was  being  used  extensively.  OCD-EMS  cots 
were  used  at  the  Municipal  Hospital  during  the 
period  of  heavy  admissions.  The  Mortuary  Services 
were  outstanding  in  their  performance  and  per- 
fected to  a very  high  degree.  The  Armory  was  the 
central  morgue  as  designated  by  the  Governor  and 
immediately  following  the  disaster,  the  public  were 
advised  that  an  announcement  system  was  installed 
outside  the  Armory  which  gave  frequent  reports 
of  the  casualties  in  each  of  the  hospitals  and  the 
identification  of  bodies. 


Nurses  were  stationed  to  assist  the  grieved  outside 
the  Armory  who  had  come  to  learn  the  fate  of 
their  relatives.  The  Armory  was  heavily  guarded 
and  only  those  close  relatives  needed  to  identify 
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the  bodies  were  admitted.  The  dead  were  placed 
on  cots  set  up  in  the  Armory  and  covered  with 
blankets.  A careful  record  system  was  established 
under  the  direction  of  the  State  Police  with  the 
assistance  of  the  Red  Cross  and  Coroner’s  office. 
A radio  announcement  car  was  also  set  up  in  the 
Armory  and  canteen  service  was  established  both  in 
and  outside  the  Armory  by  the  Red  Cross  and  the 
Salvation  Army. 

Only  a limited  number  of  relatives  were  admitted 
at  the  same  time  and  they  were  escorted  by  a 
Nurse’s  Aide  or  a registered  nurse  and  by  a police 
officer  or  a member  of  the  State  Guard.  The  Army 
Air  Corps  personnel  also  assisted. 
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SUMMARY 

From  all  of  the  observations  of  the  Medical 
Assistant  to  the  Director  between  the  period  of  1 2 
midnight,  July  6 and  y.oo  p.  m.,  July  7,  with  the 
exception  of  3 !4  hours,  the  services  in  relation  to 
the  disaster  were  most  effectively  organized, 
directed  and  carried  out. 

A more  detailed  report  will  be  filed  upon  return 
to  the  Washington  office. 

Respectfully  submitted, 

/ s/  John  J.  Bourke, 

Dr.  John  J.  Bourke, 

Sr.  Surgeon  (R),  USPHS. 


The  Hartford  Circus  Fire  Patients  in  the  Hospitals 

Stanley  B.  Weld,  m.d.,  Hartford 


'"pHE  Hartford  circus  fire  disaster  tested  the  re- 
-*•  sources  of  the  hospitals  of  that  city;  their  re- 
sponse reflects  great  credit  upon  their  adequacy. 
Within  the  space  of  a few  brief  minutes  severely 
burned  patients  in  previously  unheard  of  numbers 
were  rushed  in  by  ambulance,  truck  and  private 
automobile.  Probably  because  of  its  proximity  to 
the  scene  of  the  distaster,  the  Municipal  Hospital 
received  the  first  and,  in  the  end,  the  largest  num- 
ber of  patients.  At  2:45  p.  m.  this  hospital  received 
its  first  call  from  the  police  department  for  an 
ambulance  to  be  sent  to  the  circus  grounds  on  Bar- 
bour Street  where  the  fire  had  broken  out  but  a 
few  minutes  previously.  Ten  minutes  later  all  kinds 
of  vehicles  began  to  arrive  with  the  disaster  victims. 
The  Municipal  Hospital  admitted  143  patients  dur- 
ing the  following  eighty  minutes.  Of  this  number, 
5 were  dead  on  arrival,  6 others  were  so  severely 
burned  that  they  died  within  an  hour  following 
admission,  42  were  treated  in  the  outpatient  depart- 
ment, and  76  were  receiving  treatment  up  till  8 
p.  m.  when  22  of  the  least  seriously  burned  were 
transferred  in  U.  S.  Army  ambulances  to  Hartford 
and  St.  Francis  Hospitals. 

The  procedure  at  the  Municipal  Hospital  was 
similar  to  that  followed  in  the  other  hospitals.  All 
patients  were  given  morphine  subcutaneously  on 
admission.  Plasma  was  adminstered  intravenously 
under  considerable  difficulty,  due  to  the  badly 
burned  condition  of  the  skin  on  the  extremities  and 
to  destruction  or  collapse  of  superficial  veins.  It 
was  often  necessary  to  cut  down  on  the  femoral 
veins.  The  dressing  teams  applied  vaseline  impreg- 


nated gauze  to  all  burned  areas  without  debride- 
ment. These  dressings  were  covered  with  light 
plaster  casts  for  even  pressure  and  changed  the 
following  day  to  Ace  bandages.  A tetanus  detail 
tested  patients  for  reactors  and  gave  prophylactic 
injections.  Sulfonamides  were  administered  during 
the  first  24  hours  together  with  forced  fluids  by 
mouth,  if  tolerated.  Parenteral  fluids  were  neces- 
sary in  many  instances  because  of  nausea.  Patients 
developing  fever  the  second  day  were  given  peni- 
cillin in  liberal  doses. 

St.  Francis  Hospital  followed  its  set  up  instituted 
several  years  ago  by  the  staff  for  handling  the 
emergency  treatment  of  patients  disabled  from  a 
major  disaster.  The  personnel  of  this  set  up  is 
divided  into  several  teams  variously  designated  as 
shock,  surgical  operative,  orthopedic  operative, 
anesthesia,  first  aid,  neurosurgical,  x-ray,  etc.  Each 
team  has  a specific  location  designated  for  its  field 
of  operation.  Numerous  rehearsals  had  been  held 
in  the  past  so  that  there  was  no  difficulty  encoun- 
tered when  the  real  occasion  arose.  St.  Francis  Hos- 
pital received  36  burned  patients,  of  which  24  were 
discharged  and  12  admitted.  The  treatment  con- 
sisted of  morphine  subcutaneously,  blood  plasma 
intravenously,  and  boric  acid  ointment  dressings 
covered  by  an  elastic  bandage  for  compression 
where  this  was  deemed  advisable.  All  patients  with 
lacerations  and  with  burns  greater  than  a first  de- 
gree were  administered  tetanus  antitoxin.  Several 
rooms  were  quickly  converted  into  first  aid  rooms. 
Identification  tags  carrying  pertinent  data,  includ- 
ing previous  treatment,  were  used  to  simplify  the 


handling  of  the  patients.  Two  deaths  have  occurred 
among  the  disaster  victims  at  this  hospital,  one  com- 
paratively soon  after  admission,  the  other  ten  days 
after  the  catastrophe. 

The  Hartford  Hospital  received  its  first  call  at 
2:50  p.  m.  inquiring  if  it  were  ready  to  receive 
emergencies.  Within  thirty  seconds  the  sorting- 
room  was  opened  and  within  five  minutes  a full 
quota  of  nurses  was  ready  and  fully  equipped  with 
material  for  first  aid  treatment  of  burns.  During 
this  same  five  minutes  all  the  members  of  the  emer- 
gency medical  teams  were  notified,  and  in  another 
five  minutes  nurses’  aides  and  social  workers  were 
organized  into  information  teams  and  aid  teams. 
This  hospital  received  its  first  patient  at  3:05  p.  m. 
In  the  first  few  hours  it  cared  for  51  patients,  19 
of  whom  were  treated  as  ambulatory  and  then  dis- 
charged, the  remaining  32  being  admitted  for  fur- 
ther treatment.  During  the  first  night  25  patients 
were  received  by  trmsfer  from  the  Municipal  Hos- 
pital and  on  the  following  day  8 more  from  the 
same  source.  Within  the  next  few  days  3 patients 
were  admitted  from  their  homes.  This  brought  the 
total  burn  cases  treated  at  the  Hartford  Hospital 
to  87,  of  whom  68  were  in  patients.  Of  this  number 
2 were  discharged  within  several  days  and  2 died, 
one  on  the  3rd  and  one  on  the  6th  day  after  the  fire. 

The  treatment  followed  differed  in  some  details 
from  that  used  in  the  other  hospitals.  Morphine  was 
given  intravenously  and  this  was  followed  by  tak- 
ing of  a sample  of  blood  for  hematocrit  determina- 
tion. Sterile  vaseline  gauze  was  immediately  applied 
to  all  burned  areas,  covered  with  sheet  wadding 
and  then  by  Ace  bandges  for  firm  compression. 
Frozen  plasma,  melted  and  filtered,  was  started  in  the 
triage  room  in  many  instances,  but  at  least  as  soon 
as  the  patient  reached  the  ward.  This  was  repeated 
if  subsequent  hematocrit  readings  showed  the  need 
for  it.  About  400  units  of  plasma  were  given  in  the 
first  48  hours  and  in  72  hours  this  had  reached  460 
units,  2 grams  of  sodium  sulfadiazine  was  admin- 
istered intravenously  to  each  patient  before  or 
accompanying  the  first  plasma.  This  was  found  to 
be  poorly  tolerated  and  so  a shift  was  made  to 
penicillin,  in  some  cases  in  less  than  24  hours,  in 
others  within  48  hours.  The  National  Research 
Council  supplied  170  million  units  of  this  new 
therapeutic  agent  to  this  hospital  alone.  The  elec- 
trolytes were  checked  the  day  after  admission  and 
those  showing  a chloride  deficiency  or  a slight 
acidosis  were  treated  with  chlorides  or  alkalies 
parente rally.  Many  developed  anemia  on  the  3rd 
and  4th  days  requiring  whole  blood.  Daily  hema- 


tocrit and  serum  protein  readings  were  taken  for 
several  days  after  the  first  48  hours  and  then  re- 
duced to  every  other  day.  Dressings  were  not 
changed,  except  where  they  had  become  displaced, 
for  from  10  to  14  days  following  initial  application 
in  order  to  reduce  the  incidence  of  secondary  in- 
fection. 


The  disaster  victims  at  the  Hartford  Hospital 
were  segregated  in  three  units,  one  containing 
women  and  children,  a second  containing  men  and 
children,  and  a third  women  only.  This  simplified 
the  nursing  care  considerably.  In  spite  of  penicillin 
all  patients  ran  a temperature  of  three  to  five  de- 
grees above  normal  but  in  most  instances  this 
febrile  course  was  brief.  The  blood  chemistry  was 
watched  closely  in  an  endeavor  to  correct  any  de- 
fect. It  was  noted  particularly  that  the  degree  of 
the  burns  could  not  be  accurately  estimated  at  first, 
for  many  proved  to  be  third  degree  which  on 
admission  appeared  less  severe.  The  stage  of  serious 
shock  lasted  48  hours,  then  faded  into  an  infection 
stage  which  predominated  for  another  48  to  72 
hours  and  was  accompanied  by  a noticeable  devel- 
opment of  anemia.  Very  few  of  the  victims  would 
eat  the  first  few  days,  producing  a nutrition  prob- 
lem. A diet  of  120  to  150  grams  of  protein  was 
found  necessary  in  most  cases.  The  OPA  has  con- 
tributed extra  ration  points,  so  that  juicy  steaks  and 
other  meats  contributing  to  the  maintenance  of  a 

O 

high  protein  diet  have  been  available  for  these 
patients.  Tempting  chocolate  flavored  soy  bean 
mixtures  have  also  been  used. 


This  major  disaster  found  Hartford  ready  to 
meet  the  task  imposed.  The  supply  of  nurses  and  l 
physicians  was  adequate  from  the  start.  Many  of 
the  nurses  came  from  out  of  town  to  offer  their 
services.  Yale  University  School  of  Medicine  sent 
the  Municipal  Hospital  seven  seniors  skilled  in  in- 
travenous therapy.  Nurses’  aides  proved  their  ines-  j 
timable  value  and  amply  justified  their  long  hours  : 
of  volunteer  training.  Several  consultant  physicians 
arrived  in  Hartford  within  48  hours  from  Boston, 
New  York  and  Washington  to  offer  counsel  and  I 
aid  to  the  profession.  The  Southern  New  England 
Telephone  Company  sent  an  emergency  truck  to  ' 
each  hospital  with  additional  switch  board  facilities. 
Every  phase  of  municipal  development  contributed 
in  an  effort  to  reduce  the  fatalities  to  a minimum. 
Ultimately,  when  the  facts  are  tabulated  and 
analyzed,  there  will  be  on  record  not  only  data  of 
inestimable  value  to  medical  science,  but  evidence  1 
of  the  necessity  for  a permanent  comprehensive 
emergency  organization. 
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The  Disaster  at  Hartford 

It  was  a grim  and  appalling  calamity  that  gave 
the  State’s  Emergency  Medical  Service  its  first  real 
test.  The  Service  was  organized  to  operate  in 
enemy  bombings  from  the  skies,  and  accidents  or 
sabotage  in  war  plants.  But  a fearful  irony  of  fate 
brought  its  first  muster  to  succor  gay  and  happy 
children  and  carefree  mothers  seeking  the  mirth  and 
excitement  that  only  the  Circus  can  give.  They  went 
to  laugh  and  be  breathless  with  the  acrobats  and 
they  were  burned  and  injured  and  died. 

All  kinds  of  people  came  to  help.  The  Governor, 
the  Army  and  the  Navy,  the  State  and  City  police, 
nurses.  There  was  almost  too  much  of  everything. 
The  Medical  Service  that  had  been  organized  and 
trained  and  drilled  in  a way  that  may,  at  times, 
have  seemed  unnecessary  to  some,  went  into  action. 
Everyone  knew  his  job  and  went  to  it  with  calm 
and  perfectly  coordinated  efficiency.  The  hospitals 
of  Hartford  did  magnificently— their  staffs,  and  it 
is  doctor’s  day  off  in  Hartford  on  Thursday— ral- 
lied in  no  time  and  additional  medical  personnel 
sent  generously  from  nearby  Army  and  Navy  sta- 


tions was  scarcely  needed.  The  account  of  the 
treatment  and  clinical  observations  of  the  hundreds 
of  burned  and  injured  will  be  a great  record  in 
itself.  Particular  credit  is  due  the  entire  staff  of  the 
Municipal  Hospital  which  because  of  its  nearness 
to  the  fire  bore  by  far  the  heaviest  load  of  work, 
many  lives  were  saved  there. 

The  Journal , by  special  permission,  is  privileged 
to  publish  the  official  report  to  the  Federal  Govern- 
ment made  by  the  chief  medical  officer  of  the  New 
York  Civilian  Defense  District  of  which  Connect- 
icut is  a part.  If  satisfaction  can  come  in  such  a 
grevious  hour  it  is  to  be  found  in  this  report  of  the 
official  observer  that  tells  of  an  unhappy  job  well 
done.  Connecticut  does  not  want  another  event  any- 
thing like  the  disaster  at  Hartford  but  if  it  does 
come  the  services  to  give  medical  care  are  ready. 

The  Office  of  Coroner  Comes  Under  the 
Spotlight 

A careful  study  of  the  recent  report  of  the  Com- 
mittee of  the  American  Medical  Association  to 
Study  the  Relationship  of  Medicine  and  Law  leaves 
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no  doubt  of  the  need  for  improvement  in  the 
offices  of  coroner  and  medical  examiner  through- 
out most  of  the  United  States.  Approximately  i 
death  in  each  io  occurring  in  the  United  States 
results  from  violent  or  unnatural  cause.  Of  each 
ioo  such  deaths  investigated  it  is  found  that  approx- 
imately 80  result  from  accidents,  15  from  suicide 
and  5 from  homicide.  About  10  percent  more  of 
each  year’s  deaths  result  from  causes  so  obscure 
that  investigation  sufficient  to  exclude  causation  by 
violence  is  essential  to  public  welfare.  As  the  office 
of  coroner  or  medical  examiner  is  now  set  up  it  is 
this  additional  10  per  cent  which  is  so  prone  to 
escape  investigation. 

According  to  the  law  throughout  most  of  the 
United  States  pertaining  to  deaths  known  or  sus- 
pected to  have  resulted  from  homicide,  both  the 
acquisition  of  evidence,  which  is  primarily  medi- 
cal, and  the  initial  magisterial  appraisal  of  evidence, 
which  is  judicial,  are  the  responsibility  of  the 
office  of  county  coroner.  That  the  methods  of 
selecting  this  official  leave  much  to  be  desired  may 
be  readily  understood  by  even  a cursory  perusal 
of  the  Committee’s  report.  Five  such  methods 
exist,  as  follows:  ( 1 ) periodic  election  by  popular 
vote;  (2)  patronage  appointment;  (3)  appointment 
by  a municipal,  county  or  circuit  court;  (4)  selec- 
tion by  a civil  service  commission  on  a basis  of 
competitive  examination;  and  (5)  selection  by  a 
nonpolitical,  self-perpetuating  commission  of  ex- 
perts on  a basis  of  professional  merit.  The  first 
three  methods  are  political,  are  full  of  flaws  and  are 
the  most  commonly  used  in  the  United  States.  The 
last  two  methods  are  nonpolitical  and  provide  for 
selection  and  retention  in  office  on  a basis  of  merit. 
Connecticut  falls  into  the  second  group,  by  patron- 
age appointment.  Here  the  coroner  is  appointed 
for  three  years  by  judges  of  the  superior  court  on 
recommendation  of  the  state’s  attorney.  His  duties 
are  magisterial,  and  the  law  authorizes  him  to  ap- 
point a medical  examiner  who  holds  office  at  the 
pleasure  of  the  coroner. 

The  Committee  found  a need  for  improvement 
in  legislation  relating  to  the  office  of  coroner  and 
pointed  to  the  New  Jersey  statute  as  one  of  the 
best.  We  quote  this  statute: 

“When,  in  the  county,  any  person  shall  die  as  a result  of 
violence  or  by  casualty  or  suicide,  or  suddenly  when  in 
apparent  health,  or  when  unattended  by  a physician,  or 
within  twenty-four  hours  after  admission  to  a hospital  or 
institution,  or  in  prison,  or  in  a suspicious  or  unusual  man- 
ner, the  police  department  of  the  municipality  in  which 


he  died,  the  superintendent  or  medical  director  of  the  insti- 
tution in  which  he  died,  or  the  physician  called  in  attend- 
ance shall  immediately  notify  the  office  of  the  chief  medical, 
examiner  of  the  known  facts  concerning  the  time,  place, 
manner  and  circumstances  of  the  death.  Immediately  upon 
receipt  of  such  notification  the  chief  medical  examiner,  or 
an  assistant  medical  examiner,  shall  fully  investigate  the 
essential  facts.  If  necessary  he  shall  go  to  the  dead  body ! 
and  take  charge  thereof.” 

It  is  banal  to  say  that  the  official  investigator  of 
violent  or  suspected  violent  death  should  be  a quali- 
fied physician.  In  many  States  he  is  not.  It  is  trite 
to  say  that  an  autopsy  on  the  body  of  a person 
whose  death  occurs  under  the  purview  of  the  law 
should  be  performed  or  cause  to  be  performed  by  , 
the  official  investigator  if  in  his  opinion  it  is  essential 
to  obtaining  the  facts.  There  is  a growing  demand 
by  an  intelligent  public  for  the  creation  of  a state 
consulting  laboratory  with  professional  and  tech- 
nical facilities  to  assist  the  official  investigators. 

The  conclusions  of  the  Committee  constitute  a 
challenge  to  our  profession.  This  Committee  found 
medicine  participating  less  effectively  in  the  ad- 
ministration of  justice  in  the  United  States  than 
it  does  in  any  comparable  country  in  the  world. 
That  because  of  this  there  undoubtedly  is  a predis- 
position to  the  non  recognition  of  murder;  to  the 
unjust  accusation  of  innocent  persons;  to  the  im- 
proper evaluation  of  medical  evidence  bearing  on 
the  circumstances  in  which  fatal  injuries  were  in- 
curred; to  the  failure  to  acquire  medical  evidence 
which  would  be  useful  in  the  apprehension  of  crim- 
inals; to  the  failure  to  acquire  medical  evidence 
essential  to  the  administration  of  civil  justice;  to 
ignorance  of  certain  otherwise  preventable  hazards 
to  public  health;  and  to  the  impairment  of  vital 
statistics. 

Why  should  selection  of  candidates  for  such  an 
important  public  office  as  coroner  be  made  from 
the  civil  service  list  on  a basis  of  physical  examina- 
tion only  in  New  York  City  and  in  certain  jurisdic- 
tions of  California,  or  by  a state  board  of  experts 
only  in  Maryland?  Why  should  the  per  capita  cost 
of  maintaining  an  adequate  public  agency  for  inves- 
tigating deaths  be  below  2 cents  in  so  many  com- 
munities when  between  5 and  6 cents  more  nearly 
represents  the  amount  required  for  such  service? 
These  and  many  more  questions  arise  in  our  own 
state  where  the  coroner’s  duties  are  magisterial, 
very  much  as  they  were  in  England  and  in  the 
early  Colonial  period  of  North  America,  and  where 
appointment  is  one  of  patronage  and  does  not  pro- 
vide for  selection  on  the  basis  of  professional 


competence  but  rather  predisposes  to  the  periodic 
replacement  of  experienced  and  qualified  public- 
servants  by  inexperienced  and  unqualified  persons. 

The  Treatment  of  Infantile  Paralysis 

Out  of  the  confusion  of  claims  and  counter-claims 
concerning  Sister  Kenny’s  treatment  of  infantile 
paralysis  certain  aspects  have  now  become  fairly 
clear.  Out  of  this  clarity  both  the  public  and  the 
medical  profession  can  draw  considerable  reassur- 
ance. 

Although  Sister  Kenny’s  emphasis  on  muscle 
spasm  as  a common  feature  of  acute  infantile  paraly- 
sis has  been  substantiated  by  numerous  students,  this 
is  not  a new  conception.1  Recent  studies2  not  only 
confirm  the  occurrence  of  muscle  spasm  but  thev 
also  indicate  that  it  results  from  a lesion  in  the 
internuncial  neurons  in  the  gray  matter  of  the  spinal 
cord.  In  68  cases,  postmortem  examination  revealed 
an  internuncial  lesion  in  nearly  every  patient  and  in 
2 6 this  lesion  was  present,  even  though  the  anterior 
horn  cells  remained  normal.  Moreover,  these  find- 
ings are  not  of  great  therapeutic  significance  since, 
as  a rule,  the  spasm  disappears  spontaneously. 

What  is  significant  is  the  evidence  that  if  every 
case  in  an  epidemic  is  included  in  the  statistics, 
recovery  can  be  expected  in  from  70  to  90%,  what- 
ever form  of  treatment  is  used.3  Thus  it  appears  that 
the  extent  of  the  residual  paralysis  depends  upon  the 
amount  of  destruction  in  the  central  nervous  system, 
provided  deformities  are  prevented.4 

Once  again,  therefore,  the  medical  profession  and 
the  public  have  been  led  by  wide  publicity  to  under- 
take unnecessary  and  wasteful  therapeutic  proce- 
dures. Perhaps  the  only  compensating  feature  of 
this  experience  lies  in  the  stimulation  which  has  led 
to  a re-evaluation  of  known  methods  of  treatment 
for  infantile  paralysis  and  a consequent  enhance- 
ment of  confidence  in  medical  reliability. 
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The  Toxicity  of  Industrial  Solvents 

In  another  section  of  this  Journal  is  an  article 
entitled  “Common  Industrial  Solvents  and  Their 
Systemic  Effects”  by  Dr.  W.  F.  von  Oettingen.  This 
timely  paper  provides  information  which  should 
prove  useful  to  Connecticut  physicians.  Large 
quantities  of  organic  solvents  are  used  each  day  in 
Connecticut  Industry  during  this  period  of  acceler- 
ated industrial  activity,  with  a resulting  larger  num- 
ber of  workers  coming  in  contact  with  this  class  of 
chemicals.  Doctors  are  getting  cases  resulting  from 
direct  contact  with  the  materials  and  from  exposure 
to  the  solvent  vapors.  Physicians  who  have  at- 
tempted to  obtain  information  on  the  toxic  action 
of  solvents  from  ordinary  textbooks  realize  the  need 
for  more  specific  data  on  this  subject. 

Dr.  von  Oettingen  discusses  the  factors  involved 
in  the  toxic  action  of  solvents,  the  mechanism  of 
their  absorption,  distribution  and  excretion,  their 
fate  in  the  organism,  and  their  effect  on  various 
organs,  as  influenced  by  their  physico-chemical 
characteristics.  The  author  classifies  a number  of  the 
more  common  solvents  in  accordance  with  their 
action  on  the  organism  and  points  out  the  action  of 
specific  members  of  the  groups  on  the  various 
organs. 

Exposure  to  solvents  may  result  in  a variety  of 
toxicological  pictures  with  the  possibility  of  in- 
jurious effects  in  the  diagnosis  and  treatment  of 
many  illnesses  of  obscure  causation. 

Hospitals  and  Interns 

Many  hospitals  everywhere  are  concerned  with 
their  difficulties  in  recruiting  intern  staffs.  The  cir- 
cumstances that  confront  these  hospitals  have  not 
been  brought  on  by  the  war,  they  existed  before 
and  because  of  the  operation  of  the  9-9-9  program 
and  the  Procurement  and  Assignment  Service  they 
may  have  been  improved  a little  but  when  the  war 
is  over  it  is  believed  they  will  become  more  apparent. 

Dr.  Reginald  Fitz,  president  elect  of  the  Massa- 
chusetts Medical  Society,  discussed  this  subject  with 
clarity  and  good  judgment  in  the  Charles  V.  Chapin 
Oration  at  the  annual  meeting  of  the  Rhode  Island 
Medical  Society  and  the  Journal  is  pleased  to  pub- 
lish an  extract  from  Dr.  Fitz’s  provocative  address. 

“The  hospital  will  always  be  the  central  point  of 
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post-war  clinical  instruction.  For  several  years  I 
have  maintained  a study  of  the  New  England  hos- 
pitals approved  for  interne  or  resident  training, 
puzzling  over  the  perplexing  problem  of  why  some 
are  so  much  better  than  others.  It  is  a fairly  simple 
matter  to  obtain  data  capable  of  tabulation  from 
which  comparisons  may  be  drawn.  A combination 
of  information  published  in  the  Hospital  Number  of 
the  Journal  of  the  American  Medical  Association 
with  statistics  given  in  annual  hospital  reports,  with 
the  brief  biographical  notes  of  staff  members  re- 
ported in  the  American  Medical  Association  Direc- 
tory and  with  their  bibliography  compiled  from  the 
Quarterly  Cumulative  Index  year  by  year,  yields 
considerable  information. 


Table  i 

Table  /.  An  analysis  of  three  Massachusetts  hospitals 


Situation 

Hospital  “ A ” 
Boston 

Hospital  “B” 
City  of  35,000 
population 

Hospital  “C” 
City  of  85,000 
population 

Size 

450  Beds 

200  Beds 

1 20  Beds. 

Internes 

34 

6 

3 

Beds  per  interne 

U 

33 

40 

Qualified 

General 

General 

specialists. 

practitioners. 

practitioners. 

Staff 

Rare  general 

Few  qualified. 

Rare  qualified 

Necropsies 

practitioner. 

specialists. 

specialist. 

per  year 
Publications  by 

360 

81 

45 

Staff  Members 
during  a year. 

Many 

Occasional 

None 

“By  way  of  illustration,  a very  simple  analysis  of 
three  Massachusetts  hospitals  shows  how  marked 
are  the  differences  that  exist.  Hospital  ‘A’  is  a 
strong  teaching  hospital,  Hospital  ‘B’  is  less  vigorous 
though  functioning  in  a fairly  satisfactory  manner, 
and  Hospital  ‘C’  is  almost  devoid  of  educational 
promise.  If  one  happens  to  be  acquainted  with  the 
hospitals  one  realizes  where  the  differences  lie.  Hos- 
pital ‘A’  has  facilities  with  which  to  develop  the 
best  kind  of  clinical  teaching  and  imagination  with 
which  to  do  so  wisely,  enough  internes  so  that  the 
work  of  each  is  performed  handsomely,  a staff 
mainly  comprised  of  specialists  many  of  whom  are 
interested  in  research  and  teaching,  a pathologist 
who  appears  to  know  his  work  and  how  to  develop 
it.  In  brief,  this  hospital  has  a vigorous  team  of 
energetic  people  working  together  enthusiastically 
in  an  effort  to  make  the  record  of  their  institution 


as  perfect  as  possible.  Hospital  ‘C’,  in  contrast,  has 
too  few  internes  to  expect  anything  but  superficial 
clinical  work  from  them,  a staff  composed  of  physi- 
cians or  surgeons  who  are  not  experts  in  any  special 
subjects  and  may  be  indifferent  or  too  busy  to  spend 
much  time  in  teaching  internes  on  ward  rounds,  and 
a department  of  pathology  not  well  developed  so 
that  clinical  correlation  with  necropsy  findings— the 
most  important  educational  experience  in  a clini- 
cian’s life— is  under  emphasized.  Our  modern  young 
doctors  flock  to  be  trained  in  hospitals  of  the  ‘A’ 
type,  and  it  is  in  the  hospitals  of  the  ‘C’  type  that 
the  shortages  of  internes  or  residents  are  so  acute. 
There  are  not  enough  ‘A’  hospitals  to  meet  the 
demand  of  those  who  wish  to  work  in  them  and 
there  is  a plethora  of  the  lC’  class. 

“Every  hospital  which  places  itself  on  record  as 
wishing  to  train  internes  or  residents  must  recognize 
that  in  so  doing  it  has  assumed  all  the  responsibilities 
of  a teaching  hospital.  The  staff,  trustees,  and  super- 
intendent must  admit  this  fact  and  must  cooperate 
to  improve  the  opportunities  for  their  pupils  to 
receive  adequate  and  proper  instructional  facilities. 

“No  interne  or  resident  should  be  appointed  with- 
out a personal  interview.  His  quarters  should  be 
attractive,  his  food  good,  and  he  should  have  ade- 
quate facilities  for  rest,  privacy,  study,  and  recrea- 
tion. In  Massachusetts  about  a third  of  the  resident 
staff  enter  their  institutions  as  patients  at  some  time 
during  their  period  of  service.  The  amount  of  intra- 
mural illness  should  be  kept  as  low  as  possible  and 
this  can  only  be  accomplished  by  proper  care  of 
the  personnel. 

“Staff,  trustees,  and  superintendents  must  be  pre- 
pared to  work  together  purposefully  so  as  to  organ- 
ize the  best  possible  kind  of  teaching.  A carefully 
considered  and  well  planned  curriculum  must  be 
developed.  Certain  visiting  staff  members  must  be 
delegated  to  see  to  it  that  the  work  of  the  internes 
and  residents  is  checked  up;  that  the  records  are  up 
to  date  and  well  and  carefully  written;  that  the 
laboratory  and  clinical  work  is  properly  done;  that 
the  physical  examinations  as  recorded  are  accurate; 
that  diagnoses  are  made  correctly  and  that  the 
technical  aspects  of  treatment  are  carried  out  prop- 
erly and  systematically.  A visit  must  be  made  each 
day  to  each  of  the  patients  under  the  direction  of  a 
member  of  the  senior  staff,  unhurriedly  and  as  a 
teacher,  so  that  everything  the  internes  or  residents 
do  can  be  scrutinized  and  criticized.  In  too  many 
hospitals  the  work  of  the  resident  staff  is  haphazard 
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and  superficial.  The  self-taught  young  doctor  ac- 
quires, besides  bad  habits,  too  much  self-confidence 
and  too  little  knowledge;  he  needs  to  be  drilled  in 
the  art  of  practice,  an  art  that  can  only  be  mastered 
by  hard  work  intelligently  controlled. 

“The  interne  or  resident  must  be  encouraged  to 
grow  and  develop.  He  must  be  urged  to  take  an 
active  part  in  staff  conferences  and  in  other  medical 
meetings  held  under  the  hospital’s  auspices.  Hos- 
pital meetings  must  be  conducted  regularly  and 
with  a certain  degree  of  formality.  At  such  meetings 
an  interne  or  resident  should  always  present  a case, 
learning  to  speak  from  his  feet,  without  notes,  and 
clearly  and  succinctly.  He  must  be  encouraged  to 
write.  Medical  writing,  if  it  does  nothing  else, 
stimulates  a beginner  to  learn  to  use  a library  prop- 
erly, teaches  him  to  read,  analyze,  criticise  and 
abstract  literature,  and  also  something  of  facility  of 
expression  and  of  the  difficulties  of  composition— 
all  good  things  for  a young  doctor’s  development. 

“Hospital  trustees  must  be  educated  to  realize  that 
a teaching  hospital  requires  certain  equipment  in 
addition  to  first-rate  wards,  laboratories,  and  oper- 
ating rooms.  There  must  be  an  enthusiastic,  well 
selected  staff  acting  under  good  leadership.  There 
must  be  enough  resident  personnel  in  proportion  to 
the  number  of  beds  so  that  each  of  the  resident 
staff  may  have  a chance  to  think  and  work  at  some- 
thing out  of  his  routine.  There  must  be  a suitable 
place  for  medical  meetings  and  this  room  should 
contain  apparatus  for  demonstrating  charts,  x-ray 
films,  and  pathological  specimens.  There  must  be 
a library  in  the  hospital,  readily  accessible  to  the 
internes  and  staff,  and  it  should  receive  sufficient 
endowment  so  that  up-to-date  textbooks  and  the 
more  useful  medical  journals  can  be  purchased. 

“The  teaching  hospital  is  always  the  one  to  visit; 
as  Osier  said,  the  work  of  an  institution  in  which 
there  is  no  teaching  is  rarely  first  class.  The  mere 
presence  of  internes  and  residents  is  inspiring  but 
they  can  be  attracted  to  hospitals  only  if  for  their 
efforts  they  obtain  in  return  a broad,  well  super- 
vised clinical  experience.  Thus  an  important  step  to 
make  rural  or  suburban  practice  attractive  lies  in 
the  encouragement  of  local  hospitals  to  establish 
the  type  of  interneships  or  residencies  ordinarily 
obtainable  in  hospitals  connected  with  medical 
schools;  interneships  where  the  work  of  each  depart- 
ment is  under  the  direction  of  qualified  specialists, 
where  the  patients  admitted  are  studied  carefully 
and  systematically,  where  staff  conferences  are 


active  and  interesting,  and  where  the  practice  of 
progressive  medicine  goes  forward  vigorously.” 

Abuse  of  Emergency  Certificate 

An  eighty-year-old  woman  was  sent  to  Norwich 
State  Hospital  on  an  emergency  certificate  on 
July  10th,  and  died  during  the  period  of  admission. 

The  Public  Welfare  Council  has  become  con- 
vinced that  many  patients  are  sent  to  the  state 
hospitals  for  the  care  of  mental  illness  on  emerg- 
ency certificates  where  the  circumstances  do  not 
warrant  the  use  of  that  type  of  admission.  In  many 
cases  where  the  emergency  certificate  was  used, 
there  was  no  real  necessity  for  immediate  admission 
because  the  patients  had  not  become  suddenly  and 
violently  mentally  ill. 

The  following  table  will  show  the  number  of 
patients  admitted  to  state  hospitals  for  the  care  of 
mental  illness  on  emergency  certificates  who  were 
discharged  or  died  within  approximately  thirty  days 
after  admission: 


NO. 

TOTAL 

DIED  OR 

EMERGENCY 

HOSPITAL 

DISCHARGED 

ADMISSIONS 

Connecticut  State  Hospital 

167 

556 

Norwich  State  Hospital 

l6l 

556 

Fairfield  State  Hospital 

I9I 

658 

Totals 

5J9 

1770 

The  purpose  of  the  emergency  certificate  is  for 
protection  of  society  and  the  certificate  provides 
for  detention  for  thirty  days  of  persons  who  have 
suddenly  become  violently  mentally  ill  and  the  cer- 
tificate was  never  intended  to  be  used  for  the  ad- 
mission of  persons  to  state  hospitals  who  have  been 
mentally  ill  for  any  length  of  time  and  are  not 
dangerous  to  themselves  or  others. 

At  the  present  time,  undue  use  of  emergency 
certificates  places  an  unnecessary  load  on  the  greatly 
diminished  and  much  overworked  staffs  of  our  state 
hospitals  for  the  care  of  the  mentally  ill.  Therefore, 
it  is  important  at  this  time  that  every  possible  effort 
be  made  to  prevent  the  admission  to  our  state 
hospitals  of  persons  who  should  not  be  sent  there 
because  once  an  individual  is  presented  at  the  hos- 
pital, he  becomes  the  hospital’s  responsibility.  No 
matter  how  convinced  the  hospital  authorities  may 
become  on  admission  examination  that  the  person 
is  normal  physically  and  mentally,  it  is  necessary  to 
put  him  through  a whole  series  of  tests  which  in- 
clude many  more  procedures  that  the  examination 
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of  the  psychiatrists.  The  nursing  staff  and  the 
stenographic  and  clerical  workers  of  the  hospital 
have  to  complete  the  elaborate  admission  procedures 
which  must  be  carried  on  in  the  same  manner  as 
for  those  who  are  mentally  ill. 

The  cooperation  of  the  public  is  sought  in  an 
effort  to  reduce  the  number  of  abuses  of  this  form 
of  admission.  The  form  of  the  certificate  itself 
has  been  revised  to  stress  the  fact  that  it  must  be 
used  only  for  persons  in  need  of  immediate  care 
and  treatment  in  a mental  hospital  and  it  also  seems 
necessary  to  reiterate  at  this  time  that  the  purpose 
of  this  form  is  not  to  relieve  the  community  of  all 
its  misfits,  alcoholics  in  particular,  or  individuals 
who  are  critically  ill  or  unconscious.  Such  persons 
should  never  be  sent  to  our  state  hospitals  for  the 
mentally  ill  or  at  least  until  a thorough  examination 
has  been  made  to  determine  definitely  that  they  are 
mentally  ill.  Obviously,  when  people  are  so  phy- 
sically ill  they  cannot  cooperate  for  a mental 
examination,  it  would  seem  unwise  to  remove  them 
to  a state  hospital  where  they  may  die  of  organic 
disease  soon  after  arrival  and  the  act  of  transporta- 
tion may  hasten  their  death. 

The  Rh  Blood  Factor 

We  present  in  this  issue  three  papers  on  the  sub- 
ject of  the  Rh  blood  factor  which  are  timely  and 
which  will  prove  greatly  useful  in  the  understand- 
ing of  the  main  features  of  this  somewhat  complex 
problem,  particularly  for  those  whose  contact  with 
the  subject  is  but  slight.  Dr.  Johnson  states  that  the 
purpose  of  his  informative  paper  is  an  attempt  to 
create  a better  understanding  of  the  intergroup 
transfusion  reactions  and  the  symptom  complex 
known  as  “erythroblastosis  fetalis.”  The  necessity 
for  all  physicians  to  have  a working  knowledge  of 
the  Rh  factor  is  indispensable  because  Rh  negative 
recipients,  men  and  nongravid  women  who  receive 
repeated  transfusions  of  Rh  positive  blood,  may 
have  intragroup  hemolytic  transfusion  reactions. 
Furthermore,  in  the  case  of  the  Rh  negative  mother 
who  has  been  sensitized  by  pregnancy  with  an  Rh 
positive  fetus,  the  first  transfusion  of  an  Rh  positive 
blood  may  be  followed  by  a fatal  reaction. 

Dr.  Miller’s  contribution  to  this  subject  is  the 
result  of  the  careful  observation  and  analysis  of  cases 
which  show  that  the  erythroblastosis  fetalis  syn- 
drome is  more  than  a blood  dyscrasia,  and  points 
out  that  in  addition  to  blood  changes  also  occur 
cardiac,  pancreatic,  adrenal  and  hepatic  changes.  His 


observations  on  certain  infants  born  to  diabetic 
mothers,  which  have  presented  similar  findings,  show 
that  more  work  will  have  to  be  done  before  the 
full  significance  of  the  relationship  of  these  agglu- 
tinins is  established. 

Dr.  Diamond  emphasizes  the  great  prophylactic 
value  of  blood  typing  and  the  need  by  the  military 
services  of  Rh  typing  serum.  This  is  because  multiple 
transfusions  are  common  in  military  service  and  also 
because  obstetrical  services  are  expanding  in  military 
establishments.  At  present  the  difficulty  is  a scarcity 
of  available  serum.  He  describes  in  his  communica- 
tion a cooperative  plan  for  securing  such  typing 
serum  so  that  not  only  may  the  needs  of  the  military 
service  be  met,  but  physicians  and  hospitals  may 
also  share  the  distribution  of  this  new  and  important 
diagnostic  material. 

The  Development  of  Psychiatric  Service  and 
Its  Relation  to  the  Returned  Veteran 

One  great  benefit  of  the  nationwide  examination 
of  men  and  women  for  the  armed  services  has  been 
to  bring  to  light  the  incidence  in  our  population  of 
all  types  of  disease  including  psychiatric  disorders. 
In  addition  to  the  latter  a large  group  of  conditions 
has  come  to  be  known  as  psychosomatic  which  are 
represented  by  the  emotional  factors  which  are  so 
often  associated  with  such  diseases  as  mucous  colitis, 
gastric  ulcer  and  cardiovascular-renal  disease.  Be- 
cause of  the  recent  emphasis  on  this  aspect  of  disease 
Dr.  Cunningham  predicts  that  the  integration  of 
psychiatry  and  medicine  may  be  expected  to  be  the 
next  great  development  in  the  application  of  psychi- 
atric knowledge,  and  recommends  that  psychiatric 
services  should  be  organized  as  part  of  a general 
hospital  and  should  be  integrated  with  other  medical 
services  for  both  in  and  out  patients. 

Already  a large  number  of  individuals  with 
psychoneurosis  have  been  discharged  from  the 
armed  services.  This  will  undoubtedly  be  increased 
by  the  addition  of  many  who  have  been  wounded 
who  will  present  the  same  problems  as  are  often 
seen  in  the  traumatic  neuroses  of  civil  life.  To  these 
will  be  added  also  those  who  have  psychoneuroses 
as  well  as  infectious  disturbances. 

Dr.  Cunningham  presents  the  broad  outline  of  a 
plan  which  will  attempt  to  meet  the  psychiatric 
needs  of  the  community  as  well  as  those  of  the 
returning  veteran  and  this  he  discusses  in  a thought- 
ful and  orderly  way  pointing  out  certain  criticisms 
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which  may  arise.  One  thing  is  obvious  and  that  is 
that  the  whole  problem  should  be  faced  by  the 
medical  profession  and  its  members  should  be  con- 
cerned with  attempts  at  its  solution.  If  not,  we  may 
expect  that  others  will  take  the  matter  in  hand,  a 
threat  not  without  precedent  in  other  fields  of 
medicine.  Dr.  Cunningham’s  paper  is  a fine  contri- 
bution to  an  important  and  timely  subject. 

The  Decline  of  Appendicitis 

Control  measures  against  appendicitis  have  re- 
sulted in  the  last  fifteen  years  in  such  a substantial 
decline  in  mortality  rates  that  the  disease  is  now  of 
minor  importance  as  a cause  of  death. 

The  death  rate  from  appendicitis  among  Metro- 
politan Insurance  Company  industrial  policyholders 
has  dropped,  according  to  the  company’s  statistical 
bulletin  for  March,  1944,  from  14.4  per  100,000  in 
1929  to  5.2  in  1943,  a decline  of  nearly  two-thirds. 
The  major  part  of  this  reduction  has  been  achieved 
during  the  last  four  years,  in  which  period  the  rate 
was  cut  almost  in  half.  Reductions  have  been  most 
substantial  in  the  age  group  between  5 and  44  years, 
ranging  from  57  to  77  per  cent.  Among  young  chil- 
dren and  elderly  persons  the  improvement  has  been 
less  striking,  probably  because  in  these  groups 
appendicitis  is  more  often  unrecognized  due  to  the 
greater  frequency  of  intestinal  disturbances.  It  is 
also  recorded  that  the  rate  among  females  has  de- 
clined more  sharply  than  that  among  males. 

Official  records  show  that  this  achievement  is  not 
limited  to  certain  areas  of  the  country.  A compari- 
son of  rates  computed  from  Census  Bureau  data  for 
1930,  when  mortality  from  appendicitis  was  at  the 
highest  level  on  record,  with  rates  for  1942  shows 
that  a reduction  in  the  death  rate  from  the  disease 
was  brought  about  in  all  forty-eight  states  and  the 
District  of  Columbia.  In  this  short  period,  only  five 
states  reduced  their  rate  by  less  than  50  per  cent. 

It  is  noteworthy  that  these  impressive  gains  are 
apparently  not  due  to  a lowered  incidence  of  ap- 
pendicitis. On  the  contrary,  data  from  various 
investigators  indicate  that  the  prevalence  of  the 


disease  is  still  increasing.  Improvement  in  the  care 
and  treatment  of  cases  has  played  a part  in  bettering 
the  mortality  picture.  Much  credit  must  be  given 
also  to  the  educational  campaign  waged  in  recent 
years  to  encourage  early  hospitalization  in  appendi- 
citis and  to  urge  against  the  use  of  laxatives  in 
abdominal  pain. 

The  relationship  between  high  mortality,  which 
in  an  estimated  80  per  cent  of  cases  is  due  to  rupture 
with  resulting  peritonitis,  and  self-medication  has 
been  clearly  demonstrated  by  Dr.  John  O.  Bower. 
In  his  studies  of  appendicitis  cases  in  Philadelphia 
hospitals  over  a ten-year  period,  Bower  found  that 
the  case  fatality  rate,  when  no  laxative  had  been 
taken,  was  1.6  per  cent;  when  one  laxative  had  been 
taken,  the  rate  was  5.3  per  cent;  and  among  those 
patients  who  had  taken  more  than  one  laxative,  it 
rose  to  10.5  per  cent.  These  findings,  confirmed  by 
other  investigators,  led  to  intensive  efforts  to  educate 
the  public  to  avoid  this  dangerous  practice. 

The  sharp  decline  in  the  death  rate  during  the  last 
four  years  is  due  in  considerable  measure  to  the 
application  of  chemotherapy  in  cases  complicated 
with  peritonitis.  One  surgical  group,  whose  cases 
with  peritonitis  between  1933  and  1939  showed  a 
12  per  cent  fatality  rate,  reports  not  a single  death 
among  similarly  complicated  cases  during  1940- 1941, 
when  sulfanilamide  was  used. 

“The  remarkable  results  of  the  campaign  against 
appendicitis,”  states  the  bulletin  “furnish  an  excellent 
example  of  what  can  be  accomplished  through  the 
intelligent  and  coordinated  use  of  modern  public 
health  and  medical  facilities.” 


Vitamins 

The  pickling  process  contributes  more  than  flavor 
to  foods.  The  acid  easily  extracts  the  biotin,  growth 
stimulator  and  one  of  the  B vitamins. 

Addition  of  a small  amount  of  wheat  germ  oil 
during  the  preparation  of  spray-dried  egg  powder 
prevents  loss  of  the  vitamin  A. 


NOW— PRACTICALLY  PAINLESS  INJECTIONS- 

wtih  Abbott  Pollen  Extracts.  Presented  in  an  isotonic  dextrose  solution, 
Abbott  Pollen  Extracts  are  stable  and  cause  practically  no  pain— even  when 
injected  intradermally.  We  are  stocked  with  the  new  16-dose  Ragweed 
Pollen  Extract  Sets  for  the  prophylatic  treatment  of  fall  hay  fever.  Your 
orders  will  be  filled  promptly-  Professional  Equipment  Company,  36  Howe 
Street,  New  Haven,  Connecticut. 


(See  PAGE  2) 
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FROM  THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  m.d. 

GRACE  MOONEY,  ph.d. 

258  Church  Street  New  Haven 

THE  ROSTER  OF  MEMBERSHIP 

The  annual  publication  of  the  roster  of  members  of  the  Society  is  included  in  this  issue  of  the 
Journal.  It  includes  the  largest  number  of  members  that  have  ever  been  included  in  the  roster  of  the 
Society.  Nearly  550  members  are  in  military  service  and  they  are  located  all  over  the  world.  There  has 
been  no  attempt  to  list  service  addresses  since  they  change  so  rapidly.  Every  effort  has  been  made  to 
have  the  correct  addresses  of  members  still  at  home,  and  if  inaccuracies  are  noted  the  Secretary’s  Office 


wishes  to  receive  notification  of  them. 

Radiology  in  the  Hospital  Plan 

The  special  committee  from  the  Section  on  Radi- 
ology that  was  authorized  by  the  House  of  Delegates 
in  May  has  met  with  representatives  of  the  Con- 
necticut Hospital  Association  to  discuss  the  inclusion 
of  x-ray  charges  in  benefits  provided  by  the  Con- 
necticut Plan  for  Hospital  Care.  The  committee  has 
not  as  yet  filed  with  the  Council  any  report  of  its 
conclusions  and  it  appears  that  the  highly  contro- 
versial subject  of  the  payment  for  x-ray  services  by 
the  Hospital  Plan  is  still  in  uncertain  status.  It  is  re- 
ported reliably  that  at  least  three  Connecticut  hos- 
pitals have  not  entered  into  the  agreement  proposed 
by  the  Plan  for  Hospital  Care. 

Committee  on  Prepaid  Medical  Service 

The  reorganized  Committee  on  Prepaid  Medical 
Service  under  the  chairmanship  of  J.  Harold  Root  of 
Waterbury  is  to  meet  on  August  2 for  the  purpose 
of  hearing  a discussion  of  the  operation  of  the  Mas- 
sachusetts Medical  Service  Plan  by  Mr.  E.  J.  Cun- 
ningham, Director  of  Public  Relations  of  the 
Massachusetts  Plan.  It  is  expected  that  representatives 
of  the  Connecticut  Plan  for  Hospital  Care  will  be 
present.  The  Massachusetts  Medical  Service  Plan,  or 
Blue  Shield,  is  an  enterprise  of  the  Massachusetts 
Medical  Society  but  is  operated  by  the  Massachusetts 
Hospital  Service  Plan,  the  Blue  Cross. 

In  the  light  of  the  present  controversy  in  Con- 
necticut relative  to  the  inclusion  of  x-ray  service  in 
the  Hospital  Plan  it  is  interesting  to  note  that  the 
Hospital  Plan  in  Massachusetts  is  not  an  exponent 
of  payment  on  a per  diem  basis.  Furthermore,  under 


the  Massachusetts  Hospital  Plan  contract  the  amount 
of  x-ray  service  that  a subscriber  may  receive  is 
limited  in  order  that  too  great  demands  will  not  be 
made  upon  the  Plan  for  x-ray  service.  Hospitals  and 
radiologists  alike  are  paid  on  a fee  for  services  basis 
by  the  Massachusetts  Plan  and  not  through  the  means 
of  an  all-inclusive  per  diem  as  is  now  being  proposed 
by  the  Connecticut  Plan.  This  method  of  payment 
is  reported  to  be  quite  satisfactory  in  Massachusetts 
and  to  have  general  approval. 

Executive  Committee 

The  Executive  Committee  of  the  Council  met 
briefly  in  Hartford  on  June  28  for  the  discharge  of 
some  routine  interim  business. 

Study  of  Serological  Laboratories 

The  Advisory  Committee  on  the  Evaluation  Study 
of  Serological  Laboratories  in  the  State  met  at  the 
Society’s  office  on  July  10.  Mr.  Mickle  and  Mr.  Bor- 
man of  the  Bureau  of  Laboratories  of  the  State 
Department  of  Health  reported  on  the  findings  in 
the  second  study  of  accuracy  evaluation  of  the  labor- 
atories doing  serological  tests  for  syphilis  in  the  State. 
A report  of  these  findings  will  be  published  in  the 
Journal  at  a later  date. 

The  Committee  on  Public  Health 

The  Society’s  Committee  on  Public  Health,  now 
under  the  chairmanship  of  Howard  S.  Colwell  of 
New  Haven,  will  meet  on  August  3 and  the  agenda 
for  the  meeting  include  further  consideration  of  fees 
and  administration  of  the  EMIC  program. 
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Dr.  Louis  A.  Pierson  Receives  Award  at 
Physicians  Art  Exhibit 

There  was  an  error  in  the  comment  on  the  Con- 
necticut physicians  represented  in  the  Art  Exhibit 
of  the  American  Medical  Association,  published  in 
July.  Through  misinformation  from  an  attendant  at 
the  exhibition,  reference  to  a first  prize  that  was 
awarded  to  Dr.  Louis  A.  Pierson  of  Meriden  was 
omitted.  Dr.  Pierson  received  a gold  award  given 
to  a first  prize  winner.  The  Journal  is  pleased  to 
correct  this  omission  and  congratulate  Dr.  Pierson 
on  his  well  merited  success. 

County  Medical  Panels  To  Rule  In  Food 
Rationing  For  The  Sick 

The  Office  of  Price  Administration  for  Con- 
necticut has  established,  in  cooperation  with  the 
Connecticut  State  iMedical  Society,  eight  county 
medical  panels  to  serve  as  advisory  groups  to 
county  rationing  boards  in  the  issuance  of  supple- 
mental food  rations  for  the  sick.  Members  of  the 
newly  appointed  panels  met  in  New  Haven  recently 
with  Anthony  F.  Arpaia,  State  Director  of  the 
OPA,  and  Arthur  Maitland,  head  of  the  OPA  food 
rationing  section. 

Afr.  Arpaia  explained  OPA  policies  in  the  allow- 
ance of  supplemental  amounts  of  rationed  foods 
to  persons  suffering  from  certain  diseases.  Under 
these  regulations,  he  pointed  out,  physicians  may 
prescribe  additional  amounts  of  necessary  foods  for 
patients  requiring  special  diets.  The  local  rationing 
boards,  if  the  amounts  asked  are  within  the  limits 
set  up  for  each  disease  by  the  National  Research 
Council’s  committee  on  this  matter,  are  authorized 
to  grant  the  extra  ration  points.  If  the  prescription 
exceeds  the  maximum  allowance,  the  rationing 
boards  have,  according  to  regulations,  referred  them 
to  Regional  Afedical  Advisory  Board  in  Boston  for 
rulings. 

“This  system”,  said  Mr.  Arpaia,  “has  not  been 
satisfactory  in  many  respects.  The  location  of  the 
Advisory  Afedical  Board  in  Boston  precluded  the 
close  contact  with  physicians  which  is  essential  for 
effective  handling  of  these  problems.  Decisions  of 
the  Boston  Board  have  frequently  been  questioned 
and  rationing  boards  have  been  ‘put  in  the  middle’.” 

“The  appointment  of  countv  medical  panels  will 
eliminate  these  difficulties”  declared  the  OPA  direc- 
tor. “The  members  of  each  panel  know  the  doctors 
in  their  area  and  can  quickly  clear  up  questions 
which  arise  by  getting  in  touch  with  them.  The 


panels  will  serve  as  liaison  groups  between  the 
medical  profession  and  the  ration  boards  and  the 
new  plan  will,  I am  sure,  work  out  to  the  satisfac- 
tion of  most  patients  and  physicians”,  he  concluded. 

Mr.  Maitland  explained  the  routine  of  referrals 
by  the  ration  boards  and  rulings  by  the  medical 
panels.  He  said  that,  judging  by  the  number  of  cases 
referred  to  the  regional  board,  no  panel  will  have 
more  than  50  to  60  each  month,  emphasizing  that 
only  in  prescriptions  not  within  the  jurisdiction  of 
the  ration  board  are  decisions  by  the  panels  required. 
I he  new  set-up  will  greatly  expedite  the  allowance 
or  rejection  of  special  diet  applications,  he  stated. 

Mr.  Arpaia,  Mr.  Maitland  and  Dr.  Barker  an- 
swered the  questions  of  the  panel  members,  whose 
interest  and  enthusiasm  for  the  new  arrangement 
was  evident.  Before  the  meeting  ended,  plans  were 
made  for  the  panels  to  begin  functioning  within 
two  weeks. 

T he  members  of  the  medical  advisory  panels  for 
each  area  are: 

HARTFORD  COUNTY 

Samuel  Donner,  99  Pratt  Street,  Hartford. 

George  H.  Dalton,  99  West  Main  Street,  New 
Britain. 

John  E.  Darrow,  55  West  Main  Street,  New 
Britain. 

new  haven  county  (except  Waterbuiy) 

Marvin  M.  Scarbrough,  47  Trumbull  Street,  New 
Haven. 

William  Cohen,  1 195  Chapel  Street,  New  Haven. 
Walter  I.  Russell,  317  Whalley  Avenue,  New 
Haven. 

BRIDGEPORT  AND  VICINITY 

Bronislaw  L.  Smykowski,  405  Barnum  Avenue, 
Bridgeport. 

Francis  J.  Wales,  Monroe. 

Fritz  M.  Meyer,  144  Golden  Hill  Street,  Bridge- 
port. 

STAMFORD  AND  VICINITY 

Ralph  W.  Crane,  50  Glenbrook  Road,  Stamford. 
Harold  L.  Amoss,  21  Field  Point  Road,  Green- 
wich. 

Francis  C.  McMahon,  62  Suburban  Avenue, 
Stamford. 

NEW  LONDON  COUNTY 

James  AI.  Sturtevant,  58  Huntington  Street,  New 
London. 

Clarence  G.  Thompson,  257  Main  Street,  Nor- 
wich. 

Edward  Gipstein,  181  Broad  Street,  New  London. 
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TOLLAND  AND  WINDHAM  COUNTIES 

Joseph  A.  Girouard,  19  Union  Street,  Williman- 
tic. 

Brae  Rafferty,  807  Main  Street,  Willimantic— 
temporary. 

Donald  M.  Beckwith,  68  Prospect  Street,  Rock- 
ville. 

MIDDLESEX  COUNTY 

Mario  L.  Palmieri,  43  South  Main  Street,  Mid- 
dletown. 

Jessie  W.  Fisher,  28  Crescent  Street,  Middletown. 

Eugene  F.  Callender,  Drawer  F,  Chester. 

LITCHFIELD  COUNTY  AND  WATERBURY 

Michael  E.  Giobbe,  24  East  Main  Street,  Torring- 
ton. 

Arthur  H.  Jackson,  Washington. 

John  H.  Foster,  77  North  Main  Street,  Water- 
bury. 


Symposium  On  Professional  Personnel 
For  Hospitals 

A symposium  on  the  Procurement  and  Assign- 
ment Service  and  the  Selective  Service  System  in 
relation  to  hospital  personnel  concluded  the  pro- 
gram on  the  opening  day  of  the  Institute  on  Hospital 
Personnel  Management,  conducted  in  New  Haven 
from  June  26  to  June  30.  The  participants  in  the 
symposium  were  Dr.  Creighton  Barker,  State  Pro- 
curement and  Assignment  Consultant  for  Con- 
necticut; L.  Louise  Baker,  Assistant  Executive 
Officer,  National  Directing  Board,  Procurement 
and  Assignment  Service  and  Lieutenant  Colonel 
William  B.  Smith,  State  Medical  Officer,  Selective 
Service  System. 

Dr.  Barker  summarized  the  operation  of  the  Pro- 
curement and  Assignment  Service  as  it  relates  to 
physicians,  emphasizing  that  the  system  could  not 
have  worked  effectively  without  the  cooperation 
given  by  hospital  administrators.  He  expressed  the 
opinion  that  future  restrictions  on  the  house  staffs 
of  hospitals  may  be  somewhat  less  stringent  than 


those  prevailing  at  present.  In  clarifying  the  9-9-9 
program,  Dr.  Barker  pointed  out  that  hospitals  may 
request  changes  in  the  number  or  proportion  of 
interns  and  residents  allotted  for  the  period  from 
October,  1944  to  July,  1945  and  may  also  continue 
to  apply  for  deferments  for  medical  personnel.  He 
stressed  the  fact,  however,  that  hospitals  must  do 
their  own  recruiting  since  the  Procurement  and 
Assignment  Service  has  no  pool  of  interns  and  resi- 
dents. 

A recent  change  in  the  regulation  relating  to  the 
re-examination  of  physically  disqualified  interns 
and  residents  was  explained  by  Dr.  Barker.  This 
regulation  provides  that  a previously  disqualified 
intern  or  resident,  although  he  may  be  found  quali- 
fied on  re-examination,  cannot  be  classified  as  avail- 
able until  the  completion  of  his  commitment  to  the 
hospital. 

In  concluding,  Dr.  Barker  warned  the  Connecti- 
cut members  of  the  administrators  group  against 
utilizing  interns  who  have  graduated  from  sub- 
standard or  non  accepted  medical  schools.  Accord- 
ing to  an  opinion  of  the  Attorney  General,  graduates 
of  such  schools  cannot  legally  serve  as  interns  in 
this  state.  Past  experience  shows,  Dr.  Barker  said, 
that  hospitals  which  do  use  these  interns  over  a 
period  of  time  have  difficulty  in  obtaining  graduates 
from  accepted  schools. 

Edward  W.  Goodenough 

1 he  death  of  Dr.  Edward  W.  Goodenough 
of  Waterbury  marks  the  passing  of  one  of  the 
older  members  of  our  Society  and  a pioneer  in  the 
fields  of  pediatrics  and  public  health  in  Connecticut. 
A Yale  graduate  in  the  class  of  1887  he  taught  in 
the  Waterbury  High  School  before  receiving  his 
degree  in  medicine  at  Yale  in  1893.  His  interest  in 
public  schools  continued  throughout  his  life  and 
at  one  time  he  was  medical  inspector  of  Waterbury 
Schools.  He  was  a familiar  figure  at  all  meetings  of 
the  Society  and  his  buoyant  spirit  and  continued 
interest  in  the  developments  of  medicine  were  an 
inspiration  to  those  of  a younger  generation. 


VICTORY 
BUY 


MAKING  A MOUNTAIN  OUT  OF  A MOLE  — 

is  easy  for  a dermatologist  using  a Magni-Focuser.  This  new  eye  loop  enables 
all  medical  specialists  to  magnify  objects  with  the  binocular  clarity  of  normal 
vision.  The  Magni-Focuser  is  light,  easy  to  wear,  fits  comfortably  over  eye 
glasses,  leaves  both  hands  free,  relieves  eye  strain,  and  provides  maximum 
efficiency  in  minimum  time.  Many  uses  in  all  branches  of  medicine  will  read- 
ily occur  to  you.  One  hint:  try  reading  an  x-ray  film  with  a Magni-Focuser! 
Ask  Professional  Equipment  Company,  36  Howe  Street,  New  Haven,  Con- 
necticut. 


(See  PAGE  2) 
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THE  1944  CONNECTICUT  CLINICAL  CONGRESS 

The  following  program  has  been  outlined  for  the  20th  Clinical  Congress  to  be 
held  in  New  Haven  Thursday  and  Friday,  September  28  and  29,  1944. 

THURSDAY,  SEPTEMBER  28 
Morning 

Psychiatric  Problems  of  the  Returning  Soldier  and  their  Medical  Management 

Thiourecil  in  the  Treatment  of  Hyperthyroidism 

The  Modern  Tretament  of  Angina  Pectoris 

How  to  Choose  the  Correct  Digitalis  Preparation 

Nutrition  in  Hearth  Failure 

The  Treatment  of  Acute  Rheumatic  Fever 

Infectious  Hepatitis 

Afternoon 

Symposium  on  Penicillin  in  Medicne  and  Surgery 

General  Considerations— Dr.  Francis  G.  Blake  and  Staff 

(a)  Staphylococcus  aureus  infections  (d)  Syphilis 

(b)  Hemolytic  streptococcus  infections  (e)  Bacterial  endocarditis 

(c)  Gonoccoccus  (f)  Infections  resistant  to  penicillin 

Penicillin  in  Surgery— Dr.  Samuel  C.  Harvey  and  Staff 

(a)  Septic  Wounds  (c)  Head  wounds 

(b)  Gas  Gangrene  (d)  Compound  fractures 

FRIDAY,  SEPTEMBER  29 

Morning 

Recent  Advances  in  Common  Duct  Surgery.  Use  of  Vital lium  Tubes 

Metallic  Fixation  of  Fractures  by  Use  of  More  Recent  Methods  and  Appliances.  Spe- 
cial Reference  to  Kerschner  Wire,  Vitallium  Screws,  Tentalum  Foil  and  Plates 

Newer  Methods  in  Diagnosis  and  Treatment  of  Cancer  of  the  Breast  with  Special  Ref- 
erence to  Surgery,  X-ray,  Castration,  Heptlylaldehyde,  and  Hormonal  Methods 

The  Correct  Treatment  of  Varicose  Veins 
Analgesia,  Anesthesias,  and  Resuscitation 

Operative  procedures  under  local,  regional,  and  general  anesthesia,  simplified  and 
facilitated  by  proper  anesthesia  in  combination  with  pre-operative  preparation 
and  post-operative  care 

Afternoon 

Treatment  of  Burns— Demonstration 
Early  treatment 

Preparation  of  skin  for  application  of  medicaments 
After  treatment  of  burns 

Newer  methods  of  skin  grafting  and  preparation  of  wounds 
Care  of  Feet  in  Diabetes— Demonstration 


524 


I 

CONNECTICUT  STATE  MEDICAL  JOURNAL 

GRIFFIN  HOSPITAL  PUBLIC  OPINION  SURVEY 


“People  in  Connecticut  have  once  again  demon- 
strated  that  they  know  a good  deal  about  the 
voluntary  hospitals  which  serve  them  and  that  they 
understand  many  of  the  problems  their  hospitals  face 
in  attempting  to  bring  all  of  them  the  benefits  of 
modern  hospital  care.  This  is  shown  by  analysis  of 
responses  to  a test  of  public  opinion  recently  con- 
cluded by  Griffin  Hospital  in  Derby. 

In  a letter  introducing  the  questionnaire,  George 
H.  Gamble,  president  of  the  hospital’s  board  and 
chairman  of  the  community  relations  committee 
conducting  the  poll,  wrote  that  the  hospital  was 
eager  to  benefit  by  the  knowledge  and  opinions  of 
the  public  relative  to  the  adequacy  and  acceptability 
of  the  hospital’s  services,  and  urged  frankness  in  the 
answers  which  could  be  returned  unsigned. 

Foremost  in  the  opinions  was  the  conviction  on 
the  part  of  four  out  of  five  of  those  who  responded 
that  Griffin  Hospital  did  not  have  adequate  capacity 
and  that  it  should  be  enlarged  promptly.  The  re- 
sponse in  this  respect  was  based,  for  the  most  part, 
on  actual  experience  as  patients  at  the  hospital,  rather 
than  sheer  conjecture,  since  80  per  cent  said  that 
they  or  members  of  their  families  had  been  patients 
there  in  the  last  five  years. 

Evidence  of  public  awareness  of  hospital  condi- 
tions in  the  district  is  shown  by  the  fact  that  seven 
out  of  ten  people  said  they  knew,  even  before 
receiving  the  questionnaire,  that  increase  of  popula- 
tion in  the  communities  served  by  the  hospital  could 
affect  their  personal  safety  so  far  as  hospital  protec- 
tion was  concerned. 

Hospitals  always  have  been  sensitive  to  criticisms 
directed  at  policies  of  management  and  rates  charged 
to  patients  who  pay  their  bills.  Answers  to  a series 
of  four  questions  in  these  matters,  however,  should 
go  a long  way  toward  showing  that  the  public 
knows  considerably  more  about  them  than  it  is  gen- 
erally given  credit  for  knowing.  A majority  of  those 
who  responded  in  this  survey  said  that  they  believed 
the  hospital  was  efficiently  managed  and  that  mem- 
bers of  the  hospital’s  board  of  trustees  receive  no 
compensation  whatsoever  for  their  services  at  the 
hospital. 

Charges  to  patients  who  can  pay  their  bills  were 
considered  fair,  reasonable  or  low  by  84  per  cent  of 
the  participants.  In  addition,  more  than  half  showed 
their  understanding  of  medical  practices  at  the  hos- 
pital’s public  wards  and  in  the  out-patient  depart- 


ment by  indicating  that  they  knew  that  members  of 
the  hospital’s  medical  and  surgical  staff  received  no 
compensation  for  their  services  to  pateints  there. 
The  fact  that  a large  minority  still  believes  that 
trustees  of  voluntary  hospitals  are  in  some  way 
compensated  for  their  service,  and  that  doctors  are 
paid  either  regular  or  reduced  fees  for  treating 
patients  in  the  wards  and  clinics,  indicates  that  large 
sections  of  the  public  must  still  be  taught  the  truth 
in  these  respects. 

About  45  percent  of  those  who  returned  ques- 
tionnaires said  they  were  members  of  the  non  profit 
Connecticut  Plan  for  hospital  care  or  were  covered 
by  insurance  for  this  purpose.  Seven  out  of  ten,  how- 
ever, were  against  compulsory  insurance  under 
federal  auspices  to  cover  the  cost  of  hospital  care  j 
as  a substitute  for  voluntary  plans  which  meet  the  | 
same  purpose. 

The  people  showed  their  readiness  to  make  the  ! 
hospital  large  enough  to  meet  their  increasing  needs  | 
by  favoring  a public  campaign  for  funds  to  finance 
the  hospital’s  enlargement  and  improvement.  Fur-  I 
thermore,  96  percent  advised  an  appeal  to  the  public 
for  contributions  when  income  from  patients  and  all  I 
other  sources  fails  to  meet  the  cost  of  running  a 
hospital.  This  should  answer  the  assertions  heard  so 
frequently  these  days  that  the  people  are  no  longer 
willing  or  able  to  provide  for  themselves  and  in 
consequence  must  look  to  a paternalistic  government 
for  help. 

Further  confidence  was  shown  in  the  hospital  by 
four  out  of  five  who  said  that,  if  they  were  about  to 
become  parents,  they  would  prefer  their  babies  to 
be  born  at  Griffin  Hospital.  Eighty-five  per  cent 
averred  that  if  they  were  disposing  of  their  property 
by  will,  and  were  in  a position  to  do  so,  they  would 
make  a bequest  to  the  hospital. 

With  remarkable  consistency,  responses  to  Griffin 
Hospital’s  test  of  public  opinion  followed  the  pat- 
tern of  opinion  on  hospital  topics  established  by 
previous  surveys  in  the  state,  particularly  those  con- 
ducted within  recent  years  in  Bridgeport,  Man- 
chester, Meriden,  Middletown  and  Hartford.  This 
latest  test,  similar  to  others  made  in  New  England 
and  throughout  the  country,  lends  additional  sup- 
port to  the  assumption  that  the  public  knows  what 
it  wants  in  the  way  of  adequate  hospital  protection 
and  care,  and  is  firm  in  its  determination  to  get  it 
through  its  own  efforts. 
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Canada  Patterns  Procurement  and  Assign- 
ment Board  On  American  Model 

An  interesting  report  received  recently  from 
Canada  states  that  that  Country  undertook  to  allo- 
cate physicians,  dentists,  and  other  professionals 
between  the  Armed  Forces  and  civilian  population 
bv  a method  closely  similar  to  the  Procurement  and 
Assignment  Service  in  this  Country.  The  organiza- 
tion is  known  as  the  Canadian  Medical  Procurement 
and  Assignment  Board  and  was  established  on  July 
20,  1942.  After  a few  months  of  operation,  the 
Board  extended  its  activities  to  dental  and  nursing- 
services.  The  Board  consists  of  five  members  of  the 
Canadian  Medical  Advisory  Committee  which  are 
appointed  by  the  Canadian  Medical  Association.  The 
Director  of  Medical  Services  of  the  Department  of 
Pensions  and  National  Health,  the  Medical  Director 
of  National  War  Services,  a representative  of  the 
Director  of  National  Selective  Service,  and  the  heads 
of  the  Army,  Navy,  and  Air  Medical  Services,  and 
dental  services. 

The  Canadian  Procurement  and  Assignment 
Board  functions,  like  the  American  Procurement 
and  Assignment  Service,  are  to  survey  and  allocate 
medical  officers  to  the  Armed  Forces  of  Canada  and 
to  take  into  consideration  civilian  requirements  so 
that  “there  will  be  no  impairment  of  essential  public 
health  service,”  and  to  investigate  civilian  needs  to 
make  “such  arrangements  as  are  possible  and  ex- 
pedient where  there  is  apparent  conffiction  between 
military  and  civilian  needs.” 

The  Board  recently  completed  a ten  volume  study 
of  the  health  service  of  Canada.  1 his  study  was 
carried  out  through  the  cooperation  of  national  and 
local  medical  societies  and  other  interested  groups. 
A card  index  system  has  also  been  installed  that  will 
make  available  for  permanent  use  detailed  informa- 
tion of  Canada’s  civilian  medical  manpower. 

There  are  12,235  physicians  in  Canada  and  on 
March  1,  1944,  3,589  of  these  were  in  military  serv- 
ice. Medical  education  has  been  accelerated  from 
491  students  annually  in  1940  to  630  students  in  1944. 
Of  Canada’s  52,483  nurses,  it  is  stated  that  half  are 
not  engaged  in  nursing.  Of  the  balance  27,574,, 


8,306  have  expressed  their  willingness  to  enlist  in 
their  Country’s  service  and  there  is  a waiting  list  of 
3,741  nurses  who  are  willing  to  join  up,  but  whose 
services  are  not  needed  at  present. 

DDT,  New  Insecticide  Against  Lice 

Many  authorities  have  declared  that  out  of  this 
war  have  come  three  momentous  discoveries  in 
curative  and  preventive  medicine,  plasma,  penicillin 
and  DDT.  This  latter  is  a contraction  established 
by  Governmental  Agencies  for  Dichlorodiphenyl- 
trichloroethane,  the  active  ingredient  or  so-called 
pure  product.  It  must  be  diluted  with  a carrier 
such  as  oil  or  talc  to  be  usable.  It  has  been  shown 
that  with  this  potent  lousicide  DDT,  mass  delous- 
ing  of  troops,  prisoners,  refugees,  and  the  civilian 
population  can  be  successfully  carried  out  by  simply 
blowing  or  dusting  DDT  powder  under  the  cloth- 
ing by  means  of  a hand  “Flit”  gun  fitted  with 
a rubber  nozzle,  or  powder  dusters  utilizing  com- 
pressed air. 

During  December  1943  and  January  1944,  a rela- 
tively large  outbreak  of  louse-bome  typhus,  epide- 
mic typhus,  occurred  in  Naples  and  spread  rapidly, 
constituting  a serious  potential  threat  to  our 
troops.  DDT  was  applied  at  mass  dusting  stations 
set  up  all  over  Naples,  over  50,000  persons  were 
deloused,  and  by  May  31,  1944  no  case  of  typhus 
had  been  reported  in  an  American  soldier  in  Italy. 

Liquid  Neocid,  a product  name  for  DDT,  has 
been  found  extremely  effective  against  bedbugs, 
and  the  powdered  form  has  controlled  successfully 
ants,  cockroaches,  chiggers  and  flies.  DDT  com- 
positions have  been  found  successful  against  the 
Japanese  Beetle,  thrips,  tomato  fruit  worm,  plant 
lice,  the  three  important  cabbage  worms,  the 
Oriental  fruit  moth,  and  the  white  apple  leafhop- 
per.  Some  of  the  most  spectacular  results  thus  far 
obtained  are  control  of  the  corn  earworm,  and  good 
results  have  been  obtained  against  the  European 
corn  borer.  Pests  not  falling  prey  to  this  new  insec- 
ticide are  the  Mexican  bean  bettle,  the  red  spider, 
and  the  cotton  boll  weevil. 

The  history  of  the  re-discovery  of  this  insecti- 
cide, first  synthesized  in  1874  by  a young  German 
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chemist  in  Strasbourg,  is  an  interesting  one.  DDT 
compositions  used  by  the  Army  are  required  by 
the  military  and  naval  forces  in  such  tremendous 
quantities  that  for  the  time  being  none  is  available 
for  civilian  use. 

War  Medicine:  Vol.  5,  No.  5,  May  1944 

In  the  nine  articles  in  this  last  issue  of  War  Medi- 
cine the  reader  will  find  a variety  of  material. 
Captain  J.  H.  Ahronheim  MC— AUS,  makes  a con- 
tribution from  Station  Hospital,  Selfridge  Field, 
Michigan,  entitled  “Emotional  Albuminuria”,  in 
which  he  shows  the  prevalence  of  this  phenomenon 
in  persons  who  faint  following  the  withdrawal  of 
blood  for  a syphilis  test.  The  author  suggests  the 
possibility  of  this  emotional  albuminuria  as  a test 
for  emotional  instability.  Captain  William  Rotters- 
man,  MC— USA,  in  “The  Guardhouse  Inmate” 
presents  a discussion  of  the  so-called  “psychopathic 
personality.”  He  reminds  of  the  growing  trend  to 
discard  this  term  and  in  its  stead  to  substitute 
“neurotic  character,”  and  makes  several  recommen- 
dations to  eliminate  the  psychopath  already  in 
the  military  service. 

“The  Hyperventilation  Syndrome  in  Flying 
Personnel”  by  Captains  Rushner  and  Dodd,  MC— 
AUS,  includes  several  case  reports.  A group  of 
physicians  in  the  Departments  of  Psychiatry  and 
Internal  Medicine,  Cincinnati  General  Hospital  and 
the  College  of  Medicine,  University  of  Cincinnati, 
discuss  “A  Migraine-Like  Syndrome  Complicating 
Decompression  Sickness.”  This  report  is  based  on  a 
total  of  1,361  exposures  to  simulated  altitudes  of 
30,000  to  38,000  feet  and  made  by  155  subjects.  A 
close  similarity  of  the  reaction  of  these  subjects  to 
clinical  migraine  led  to  the  investigation  and  discov- 
ery of  a highly  significant  incidence  of  migraine 
headaches  among  them. 

From  the  National  Research  Council  of  Canada 
comes  an  article  on  the  Canadian  Army  night  vision 
training  and  testing  unit.  There  are  short  articles 
on  “Strain  of  Right  Rectus  Muscle  Simulating  Acute 
Appendicitis”  by  a group  of  U.  S.  Navy  medical 
officers;  “Aedes  Scutellaris  Hebridens  Edwards  a 
probable  vector  of  dengue  in  the  New  Hebrides” 
by  Lieutenant  (j.g.)  Richard  H.  Doggy,  H-V(S)  — 
USNR;  “Complications  of  Scabies”  by  Leon  Gold- 
man, m.d.,  Cincinnati;  and  “Sanitary  Control  and 
Operation  of  Swimming  Pools”  by  Captain  Maxim 
Lieber,  Sanitary  Corps— AUS. 

In  Abstracts  from  Current  Literature  are  two 


from  the  Army-Navy  Number  (Dec.  1943),  Con- 
necticut State  Medical  Journal.  Many  of  the  32 
pages  of  abstracts  are  from  British  journals.  One 
page  of  correspondence  and  two  book  reviews 
complete  the  issue. 

Aviation  Medical  Examiners  Graduated 

On  May  17  four  Connecticut  physicians  com- 
pleted the  course  on  aviation  medicine  and  were 
graduated  as  aviation  medical  examiners  at  the 
school  in  Texas.  They  are  as  follows: 

Jack  J.  Albom,  Major,  New  Haven. 

David  F.  Conway,  Jr.,  Major,  New  Haven. 

John  P.  Merrill,  1st  Lieut.,  Hartford. 

Maxwell  Pasternak,  1st  Lieut.,  New  Haven. 

Promotions  — Changes  of  Stations 

Lieut.  J.  F.  Jenovese,  MC— USNR,  Hartford,  is 
now  stationed  at  U.  S.  Naval  Training  Center,  San 
Diego  33,  California. 

Lieut.  Col.  Richard  W.  Pullen,  MC-AUS,  New 
Britain,  is  now  reported  in  England.  Address 
0-475544,  187th  General  Hospital,  APO  505,  c/o 
Postmaster,  New  York,  N.  Y. 

Lieut.  Rinaldo  J.  Cavlieri,  MC— AUS,  New  Brit- 
ain, has  been  promoted  to  captain  and  is  stationed  at 
Camp  Cook,  California. 

John  E.  Harty,  Lt.  (j.g.)  MC— USNR,  Water- 
bury,  has  been  assigned  to  duty  at  the  Afarine 
Barracks,  Parris  Island,  South  Carolina,  having  been 
detached  from  Camp  Peary,  Williamsburg,  Virginia, 
during  March. 

Chinese  Blood  Bank 

Eight  staff  members  of  the  Chinese  Blood  Bank, 
now  en  route  to  China,  received  commissions  in  the 
Chinese  Army  at  a formal  ceremony  held  shortly 
before  their  departure.  Dr.  Tsune-chi  Yu,  the 
Chinese  Consul  General,  officiated  at  the  ceremony. 

The  Chinese  Blood  Bank,  established  by  the 
American  Bureau  for  Medical  Aid  to  China,  will 
be  set  up  on  the  Yunnan  Front  at  the  request  of 
Lieut.  General  Joseph  W.  Stilwell  and  Surgeon  Gen- 
eral Loo  Chih-teh,  and  will  be  that  country’s  only 
blood  bank.  The  technical  staff  received  two  years 
of  intensive  training  in  the  preparation  and  clinical 
use  of  plasma  under  the  supervision  of  Dr.  John 
Scudder,  Chairman  of  the  American  Bureau’s  Blood 
Bank  Committee.  It  is  hoped  that  this  blood  bank 
will  serve  as  a model  and  training  school  for  similar 
banks  on  other  fronts  in  China. 
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During  a three  day  trip  to  the  Nation’s  capital, 
the  Blood  Bank  staff  spent  a day  inspecting  the  Blood 
and  Plasma  Department  of  the  National  Naval 
Medical  Center.  They  visited  the  Plasma  Drying 
Laboratory  of  the  Naval  Hospital,  at  Bethesda,  Md., 
checking  plasma  preparing  methods,  and  receiving 
special  instruction  in  the  care  of  the  rubber  tubing 
used  in  blood  taking.  Due  to  the  rubber  shortage  in 
China,  this  information  is  expected  to  be  of  great 
aid  to  the  Chinese  Blood  Bank  in  their  operations  in 
China. 

Because  of  the  Blood  Bank’s  new  official  connec- 
tion with  the  Chinese  Army,  U.  S.  Naval  medical 
authorities  revealed  to  the  Blood  Bank’s  members 
several  important  new  developments  in  military 
medicine  which  are  as  yet  military  secrets. 

Under  the  supervision  of  the  American  Bureau 
for  Medical  Aid  to  China,  the  Blood  Bank  operated 
for  six  months  in  New  York  City.  During  this 
period,  1,157  persons  gave  blood  donations  which 
have  been  made  into  dried  plasma  and  are  being 
taken  to  China.  Forty  pounds  of  blood  bank  equip- 
ment is  accompanying  the  staff,  including  the  Seitz 
filter,  which  makes  it  possible  to  accept  the  blood  of 
donors  with  a history  of  malaria,  endemic  in  China. 

Red  Blood  Cells  Reinjected  After 
Transfusions 

Research  in  the  reinjection  of  red  blood  cells  in- 
to the  veins  of  blood  donors,  which  was  instituted 
primarily  to  aid  the  work  in  China  of  the  Chinese 
Blood  Bank,  has  been  responsible  for  a clinical 
development  that  is  expected  to  revolutionize  all 
blood  bank  programs.  Dr.  Co  Tui,  first  vice-presi- 
dent of  the  American  Bureau  for  Medical  Aid  to 
China,  which  set  up  the  Chinese  Blood  Bank, 
originated  this  research,  which  has  been  carried  on 
with  two  collaborators. 

The  research  demonstrated  in  a series  of  pre- 
liminary experiments  that  by  reinjecting  red  blood 
cells  from  donated  blood  into  the  veins  of  donors, 
the  intervals  between  donations  of  red  blood  for 
plasma  may  be  drastically  cut.  At  the  present  time, 
due  to  the  loss  of  vitamin  content  from  the  blood 
following  a blood  donation,  the  donor  is  unable  to 
make  an  additional  blood  donation  until  after  eight 
weeks. 

In  the  making  of  blood  plasma,  the  red  cor- 
puscles—which  contain  the  vitamins— are  separated 
from  the  whole  blood,  and  are  not  used.  By  the 


research  carried  out  by  Dr.  Co  Tui,  the  wasted 
content  of  the  blood  is  thus  put  back  into  the  body. 

Immediate  application  of  this  research  will  be 
made  in  China  by  the  Chinese  Blood  Bank,  now  en 
route  to  that  country,  where  the  widespread  mal- 
nutrition of  potential  donors  was  looked  on  as  one 
of  the  gravest  obstacles  the  Blood  Bank  had  to 
overcome.  It  is  believed  that  the  Chinese  Blood 
Bank  will  be  pioneers  in  the  reinjection  of  red 
blood  cells  into  the  veins  of  donors. 

The  experiments  were  conducted  at  the  New 
York  University  College  of  Medicine  and  at  the 
United  States  Public  Health  Service  laboratories  at 
Sheepshead  Bay.  Three  or  four  donations  of  blood 
were  taken  from  one  group  of  three  donors  on 
alternate  days.  Another  group  gave  blood  every 
week  for  nine  to  twelve  weeks. 

After  each  donation,  the  donor’s  red  blood  cells 
were  suspended  in  a solution  of  dextrose  and  rein- 
jected into  their  veins.  None  suffered  serious  effects 
from  the  heavy  drain  of  blood,  although  eight  weeks 
is  now  considered  the  safe  interval  between  dona- 
tions when  the  red  blood  cells  are  not  reinjected. 

The  report  on  the  tests  pointed  out  that  832,000 
donors,  each  giving  blood  every  eight  weeks,  are 
now  required  to  meet  the  annual  goal  of  5,000,000 
plasma  units  needed  for  the  armed  forces.  If  the 
interval  between  donations  could  be  cut  only  to  four 
weeks  by  reinjecting  the  red  blood  cells,  the  avail- 
ability of  donors  would  be  increased  100  per  cent. 

“If  it  is  finally  found  safe  to  obtain  weekly  plasma 
donations,  the  availability  would  be  increased  800 
per  cent,”  the  report  added.  “If  this  should  be  the 
case,  the  entire  military  plasma  program  could  be 
supported  by  a population  numbering  only  120,000.” 
The  experiments  were  conducted  by  Dr.  Co  Tui 
with  Dr.  A.  M.  Wright,  of  New  York  University, 
and  Dr.  F.  C.  Bartter  and  Dr.  R.  B.  Holt,  both  of 
the  Public  Health  Service. 

From  Information  Bulletin,  Embassy  of  USSR 

Protecting  the  Health  of  Children  in 
Wartime 

Professor  G.  Speransky 
Corresponding  Member,  Academy  of  Sciences  of  USSR 
At  the  beginning  of  the  war  serious  difficulties 
confronted  the  institutions  responsible  for  child 
health  protection.  Mobilization  of  fathers  for 
active  service,  mass  employment  of  women  in  in- 
dustry, and  agriculture,  evacuation  of  children  from 
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threatened  areas  and  their  reestablishment  in  new 
homes,  necessitated  a rapid  extension  of  the  nursery 
and  kindergarten  systems.  Hundreds  of  new  institu- 
tions had  to  be  organized  and  equipped,  uninter- 
rupted supplies  guaranteed  for  the  children’s  main- 
tenance and  arrangements  made  for  women  to 
nurse  their  infants  at  their  places  of  work.  In  addi- 
tion, new  staffs  had  to  be  trained  for  kindergartens 
and  nurseries.  It  was  imperative  that  all  this  be  done 
on  an  extensive  scale  at  wartime  speed. 

Intensive  work  was  demanded  of  the  Health  De- 
partments in  Moscow  and  throughout  our  vast 
country.  The  Government  passed  a number  of 
important  resolutions  for  the  improvement  of  medi- 
cal and  other  services  for  children,  and  created  the 
conditions  for  putting  them  into  effect.  Arrange- 
ments were  made  for  the  supply  of  milk  and  other 
dairy  products  for  the  children;  basic  diets  were 
established  for  all  dining  rooms,  and  the  problem  of 
equipment  and  proper  heating  for  kindergartens  and 
nurseries  was  solved.  By  Government  decision  a 
special  children’s  doctor  was  appointed  in  towns, 
workers’  settlements  and  districts,  who  was  charged 
with  the  great  responsibility  of  taking  all  measures 
to  safeguard  the  health  of  children  during  the  war. 

Tremendous  efforts  were  made  by  the  Depart- 
ment of  Health  to  insure  reliable  protection  from 
air  raids  for  children  remaining  within  the  enemy’s 
sphere  of  operations.  The  rapid  construction  of  shel- 
ters for  hospitals  saved  many  lives.  Terrible  as  con- 
ditions were  in  Leningrad,  all  children’s  institutions 
except  those  evacuated  continued  functioning. 

In  the  districts  in  the  interior  to  which  children 
were  evacuated  from  the  war  zones,  the  best  build- 
ings were  converted  into  boarding  schools,  nurseries 
and  kindergartens.  These  institutions  were  staffed  by 
local  residents,  first  trained  by  the  more  experienced 
personnel  who  had  accompanied  the  children.  Dur- 
ing the  first  two  and  one  half  years  of  war,  96,500 
new  cots  were  installed  in  the  nurseries,  and  chil- 
dren’s dining  rooms  were  opened  in  every  town 
and  thickly  populated  locality. 

Well  known  specialists  in  children’s  diseases  and 


hygiene  conducted  lecture  courses  for  doctors  and 
nurses  anxious  to  raise  the  quality  of  their  work, 
and  also  aided  organizations  of  the  Department  of 
Health  to  improve  the  work  of  children’s  medical 
institutions.  The  persistent  struggle  against  infec- 
tious diseases  of  children  brought  excellent  results. 
The  number  of  cases  of  measles  and  scarlatina  was 
markedly  reduced  even  by  comparison  with  prewar 
years. 

An  inevitable  consequence  of  war  is  a low  birth 
rate  and  a high  infant  mortality,  and  this  war  is  no 
exception.  During  the  latter  half  of  1941  and  the 
first  half  of  1942,  infant  mortality  rose  somewhat, 
but  in  the  third  and  particularly  in  the  last  quarter 
of  1942  it  fell  again,  by  comparison  with  the  same 
months  of  the  previous  year. 

The  problem  of  the  maintenance  and  upbringing 
of  children  who  have  lost  one  or  both  parents  in  the 
war  has  had  special  attention  from  the  Government. 
Homes  for  the  very  young  orphans  have  been  estab- 
lished throughout  the  country,  and  there  are  also 
the  Suvorov  Military  Schools.  All  of  these  institu- 
tions are  run  on  model  lines,  with  the  children  in  the 
care  of  carefully  chosen  and  experienced  staffs. 

In  districts  liberated  from  the  German  occupation, 
many  difficulties  confront  the  organizers  of  chil- 
dren’s health  services.  Personnel  who  formerly 
worked  in  these  places  are  being  recalled  and  equip- 
ment and  medicine  supplied.  Epidemics  and  infec- 
tious diseases  resulting  from  fascist  occupation  are 
being  rapidly  wiped  out.  Branches  of  the  Medical 
Service  working  far  in  the  rear  organize  polyclinics, 
nurseries  and  hospitals  which  can  be  immediately 
set  up  in  newly  liberated  areas.  They  also  share  with 
these  areas  their  own  equipment,  instruments  and 
manuals— and  what  is  most  essential,  send  them 
qualified  people  for  the  new  institutions. 

That  much  of  our  work  needs  further  improve- 
ment we  freely  admit.  But  even  a hasty  glance  at  the 
results  accomplished  in  the  safeguarding  of  children 
under  wartime  conditions,  and  the  scale  of  our  work 
and  plans,  permit  us  to  look  forward  to  success  in 
the  future. 


YOU  CAN’T  GO  WRONG  Treatment  of  such  common  skin 

lesions  as  verrucae,  angiomas,  clavi,  keratoses,  etc.,  is  made  simple  and  sure  with 
the  Specialties  Dry  Ice  Apparatus.  The  CO:  snow,  confined  within  tip  of 
Specialties  Applicator,  is  pressed  against  the  lesion.  It  is  as  simple  as  that! 
Available  at  The  Professional  Equipment  Company,  36  Howe  Street,  New 
Haven,  Connecticut. 


(See  PAGE  2) 
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THE  G.  I.  BILL  OL  RIGHTS 

Grace  Mooney,  ph.d.,  New  Haven 


The  Author.  Executive  Assistant,  The  Connecticut 
State  Medical  Society 


The  servicemen’s  Readjustment  Act  of  1944, 
enacted  by  the  second  session  of  the  seventy- 
eighth  Congress,  provides  among  other  benefits,  an 
educational  and  training  program  for  veterans. 

Title  II,  Chapter  IV,  captioned  “Education  of 
Veterans”,  specifies  that:  “Any  person  who  served 
in  the  active  military  or  naval  forces  on  or  after 
September  16,  1940,  and  prior  to  the  termination 
of  hostilities  in  the  present  war,  shall  be  entitled 
to  vocational  rehabilitation  subject  to  the  provisions 
and  limitations  of  Veteran’s  Regulation  Numbered 
1 (a),  as  amended,  part  VII,  or  to  education  and 
training  subject  to  the  provisions  and  limitations  of 
part  VIII. 

The  broad  provisions  of  part  VIII  extend  the 
opportunity  for  additional  education,  refresher  or 
retraining  courses  to  a large  proportion  of  veterans 
and  should  be  of  particular  interest  to  physicians 
in  the  services.  Preliminary  findings  of  studies  now 
being  conducted  to  determine  the  postwar  plans  of 
these  physicians  indicate  that  a substantial  majority 
feel  the  need  of  additional  or  refresher  training  of 
varying  duration.  In  view  of  these  reports,  it  is  de- 
sirable that  the  medical  profession  as  a whole  be 
acquainted  with  the  conditions  under  which  such 
training  is  made  available. 

The  requirements  for  admission  are  liberal,  inas- 
much as  they  make  eligibility  essentially  contingent 
upon  a record  of  active  service  of  at  least  ninety 
days  since  September  16,  1940,  with  honorable  dis- 
charge. The  ninety  days  service  period  must, 
however,  be  exclusive  of  any  time  spent  in  educa- 
tion or  training  under  the  Army  Specialized  Train- 
ing Program  or  the  Navy  V-12  program  or  as  a 


cadet  or  midshipman  at  one  of  the  service  academies. 
Persons  discharged  from  active  service  because  of 
service-incurred  injuries  or  disabilities  are  eligible 
for  these  benefits  regardless  of  the  length  of  the 
service  record. 

Continuation  of  this  program  indefinitely  is 
clearly  impracticable  and  section  1 of  part  VIII 
therefore  stipulates  that  any  course  of  study  must 
be  initiated  not  more  than  two  years  after  dis- 
charge from  service  or  the  termination  of  the  war, 
whichever  is  later,  and  shall  not  be  afforded  beyond 
seven  years  after  the  termination  of  the  war. 

Section  2 of  part  VIII,  dealing  with  the  duration 
of  education  or  training,  makes  such  education  or 
training  available  to  any  eligible  person  for  a period 
of  one  year  (or  the  equivalent  in  part-time  study) 
or  for  a shorter  time  as  required  for  the  course 
selected.  Completion  of  the  course  of  education  or 
training  satisfactorily,  as  measured  by  the  regularly 
prescribed  standards  of  the  institution,  entitles  the 
person  to  an  additional  period  or  periods,  not  to 
exceed  the  time  over  ninety  days  spent  in  active 
service  after  September  16,  1940,  and  in  no  event 
may  the  total  period  exceed  four  years.  In  this  sec- 
tion, also,  the  length  of  service  used  as  a base  is 
defined  as  exclusive  of  time  devoted  to  training 
under  the  Army  Specialized  Training  or  Navy  V-12 
programs  or  as  students  at  the  service  academies. 

It  is  encouraging  to  note  that  the  Act  permits 
the  eligible  person  to  choose  freely  his  courses  of 
instruction  or  training  and  to  pursue  them  at  any 
approved  educational  or  training  institution  which 
will  accept  him  in  the  field  or  branch  of  knowledge 
selected.  The  student  or  trainee  is  not  limited  in  his 
designation  of  the  institution  he  prefers  to  attend 
by  his  place  of  residence.  Moreover,  the  course  of 
instruction  may  be  changed  by  the  student  if  the 
reasons  offered  are  satisfactory  to  the  Administrator 
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or  may  be  discontinued  if  the  conduct  or  progress 
of  the  student  does  not  meet  the  standards  and  prac- 
tices of  the  institution. 

Explicit  provisions  for  the  assumption  of  expenses 
incidental  to  education  and  training  for  servicemen 
are  contained  in  section  4 of  part  VIII.  According 
to  these  provisions,  the  institution  or  agency  will 
be  paid  by  the  Administrator,  for  each  eligible  per- 
son enrolled  in  full  or  part-time  courses,  the  cus- 
tomary cost  of  tuition  and  such  laboratory,  library, 
health,  infirmary  and  similar  fees  as  are  customarily 
charged.  In  addition,  the  Administrator  may  pay 
for  books,  supplies,  equipment  and  other  necessary 
expenses,  exclusive  of  board,  lodging,  and  living 
expenses,  as  are  generally  required  by  other  students 
in  the  institution  for  the  completion  of  the  course. 
These  payments  are  limited,  for  any  one  person, 
to  $500  for  an  ordinary  school  year  and  may  not  be 
made  to  institutions,  business  or  other  establish- 
ments which  furnish  apprentice  training  on  the 
job. 

These  provisions  alone  would  not,  it  must  be 
recognized,  adequately  finance  the  education  or 
training  of  many  eligible  veterans.  It  is,  therefore, 
further  specified  that  persons  pursuing  a course  of 
instruction  may  receive  a subsistence  allowance  of 
$50  monthly  if  without  dependents,  or  $75  monthly 
if  he  has  a dependent  or  dependents.  The  Adminis- 
trator may  allow  smaller  amounts,  if  indicated,  to 
persons  taking  part-time  courses  and  receiving  com- 
pensation for  apprentice  or  other  training  on  the 
job.  Any  veteran  has  the  option,  however,  of 
undertaking  full  or  part-time  courses  without  sub- 
sistence allowance. 

In  view  of  the  scope  of  this  law,  certain  questions 
concerning  its  implications  are  to  be  expected.  Does 
the  Act  portend  government  dominated  institutions— 
a kind  of  totalitarian  educational  regime?  Will  serv- 
icemen who  enroll  in  these  institutions  be  subject 
to  some  type  of  continuing  military  discipline  or 
control?  It  would  appear  from  paragraph  8 that 
such  doubts  are  chimerical.  This  section  states  that: 
“No  department,  agency,  or  officer  of  the  United 
States,  in  carrying  out  the  provisions  of  this  part 
. . . (VIII),  shall  exercise  any  supervision  or  con- 
trol, whatsoever,  over  any  State  educational  agency, 
or  State  apprenticeship  agency,  or  any  educational 
or  training  institution;  Provided:  That  nothing  in 
this  section  shall  be  deemed  to  prevent  any  depart- 
ment, agency  or  officer  of  the  United  States  from 
exercising  any  supervision  or  control  which  such 


department,  agency  or  officer  is  authorized,  by 
existing  provisions  of  law,  to  exercise  over  any 
Federal  educational  or  training  institution,  or  to 
prevent  the  furnishing  of  education  or  training 
under  this  part  in  any  institution  over  which  super- 
vision or  control  is  exercised  by  such  other  depart- 
ment, agency  or  officer  under  authority  of  existing 
provisions  of  law.”  If  these  statements  are  accepted 
at  face  value,  it  is  to  be  assumed  that  the  eligible 
serviceman  is  offered  a reasonably  unrestricted 
opportunity  for  furthering  his  professional  educa- 
tion or  job  training. 

The  administration  of  this  title  is  assigned  to  the 
Administrator  of  Veteran’s  Affairs,  who  is  charged 
with  the  responsibility  of  using,  as  far  as  is  prac- 
ticable, existing  facilities  and  services  of  Federal  and 
State  departments  and  agencies.  In  addition,  it  is  the  I 
duty  of  the  administrator  to  inform  the  public 
regarding  the  need  for  general  education  and  for 
trained  personnel  in  various  crafts,  trades  and 
professions. 

Physicians  who  are  now  serving,  or  who  have 
served  the  nation  in  the  armed  forces  may  have 
gained  through  their  experience  in  professional  skill 
and  knowledge,  or  may  have  lost.  Few,  it  seems  j 
safe  to  say,  have  been  unaffected.  Many  of  those  j 
men  who  have  not  profited  professionally  bv  mili- 
tary service  will  be  eager  to  regain  lost  ground 
through  post-graduate  study  or  hospital  work. 
Even  those  whose  entries  on  the  credit  side  of  the 
ledger  minimize  the  debits  may  not  be  content  to 
return  to  the  old  order.  The  Servicemen’s  Read- 
justment Act,  if  it  can  be  accepted  in  good  faith, 
will  enable  the  majority  of  medical  officers  to 
realize  their  ambitions  to  prepare  adequately  for 
the  resumption  of  their  civilian  careers,  whether 
this  preparation  involves  a three-months  refresher 
course  or  a year  or  more  intensive  study. 

The  law  in  its  essence  is  sound.  Its  administra- 
tion, as  is  ever  the  case,  will  be  the  determining 
factor. 


Expansion  at  Newington  Urged 

Congressman  William  J.  Miller  again  urged  in  the 
House  that  hospitalization  facilities  for  veterans  at 
Newington  be  expanded  from  the  present  270  to 
500  beds  and  predicted  that  on  the  basis  of  number 
of  persons  in  military  service  and  liberalization  of 
hospitalization  laws,  Connecticut  will' need  1200 
hospital  beds  for  veterans  after  the  present  war. 
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WOMAN’S  AUXILIARY 

OF  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

President,  Mrs.  H.  Bertram  Lambert,  Bridgeport  Secretary,  A4rs.  Charles  W.  Goff,  West  Hartford 

Vice  President,  Mrs.  Creighton  Barker,  New  Haven  Treasurer,  Mrs.  Julian  G.  Ely,  Lyme 

EXECUTIVE  BOARD  MEETING 
JUNE  24,  1944,  NEW  HAVEN 


The  executive  board  meeting  was  called  to  order 
by  Mrs.  H.  Bertram  Lambert,  President,  at 
2:30  p.  m.  Present  at  the  meeting  were:  Mrs.  H. 
Bertram  Lambert,  Mrs.  Creighton  Barker,  Mrs. 
Charles  W.  Goff,  Mrs.  Julian  G.  Ely;  members  of 
the  Board: 

Fairfield  County— Mrs.  P.  H.  Brown. 

Hartford  County— Mrs.  F.  S.  Jones,  Mrs.  P.  S. 
Phelps. 

Litchfield  County— Mrs.  F.  W.  Wersebe. 
Middlesex  County— Mrs.  G.  M.  Craig. 

New  Haven  County— Mrs.  Wm.  Hill,  Mrs.  Bar- 
nett Freedman. 

Windham  County— Mrs.  R.  L.  Gilman. 

Tolland  County— Mrs.  R.  L.  Gilman. 

Also  Dr.  Grace  Mooney,  executive  assistant  to 
Dr.  Barker;  Dr.  J.  H.  Howard,  president-elect  of 
State  Medical  Society,  and  Dr.  Ralph  L.  Gilman, 
chairman  of  the  Advisory  Committee. 

Mrs.  Lambert  reported  to  the  Board,  that  the 
Auxiliary  has  $250.00  in  the  Treasury,  following 
this  the  question  of  annual  dues  was  discussed.  A 
motion  was  made,  seconded  and  carried,  that  the 
annual  dues  for  the  present  shall  be  one  dollar  per 
year.  The  fiscal  year  shall  extend  to  and  be  ter- 
minated upon  the  date  of  January  1,  all  dues  shall 
be  paid  not  later  than  that  date.  Further  a motion 
was  made,  seconded  and  carried,  to  waive  dues  of 
the  wives  of  physicians  in  the  Armed  Forces. 

Thereupon  Mrs.  Lambert  read  the  circular  letter 
to  be  mailed  in  July  to  all  wives  of  Connecticut 
physicians.  This  letter  explains  the  aims  and  prog- 
ress of  the  Auxiliary  and  tenders  an  invitation  to 
the  meeting  in  September.  By  agreement  of  the 
Board  it  was  decided  that  this  letter  should  be 
mailed  to  physician’s  wives  at  their  home  addresses. 

The  date  of  the  next  general  meeting  was  then 
discussed.  It  was  decided  that  the  meeting  should 
take  place  Thursday,  September  28,  at  3 p.  m.,  at 


New  Haven  Medical  Association  Building.  Prior 
to  the  general  meeting  the  Executive  Board  will 
meet  to  attend  to  the  necessary  preliminary  business. 

A sample  of  Constitution  and  By-Laws,  provided 
by  the  National  Woman’s  Auxiliary,  was  read  by 
the  Secretary  and  some  addition  and  modifications 
were  made.  However,  it  was  held  expedient  to  have 
a Committee  to  study  the  Constitution  and  By- 
Laws.  For  this  purpose  Mrs.  Lambert  initiated  a 
Committee  and  appointed  Mrs.  Ralph  L.  Gilman, 
chairman,  with  instructions  to  select  four  persons 
to  serve  as  members.  Committee  of  Constitution: 
Mrs.  R.  L.  Gilman,  Airs.  G.  M.  Craig,  Mrs.  Frank 
S.  Jones,  Mrs.  John  F.  Kilgus,  and  Mrs.  Paul  S. 
Phelps. 

Mrs.  Lambert  asked  Dr.  Mooney  to  send  to  each 
member  of  the  Executive  Board  a mimeographed 
copy  of  the  sample  Constitution  and  By-Laws,  in 
order  to  enable  them  to  study  it  and  to  render  sug- 
gestions to  the  Committee  of  Constitution. 

The  Board  then  turned  to  organizational  prob- 
lems, and  decided  to  adopt  the  plan  of  organization 
as  set  out  in  the  sample  Constitution.  For  this  pur- 
pose Mrs.  Lambert  initiated  a Committee  of  organi- 
zation and  appointed  Mrs.  Creighton  Barker, 
chairman,  instructing  her  to  select  members  of  her 
Committee  from  each  county,  according  to  dis- 
tribution of  population.  It  was  further  suggested 
that  Airs.  Barker  lay  stress  on  Tolland  County, 
since  the  Auxiliary  has  no  representatives  from 
there. 

The  last  item  of  business  before  the  Board  was  a 
suggestion  by  Mrs.  Ely  to  the  effect  that  a copy  of 
the  minutes  of  Board  meetings  be  forwarded  to  all 
members,  to  enable  each  member  to  follow  the 
progress  of  the  Board’s  activities.  Mrs.  Lambert 
approved  this  suggestion. 

The  president  adjourned  the  meeting  at  4:30  p.  m. 

Mrs.  Charles  W.  Goff,  Secretary 
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Hospital  Construction 

Proposed  non  federal  hospital  building  that  will 
require  an  expenditure  of  $1,193,133,985  and  will 
provide  180,626  new  hospital  beds  may  be  antici- 
pated on  the  basis  of  reports  from  1,683  hospitals 
tabulated  in  a survey  being  conducted  by  John  N. 
Hatfield,  chairman  of  the  committee  on  governmen- 
tal aid  for  postwar  construction  of  the  council  on 
governmental  relations  of  the  American  Hospital 
Association.  Mr.  Hatfield,  administrator  of  the 
Pennsylvania  Hospital,  Philadelphia,  headed  the 
committee  investigating  postwar  hospital  conditions 
in  this  country. 

“In  arriving  at  this  conclusion,”  Mr.  Hatfield  said, 
“it  is  assumed  that  the  non  reporting  hospitals  re^ 
quire  expansion  in  the  same  ratio  per  existing  beds  as 
those  cooperating  in  the  survey.” 

Hospitals  numbering  897  or  53.3  per  cent  of  those 
reporting  indicated  some  building  plans,  the  com- 
mittee reported.  These  institutions  house  246,243 
beds  or  70.5  per  cent  of  the  facilities  in  the  reporting 
hospitals.  Reports  were  received  from  a broad  cross 
section  of  the  hospital  field,  including  a 10  bed 
hospital  planning  to  spend  $30,000  and  a 1,500  bed 
hospital  planning  to  spend  two  million  dollars  for 
plant  expansion. 

Ninety-five  of  the  reporting  hospitals  already 
have  projects  under  way,  70  have  definite  plans  for 
1944,  and  582  are  leaving  their  plans  for  the  postwar 
period. 

A total  of  74  hospitals  reporting  have  cash  on  hand 
for  financing  of  their  postwar  plans;  330  will  need 
government  funds,  and  the  others  will  raise  money 
from  private  financing,  public  campaigns  or  sub- 
scriptions, hospital  income,  miscellaneous  or  un- 
determined sources. 

Connecticut  Young  People  Active 

According  to  the  Bulletin  of  The  National  Tuber- 
culosis Association , students  representing  five  senior 
high  schools  in  and  around  Hartford  have  organized 
a Junior  Board  of  Directors  of  the  Hartford  Tuber- 
culosis and  Public  Health  Society.  These  young 
people  have  been  meeting  since  1939  and  have 
worked  in  promoting  good  health  in  their  respective 
communities  by  helping  with  the  annual  tuberculin 


testing  in  high  schools,  distributing  coin  boxes  to 
aid  the  Christmas  Seal  fund  and  showing  health 
movies  in  schools. 

Ohio  Gets  a Raise 

The  Ohio  Department  of  Health  has  received 
approval  from  the  U.  S.  Children’s  Bureau  of  certain 
amendments  to  the  Ohio  Plan  for  the  administration 
of  the  Emergency  Maternity  and  Infant  Care  pro- 
gram for  wives  and  infants  of  service  men.  Payment 
for  complete  medical  care  has  been  increased  from 
$40  to  $50.  A maximum  amount  of  $15  is  now  pro- 
vided for  prenatal  care,  a maximum  of  $30  for 
delivery  and  a maximum  of  $5  for  the  post  partum 
visit  six  weeks  after  delivery.  Payment  for  medical 
care  of  sick  infants  has  been  increased  from  $10  to 
$ 1 2 for  the  first  week  of  care.  Special  arrangements 
have  been  made  for  consultations. 

Ohio  has  gained  these  increases  only  by  most 
vociferous  objections  to  the  previous  schedule. 
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Connecticut  Lowest  Infant  Mortality 

The  U.  S.  Children’s  Bureau  in  its  official  publi- 
cation The  Child  (June  1944)  has  released  the  infant 
and  maternal  mortality  figures  throughout  the 
nation  for  1942.  Physicians  in  Connecticut  may  well 
be  proud  of  the  record.  While  the  national  infant 
mortality  rate  dropped  from  45.3  per  live  births  in 
1941  to  40.4  in  1942,  the  Connecticut  rate  at  29.2 
remained  the  lowest  in  the  nation,  a drop  of  1 .4  from 
the  previous  year.  Minnesota  was  the  only  other 
state  to  have  a rate  under  30. 

The  national  maternal  mortality  also  showed  an 
improvement  from  31.7  per  10,000  live  births  in  1 
1941  to  25.9  in  1942.  Nevada  had  the  lowest  rate 
(7.2)  with  New  Hampshire  next  (12.0).  Connecti- 
cut showed  an  improvement  from  a rate  of  20.3  in 
1941  to  18.0  in  1942.  No  other  State  in  the  Union 
showed  as  large  a percentage  of  hospital  deliveries 
(95.9)  as  did  Connecticut  in  1942.  Only  3.9%  ; 
mothers  were  delivered  in  the  home  and  but  0.2%  ( 
were  attended  by  some  non  medical  person.  These 
figures  are  in  striking  contrast  to  Mississippi  with  its 
46.2%  deliveries  attended  by  non  medical  persons, 
32.3%  home  deliveries  and  only  21.5%  hospital 
deliveries. 
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The  Returning  Physician 

The  Committee  on  Medical  Care  of  the  Medical 
Society  of  the  District  of  Columbia  sent  out  a ques- 
tionnaire recently  to  the  members  of  the  Society  in 
an  effort  to  determine  what  measures  might  be 
taken  to  assist  the  physicians  returning  from  service 
with  the  armed  forces.  An  analysis  of  the  returns 


made  by  73  physicians  may  interest  you: 

Willing  to  share  office  space  with  a returning 

physician  25 

Holding  office  space  pending  the  return  of  asso- 
ciates now  in  the  services 1 4 

Willing  to  stagger  hours,  making  it  possible  for 
another  physician  to  use  their  offices 10 


Doctors  unable  to  share  offices  because  of  lack  of 


Willing  to  share  office  space  until  income  of  re- 
turning physician  is  established 3 

Also  some  of  the  comments  may  suggest  ideas: 
“Will  refer  all  calls  after  11:00  p.  m.  to  men  in 
general  practice  returning  from  the  service.” 

“Will  refer  as  much  work  to  them  as  possible  in 
otolaryngology,  pediatrics,  obstetrics.” 

“Encourage  group  practice  where  feasible.” 
“Suspend  Society  dues  for  first  year.” 

“Establish  a sinking  fund  with  $5  monthly  (con- 
tribution) from  members  as  a loan  source  . . . 

repayable  to  contributors  (or  an)  outright  gift  to 
the  fund.” 

“Return  . . . former  patients  . . . (where) 
possible.” 

“Sponsor  hospital  refresher  courses.” 

“I  feel  that  the  U.  S.  Government  should  continue 
its  medical  officers  on  a half  or  other  proportion  of 
pay  until  six  months  after  discharge.” 

“Publish  in  the  Annals  or  (publicize)  by  other 
means  the  names  of  doctors  returning.” 

“Form  a committee  whose  only  function  is  to 
aid  returned  men  from  the  service.” 

“Go  on  record  approving  reinstatement  of  all 
doctors  to  previous  hospital  appointments  without 
loss  of  seniority  . . .”  (This  is  being  done  by 

most  hospitals.) 

“Would  advise  that  the  Society  write  all  physi- 
cians in  the  armed  forces  and  prepare  a roster  of 
those  desiring  assistance  in  getting  re-established.” 
“It  is  my  own  policy  to  mark  conspicuously  the 
records  of  patients  who  come  to  me  whose  . . . 

doctors  are  serving  in  the  armed  forces.  These 
patients  will  be  referred  back  to  their  respective 
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doctors  upon  their  return  to  practice.” 

“Every  physician  should  be  able  to  take  a vacation 
for  at  least  two  months  and  let  a returning  physician 
take  over  his  practice  and  in  that  way  get  a start. 
I personally  would  sign  such  an  agreement.” 

“The  Committee  might  inform  itself  concerning 
current  leases  and  the  date  of  expiration  ...  so 
that  proper  contacts  may  be  made  at  the  earliest 
opportune  moment.  . . . Many  returning  physi- 
cians will,  in  this  way,  be  afforded  office  space  upon 
their  return  to  private  practice.” 

“I  have  a guest  room  available  in  my  home.  I 
would  consider  it  an  honor  to  extend  the  courtesy 
(the  use  of  the  room)  to  a colleague  until  he  could 
make  permanent  arrangements  for  himself  and  his 
family.” 

“Postgraduate  courses  . . . pertaining  to  . . . 
(treatment  of)  patients  under  18  and  the  problems 
of  geriatrics.” 

Circus  Fire  Victims  Identified  by  Dental 
Check 

The  disastrous  circus  fire  in  Hartford  on  July  6 
served  to  demonstrate  beyond  question  the  value 
of  dental  work  as  a means  of  identification.  Dr. 
Walter  Weissenborn,  Medical  Examiner  of  the 
city  of  Hartford,  who  worked  unremittingly  in 
the  effort  to  establish  the  identity  of  the  victims, 
later  said  that  this  was  accomplished  in  thirty  per 
cent  of  the  badly  burned  cases  only  by  dental 
check.  A staff  of  dentists,  under  the  direction  of 
Dr.  Edgar  B.  Butler,  made  complete  dental  checks 
of  the  bodies  and  were  then  able  to  compare  their 
records  with  charts  and  x-rays  provided  by  the 
relatives  of  the  dead.  One  dentist  from  a nearby 
town  identified,  within  a half  hour,  three  bodies, 
two  of  them  burned  beyond  all  possible  recognition. 

Rings,  bracelets,  watches  and -other  metal  articles 
in  many  instances  made  the  recognition  of  victims 
possible,  according  to  Dr.  Weissenborn.  As  a result 
of  his  experience,  he  is  convinced  that  some  type 
of  metal  tag,  chain  or  bracelet  for  purposes  of  iden- 
tification should  be  worn  by  everyone. 

At  one  of  the  hospitalls,  five  x-rays  were  taken 
of  each  body.  These  pictures  will  be  a part  of  the 
record  that  is  being  kept  for  every  unidentified 
body. 

Dr.  Weissenborn  paid  high  tribute  to  the  superb 
work  of  Commissioner  Edward  J.  Hickey,  the 
State  Police,  nurses  and  volunteers  in  the  tragic 
task  of  identification  of  the  bodies. 
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Delaware  Moves  Into  Second  Place 

The  editor  of  the  Delaware  State  Medical  Journal 
has  unearthed  evidence  in  the  Transactions  of  The 
American  Medical  Association  for  1873  to  show  that 
his  own  state  medical  society  was  founded  in  1776, 
thirteen  years  before  it  was  incorporated  by  a special 
Act  of  the  General  Assembly  of  Delaware.  The 
source  of  this  evidence  is  an  article  by  J.  M.  Toner, 
m.d.,  at  that  time  associated  with  the  U.  S.  Bureau 
of  Education.  Toner  lists  the  following  state  medi- 
cal societies  existing  before  the  beginning  of  the 
19th  century: 

New  Jersey— 1766  Founded  and  Incorporated 
Delaware— 1776  Founded;  Incorporated  1789 

Alassachusetts 1781  F ounded 

New  Hampshire— 1 791  Founded 
Connecticut— 1 792  Founded 
Maryland— 1799  Founded. 

Maternal  Nutrition  and  the  Fetus 

The  American  Journal  of  Obstetrics  and  Gyne- 
cology recently  published  a report  resulting  from  an 
extensive  study  of  the  effect  of  maternal  nutrition 
on  fetal  development  and  infant  health  as  well  as  on 
the  complications  of  pregnancy.  The  women 
selected  for  the  investigation  were  patients  in  the 
prenatal  clinics  of  the  Boston-Fying-In  Hospital. 
Nutrition  Reviews  (Nov.  1943),  in  commenting  on 
this  report,  states  that  from  the  results  of  this  study 
it  appears  that  poor  nutrition  during  pregnancy 
affects  the  fetus  more  profoundly  than  it  does  the 
mother.  “This  is  contrary  to  the  usual  obstetric 
teaching,”  the  comment  continues,  “and  should  cer- 
tainly give  both  direction  and  impetus  to  the  pre- 
natal health  program  now  spreading  throughout  the 
nation.”  Criticism  of  the  study  calls  for  additional 
data  on  the  nutritional  status  of  the  women  during 
pregnancy,  such  as  hemoglobin  and  red  blood  cell 
counts,  serum  proteins,  and  plasma  ascorbic  acid. 

Infantile  Paralysis  Foundation  Spent  a 
Million  Dollars  in  Fighting  Poliomyelitis 

More  than  one  million  dollars,  $1,278,836.04  to  be 
exact,  was  appropriated  by  the  National  Foundation 
for  Infantile  Paralysis  last  year  in  fighting  this 
disease.  Virus  research,  after-effects  research,  educa- 
tion, medical  publications,  and  epidemics  and  public 
health  were  the  five  main  categories  under  which  the 
funds  were  allocated,  according  to  the  annual  report 


to  the  Foundation.  General  administrative  expenses 
totaled  $84,970.53. 

1 he  funds  of  the  Foundation  are  contributed  by 
the  public  during  celebrations  of  President  Roose- 
velt’s birthday.  Half  the  money  remains  with  the 
local  chapters,  which  provide  care  for  infantile 
paralysis  patients  in  their  areas,  the  other  half  going 
to  national  headquarters  for  use  in  fighting  the 
disease  on  a nation-wide  basis. 

The  report  reviews  the  support  it  has  given  the 
Kenny  method  of  after-effects  treatment  and  reveals 
that  it  has  spent  more  than  $500,000  in  testing  and 
evaluating  the  method  and  training  doctors,  nurses, 
and  physical  therapy-  technicians  in  its  use. 

Hypersensitivity  and  Rheumatic  Carditis 

Arnold  R.  Rich  and  John  E.  Gregory  in  the 
October  1943  issue  of  the  Bulletin  of  the  Johns  Hop- 
kins Hospital  present  some  interesting  experimental 
observations  which  suggest  that  the  cardiac  lesions 
of  rheumatic  fever  may  be  the  results  of  hypersen- 
sitive reactions  of  the  anaphylactic  type.  Rabbits 
were  subjected  to  experimental  serum  sickness  and 
in  some  cases  developed  cardiac  lesions  that,  in  their 
basic  characteristics,  resemble  closely  those  of 
rheumatic  carditis. 

The  Problem  of  Intervertebral  Disks 

Albert  Oppenheimer,  roentgenologist  at  the 
Laconia  Hospital,  Laconia,  New  Hampshire,  and 
associate  professor  of  roentgenology  at  the  Ameri- 
can University  of  Beirut  from  which  he  is  on  leave 
of  absence,  presents  an  excellent  discussion  of  inter- 
vertebral disks  in  The  New  England  Journal  of 
Medicine  (January  27,  1944).  His  conclusions  are 
based  on  observation  of  826  cases  of  disk  lesions 
during  the  past  eight  years,  of  a control  series  of 
200  persons  without  symptoms,  and  of  another  con- 
trol series  of  100  persons  with  complaint  suggestive 
of  disk  lesions.  He  found  a marked  predominance  of 
symptoms  experienced  in  the  nerve  distribution  in 
the  limbs  rather  than  in  the  spine  itself  and  explains 
this  on  the  ground  that  the  disk,  being  devoid  of 
nerves,  does  not  hurt  when  diseased. 

Dr.  Oppenheimer  states  very  definitely  that  “sur- 
gical removal  of  a ruptured  disk  followed  by  spinal 
fusion  does  not  always  prevent  symptoms  caused  by 
subsequent  disk  thinning  from  developing  after  sev- 
eral years.”  And  finally,  “conservative  treatment 
yields  satisfactory  results  in  about  75  per  cent  of 
the  cases.” 
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N.  Y.  Academy  of  Medicine  Establishes 
New  Bureau  of  Medical  Education 

Anticipating  an  unprecedented  demand  for  post- 
graduate medical  education  upon  the  termination 
of  war,  particularly  from  physicians  returning  to 
civil  life  from  service  in  the  Armed  Forces,  and 
from  civilian  physicians  from  Central  and  South 
America,  as  well  as  from  European  countries  re- 
leased from  Nazi  control,  The  New  York  Academy 
of  Medicine  has  created  a Bureau  of  Medical 
Education. 

The  function  of  this  Bureau  will  be  to  serve  all 
physicians  interested  in  furthering  their  medical 
education,  but  particularly  the  physicians  returning 
from  the  war,  and  the  increasing  numbers  of  foreign 
physicians  who  come  to  New  York  for  post  gradu- 
ate instruction  and  training. 

The  Bureau,  organized  by  and  operated  under 
the  supervision  of  the  Committee  on  Medical  Edu- 
cation of  The  New  York  Academy  of  Medicine, 
will  render  its  services  without  charge. 

The  Bureau  plans  to  publish  announcements  of 
post  graduate  medical  courses,  conducted  by  the 
universities  and  the  hospitals  of  New  York  City. 

Thirty-three  of  the  leading  hospitals  have  been 
invited  to  collaborate  in  this  work.  A group  of 
advisors  representing  the  special  fields  of  medical 
practice  has  been  appointed  to  supervise  the  work 
of  the  Bureau. 

Tantalum  Available  for  Civilian  Use 

Tantalum  plates,  foil,  screws  and  wire  to  repair 
broken  bones,  nerves  and  skulls  will  shortly  be 
available  to  civilian  surgeons  through  a recent  allo- 
cation of  the  War  Production  Board,  according 
to  an  announcement  made  by  Dr.  Gustav  S.  Mathey, 
President  of  the  Johnson  & Johnson  Research  Foun- 
dation, New  Brunswick,  New  Jersey. 

The  Johnson  & Johnson  Research  Foundation  is 
a non-profit  organization,  founded  in  1940  to  endow 
research  in  universities  and  hospitals  and  to  dis- 
seminate summaries  of  findings  to  members  of  the 


medical  profession.  Dr.  A-lathey  states  that  by  an 
agreement  between  the  Ethicon  Suture  Laborator- 
ies, Johnson  & Johnson  subsidiary,  and  the  Fansteel 
Metallurgical  Corporation  of  North  Chicago,  the 
availability  of  tantalum  for  civilian  surgeons  is 
assured  at  an  early  date. 

Tantalum  has  assisted  surgeons  to  return  to  active 
life  many  cases  which  in  the  last  war  would  have 
been  disfigured  and  incapacitated  for  life.  Lost  por- 
tions of  the  skull,  ears,  noses  and  other  parts  of  the 
face  are  being  replaced  with  tantalum.  One  veteran 
has  a tantalum  “belly  wall”.  Nerves  which  control 
motion  in  arms  and  legs  are  stitched  with  tantalum 
thread  and  protected  while  healing  with  tantalum 
cuffs.  Lacial  paralysis  is  relieved  by  small,  saddle 
shaped  pieces  of  tantalum  and  wire  used  to  pull  the 
corners  of  the  mouth  to  a normal  position.  This 
stops  the  unpleasant  drooling  and  facial  distortion 
which  go  with  the  condition.  Cleft  palates  also  are 
being  corrected. 

Now  It  Can  Be  Told 

The  Army  took  124,000  men  from  Connecticut 
including  the  National  Guard,  between  November 
1,  1940  and  January  1,  1944,  according  to  figures 
that  have  been  released  by  the  War  Department. 
During  the  same  period  2,035  women  from  Con- 
necticut entered  the  Army.  Connecticut  ranks 
twentieth  among  the  states  in  the  number  of  men 
furnished  to  the  Army  and  fifteenth  among  the 
states  in  the  number  of  women  in  the  Armed  Forces; 
the  State  is  thirty-first  in  population  among  the 
forty-eight  states  of  the  Union.  Figures  given  do 
not  include  any  men  or  women  in  the  United  States 
Navy  or  Coast  Guard. 

Health 

Since  the  war,  the  average  Norwegian  adult  has 
lost  12  to  22  pounds  and  the  percentage  of  under- 
weight children  is  increasing  dangerously.  The  loss 
of  weight  is  accompanied  by  constant  feeling  of 
hunger,  weariness,  dizziness,  and  cold. 
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THOUSANDS  HAVE  SAID  — “Cleverest  little  device  I’ve 

seen  in  thirty  years  of  practice!”  Thus,  they  refer  to  the  $37.50  “Hyfrecator,” 
for  the  permanent  removal  of  foreign  growths  by  the  proven  electrodesic- 
cation method.  Write  or  phone  for  your  free  twenty-four  page  booklet 
“Symposium  on  Electrodesiccation.”  No  obligation;  but  we  shall  offer  to 
sell  vou  one  of  the  “Hyfrecators”,  of  course.  Professional  Equipment  Com- 
pany, 36  Howe  Street,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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Minneapolis  Public  Library  Stages  a 
Medical  Art  Show 


Minneapolis,  June  21:  The  Minneapolis  Public 
Library  is  staging  a unique  art  show,  June  21 -July 
22,  representing  the  work  of  leading  medical  artists 
the  country  over.  This  is  part  of  a program  for  ex- 
tending the  services  of  the  Public  Library  to  one  of 
the  foremost  medical  centers  in  the  United  States, 
and  dramatizing  the  resources  of  such  departments 
as  the  Art,  Technical,  and  Clipping  Service. 

The  medical  public  is  going  to  be  very  much  more 
conscious  of  the  work  of  these  topnotch  medical 
artists,  who,  for  the  most  part,  have,  up  to  date,  been 
unknown  and  unsung.  Contributing  artists  are  Jean 
Hirsch,  head  of  the  Adedical  Art  Shop,  the  Univer- 
sity of  Minnesota;  Gladys  McHugh,  University  of 
Chicago;  Ralph  Sweet,  The  Medical  Center,  Univer- 
sity of  California;  Russell  Drake  of  the  Mayo  Clinic; 
Daisy  Stilwell,  staff  artist  with  Modern  Medicine; 
Dr.  Harry  Wilmer,  University  of  Minnesota;  Dr. 
Frank  Netter  (twenty-four  paintings  have  been 
loaned  by  the  Ciba  Pharmaceutical  Products  Co.); 
C.  W.  Shepard  of  Rush  Medical  School  (paintings 
loaned  by  the  Searle  Company);  Evelyn  Erickson 
of  Wayne  University  Medical  School,  Detroit, 
Michigan;  and  Elizabeth  Brodel  of  the  New  York 
Hospital. 

A display  of  rare  medical  books  and  prints  forms 
an  important  part  of  the  exhibit.  From  the  library 
of  the  Surgeon-General  in  Washington  has  come 
four  books  showing  the  earliest  examples  of 
anatomical  drawings,  the  date  lines  varying  from 
1551  to  1682;  from  the  library  of  Dr.  Shirley  Miller 
of  the  University  of  Adinnesota,  a copy  of  the  1783 
Vesalius,  and  photostatic  copies  of  early  anatomies. 
A copy  of  the  edition  of  Vesalius,  printed  from  the 
1543  plates  by  the  New  York  Academy  of  Adedi- 
cine,  has  been  loaned  by  Adodern  Medicine. 

American  Review  of  Soviet  Medicine 

In  October  1943  appeared  the  first  issue  of  the 
American  Review  of  Soviet  Medicine , under  the 
editorship  of  Henry  E.  Sigerist.  The  Review  is  to  be 
published  bi-monthly  by  the  American-Soviet  Adedi- 
cal  Society.  The  publication  of  the  Review  is  only 
one  of  the  purposes  of  the  American-Soviet  Medical 
Society  of  which  Walter  B.  Cannon,  formerly  pro- 
fessor of  physiology  at  Harvard  Medical  School,  is 
the  president.  The  society  plans  to  send  books  and 


periodicals  to  the  Soviet  Union  and,  when  condi- 
tions permit,  to  establish  an  exchange  of  students 
and  teachers  between  the  Soviet  Union  and  the 
United  States. 

The  first  issue  of  the  Review  contains  a foreword 
by  Dr.  Cannon  and  greetings  from  the  U.  S.  S.  R. 
by  Vladimir  V.  Lebedenko,  representative  of  the 
Russian  Red  Cross  in  the  United  States.  There  are 
several  scientific  articles  by  leading  Russian  physi- 
cians, a short  biography  of  Nikolai  N.  Burdenko, 
chief  surgeon  of  the  Red  Army,  an  editorial  entitled 
“Twenty-five  Years  of  Health  Work  in  the  Soviet 
Union”  by  Dr.  Sigerist,  and  book  reviews  and 
society  news.  The  Review  has  been  added  to  the  list 
of  exchange  publications  of  the  Connecticut  State 
AIedical  Journal. 

Fingerprinting  Medical  Diplomas 

The  editor  of  Virginia  Medical  Monthly  is  the 
author  of  an  editorial  on  this  subject  in  which  he 
suggests  that  by  this  method  bogus  medical  diplomas 
will  disappear  from  among  us.  He  attributes  the 
suggestion  to  the  dean  of  the  University  of  Colo- 
rado School  of  Adedicine  and  adds  that  state  licen- 
sing boards  and  The  National  Board  of  Adedical 
Examiners  should  adopt  the  same  policy  of  having 
the  licensee  put  his  finger  prints  on  the  back  of  his 
diploma. 

Again  Connecticut  must  take  credit  for  some- 
thing which  has  turned  out  to  be  of  value,  for  the 
finger  print  identification  system  was  said  to  have 
been  introduced  to  this  country  by  our  distinguished 
scholar,  Samuel  L.  Clemens,  better  known  as  Mark 
Twain. 

Smallpox  Vaccination  Affects  Wassermann 

Test 

Previous  vaccination  against  smallpox  may  cause 
a false  positive  reaction  to  the  Wasserman  test  for 
syphilis,  Dr.  J.  Ad.  Lubitz,  of  Chicago,  warned. 

A large  proportion  of  service  men  successfully 
vaccinated  against  smallpox  gave  such  false  positive 
reactions,  he  found.  Since  large  numbers  of  Ameri- 
cans are  vaccinated  against  smallpox  at  least  once  in 
their  lives,  and  since  the  Wassermann  test  is  now 
“accompanying  the  average  citizen  from  the  ‘cradle 
to  the  grave’,”  Dr.  Lubitz  declared  that  many  mis- 
takes in  diagnosis  may  be  made  unless  physicians  and 
health  officers  are  aware  of  the  possibilities. 
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The  Emblems  of  Medicine 

Man  is  an  animal  that  symbolizes  and  who  often 
lives,  thinks  and  acts  in  turns  of  symbols.  Two  sym- 
bols have  been  handed  down  the  ages  as  the  distinc- 
tive emblems  of  the  medical  profession.  They  are 
the  magic  wand,  or  Caduceus,  of  Mercury  and  the 
knotted  staff  and  serpent  of  Aesculapius.  It  should 
be  of  interest  to  every  physician  to  learn  of  the 
origin  and  significance  of  these  medical  emblems, 
and  how  they  came  to  be  used  by  men  of  the  heal- 
ing art.  The  general  public  has  become  familiar  with 
the  emblems,  as  displayed  by  the  physicians  on  their 
automobiles,  and  insignia  worn  by  the  medical 
branches  of  the  U.  S.  Army. 

jMan’s  history  goes  back  into  the  days  of  myth- 
ology. Medicine  was  there  with  man  in  those  myth- 
ologic  times,  when  most  of  life  was  a mystery,  and 
man  in  his  wonderment  worshipped  that  great  ex- 
panse of  his  unknown  and  called  each  wonder  a 
god.  The  emblems  of  medicine  originated  in  those 
mythologic  days  of  many  gods. 

The  Caduceus 

The  Caduceus  which  is  a wand  or  slender  staff 
around  which  are  loosely  coiled  two  snakes  has  at 
its  head  two  outspread  wings.  The  definition  of 
Caduceus  means  “herald’s  wand.”  The  Caduceus  was 
given  by  the  god  physician  Apollo  to  Mercury 
upon  the  appointment  of  Mercury  as  an  ambassador 
to  mediate  between  the  gods  and  man.  It  has  become 
the  magic  wand  of  Mercury,  the  heavenly  messenger 
of  the  gods.  Mercury  is  also  known  to  some  as  the 
God  of  Commerce.  The  Caduceus  is  a wand  from 
an  olive  branch  signifying  peace  and  the  out- 
stretched wings  at  its  head  indicate  speed  and  fleet- 
ness for  the  messenger  Mercury.  The  two  snakes 
intertwined  about  it  indicate  wisdom  for  the  am- 
bassador. The  Roman  Army  used  it  as  a flag  of 
truce,  a symbol  of  neutrality  or  peaceful  trans- 
actions between  opposing  armies  on  the  battle 
front.  There  is  no  indication  that  the  Caduceus  was 
ever  thought  in  those  days  to  be  the  emblem  of  the 
healing  art;  however,  the  fact  that  it  was  given  to 
him  by  Apollo,  the  god  physician,  has  given  rise  in 
some  quarters  that  the  Caduceus  has  a medical  sig- 
nificance. It  was  not  until  the  reign  of  King  Henry 

VIII  that  Sir  William  Butts  ( - 1 545 ) personal 

physician  to  the  king,  adopted  the  Caduceus  as  his 
emblem  for  the  medical  profession.  This  is  the  first 
record  of  a physician  using  the  Caduceus  for  this 
purpose.  A few  years  later  Dr.  John  Caius  presented 
to  Granville  and  Caius  College  of  Cambridge,  Eng- 
land, a silver  Caduceus  as  an  emblem  of  medicine. 


The  Staff  of  Aesculapius 

1 here  lived  in  the  early  days  of  Greece  a great 
physician  by  the  name  of  Aesculapius,  son  of  the 
physician  god  Apollo,  who  spent  his  life  tirelessly 
in  the  service  of  the  sick.  His  skill  in  the  art  of  heal- 
ing has  placed  him  forever  before  us  as  the  Father 
of  Medicine. 

1 he  staff  of  Aesculapius,  a stout  knotted  staff 
with  a single  snake  closely  entwined  around  it,  is 
medicine’s  oldest  emblem.  The  staff  was  stout  so  that 
the  lame  could  lean  upon  it;  it  was  knotted  to  indi- 
cate the  knotty  problems  of  illness  and  it  had  wound 
about  it  a snake,  symbol  of  healing,  renewal  of 
youth  and  prolongation  of  life. 

I he  association  of  the  serpent  with  medicine 
roots  deep  in  antiquity  of  the  race.  The  ancient  sign 
of  wisdom  and  healing  was  the  snake,  which  repre- 
sented immortality  or  renovation  of  life  and  vigor, 
typified  by  the  periodic  shedding  of  its  skin. 

Several  legends  have  grown  up  in  explanation  of 
how  the  snake  became  an  attribute  of  Aesculapius. 
One  states  that  a snake  came  to  him  bearing  in  his 
mouth  a magic  herb  by  means  of  which  he  was  able 
to  perform  all  sorts  of  medical  miracles.  Another 
one  has  it  that  Aesculapius  at  the  bedside  of  his 
patient,  Glaucus,  had  a snake  come  to  him  and 
twine  itself  about  his  staff,  imbuing  him  w ith  wis- 
dom and  enabling  him  to  effect  a cure.  It  can  be 
readily  understood  why  it  is  that  all  the  pictures  and 
statutes  of  Aesculapius  show  him  holding  a snake 
or  grasping  a stout  knotted  staff  around  which  is  a 
tightly  clinging  snake. 

With  this  historic  mythologic  background,  phy- 
sicians naturally  feel  that  they  have  a unique  and 
incontrovertible  right  to  the  use  of  the  staff  of 
Aesculapius  as  a very  significant  emblem  of  the 
profession  of  medicine. 

Conclusions 

Two  snakes  closely  entwined  about  a staff,  with 
or  without  wings  attached  is  properly  a Caduceus  or 
staff  of  Mercury.  One  snake  about  a knotted  staff 
represents  the  staff  of  Aesculapius. 

The  use  of  either  emblem  seems  to  be  highly 
appropriate  to  medicine,  although  the  staff  of 
Aesculapius  seems  to  have  the  most  ancient  and 
significant  background  while  for  balance  and  artistic 
effect,  the  Caduceus  may  well  be  preferred. 

Durand , New  Orleans  Med.  & Surg.  Jour.  Feb. 
I943* 
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AMERICAN  HOSPITAL  ASSOCIATION  HOLDS 
INSTITUTE 

Conducted  for  the  first  time  in  its  12  year  history  by  the 
American  College  of  Hospital  Administrators,  the  Chicago 
Institute  for  Hospital  Administrators  will  be  held  at  Inter- 
national House  at  the  University  of  Chicago,  September  1 1 
to  22.  Formerly  sponsored  by  the  American  Hospital  Asso- 
ciation, the  institute  will  be  under  direction  of  Dr.  Malcolm 
T.  MacEachern,  Chicago,  who  has  been  its  director  since  its 
inception. 

The  institute  will  provide  for  the  first  time  an  intensive 
series  of  lectures  on  a particular  phase  of  hospital  adminis- 
tration. Each  day  throughout  the  course  an  authoritative 
expert  will  lecture  on  administrative  methods  of  financial 
control  in  hospital  operation.  In  addition  to  this  specialized 
part  of  the  institute,  each  morning  program  will  include 
lectures  by  hospital  leaders  on  such  topics  as  the  hospital  in 
the  community  public  health  program,  organization,  basic 
principles,  professional  and  non  professional  services,  stand- 
ardization problems,  administrative  control  of  services  to 
patients,  the  patient’s  environment,  medical  staff  and  the 
specialized  departments,  nursing  service  and  nursing  educa- 
tion, and  numerous  other  aspects  of  hospital  management. 

There  will  be  lectures  in  the  forenoons,  seminars  and  field 
trips  afternoons  to  selected  Chicago  hospitals  for  demonstra- 
tions, and  evenings  will  be  devoted  to  conferences  on  admin- 
istrative and  departmental  problems  facing  hospitals. 

Registration  will  be  limited  to  100  hospital  administrators 
and  assistant  administrators.  Applications  for  registration 
may  be  made  through  Dean  Conley,  executive  secretary  of 
the  American  College  of  Hospital  Administrators,  18  East 
Division,  Chicago. 


MEDICO-LEGAL  CONFERENCE  AND  SEMINAR 

I.  CONFERENCE 

The  Massachusetts  Medico-Legal  Society  in  conjunction 
with  the  medicolegal  departments  of  Harvard,  Boston  Uni- 
versity and  Tufts  Medical  Schools  lias  arranged  for  an  all 
day  Conference  to  be  held  at  the  Mallory  Institute  of 
Pathology,  Boston  City  Hospital,  on  Wednesday,  October  4, 
1944.  It  will  include  lectures,  demonstrations,  and  informal 
discussions  concerning  many  subjects  in  legal  medicine,  par- 
ticularly stressing  some  of  the  more  recent  procedures.  This 
meeting  will  be  open  to  any  registered  physician,  lawyer, 
police  official,  senior  medical  student  or  other  medical  in- 
vestigator who  may  be  interested  and  care  to  register.  No 
limit  in  number  has  been  made.  There  will  be  no  fee  for 
registratipn.  While  advance  application  is  not  essential,  it 
would  be  helpful  to  those  arranging  the  conference  if  notice 
of  intention  to  attend  be  sent  prior  to  October  1 to  Dr. 
W.  H.  Watters,  Department  of  Legal  Medicine,  Harvard 
Medical  School,  Boston. 


II.  SEMINAR 

I he  Harvard  Medical  School,  Courses  for  Graduates,  with 
the  cooperation  of  the  Medical  Schools  of  Boston  University 
and  Tufts  College  offers  a seminar  in  Legal  Medicine  to 
occupy  the  entire  week  of  October  2-7,  inclusive.  It  is 
planned  particularly  for  medical  examiners  and  coroners 
physicians  but  will  be  open  to  any  other  suitable  graduate 
of  an  approved  medical  school. 

The  course  will  be  practical  rather  than  theoretical  and 
will  consist  of  autopsy  demonstrations,  technique  and  inter- 
pretation of  laboratory  tests,  study  of  the  day  by  day  cases 
of  a medical  examiner,  round  table  conferences,  and  the 
many  subjects  now  included  in  the  widening  field  of  legal 
medicine.  In  order  that  each  participant  may  receive  the 
maximum  benefit,  the  enrollment  has  been  limited  to  fifteen. 
For  the  Seminar  the  fee  is  $25.  Application  should  be  made 
on  or  before  October  1 to  Harvard  Medical  School,  Courses 
for  Graduates,  25  Shattuck  Street,  Boston  15,  Massachusetts. 

WARTIME  GRADUATE  MEDICAL  MEETINGS 

Region  2 Program,  August— September 
Station  Hospital,  Bradley  Field,  Windsor  Locks 
August  17— Contagious  Diseases  and  Complications. 

George  C.  Glass,  Hartford. 

September  21— Joint  Injuries. 

John  H.  T.  Sweet,  Hartford,  and  associates. 

Air  Corps  Station  Hospital,  New  Haven 
August  17— The  Psychoneuroses  and  Their  Management. 

Eugen  Kahn,  New  Haven. 
September  21— Fractures  of  Extremities. 

Frank  S.  Jones,  Hartford. 

Station  Hospital,  Fort  Wright,  Fishers  Island,  N.  Y. 
(Includes  H D of  L I S,  Naval  Submarine  Base  and  Coast 
Guard,  New  London ) 

August  17— The  Use  of  Penicillin  and  the  Sulfa  Drugs. 

Charles  A.  Janeway,  Boston 
September  21— Head,  Spine  and  Nerve  Injuries. 

(Speaker  to  be  announced.) 


CLINICAL  MEDICINE 
POSTGRADUATE  COURSES 

Columbia  University  Faculty  of  Aledicine  announces 
Postgraduate  Courses  in  Clinical  Medicine  at  the  Mount 
Sinai  Hospital,  Fifth  Avenue  at  iooth  Street,  New  York, 
N.  Y. 

First  semester  starts  the  week  of  October  2.  Many  part 
time  courses.  Also  full  time  course  in  Recent  Advances  in 
Gynecology  November  13-18. 

Applications  should  be  submitted  prior  to  September  15. 

For  further  information,  address  The  Secretary  for  Med- 
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ical  Instruction,  The  Mount  Sinai  Hospital,  Fifth  Avenue 
at  iooth  Street,  New  York  29,  N.  Y. 


MEETING  OF  NEW  YORK  INSTITUTE  OF 
CLINICAL  ORAL  PATHOLOGY 

The  New  York  Institute  of  Clinical  Oral  Pathology 
announces  its  first  open  meeting  to  be  held  at  the  New  \ ork 
Academy  of  Medicine  on  Monday  evening,  October  30, 
1944,  in  Hosack  Hall. 

Outstanding  investigators  will  participate  in  a symposium 
on  “Fluorine  and  Dental  Caries.” 

Members  of  the  medical,  dental,  public  health,  and  other 
professional  groups  are  cordially  invited. 

For  further  information  address  all  communications  to  the 
E.xecutive  Secretary,  101  East  79th  Street,  New  York  21. 

This  is  a preliminary  announcement.  A final  one  will  be 
submitted  for  publication  by  October  1,  1944. 


FELLOWSHIPS  IN  HEALTH  EDUCATION 

To  provide  men  and  women  professionally  trained  in 
public  health  work  who  will  aid  the  nation’s  army  of  polio 
fighters,  The  National  Foundation  for  Infantile  Paralysis  has 
set  aside  the  sum  of  $50,000  for  fellowships  in  health 
education. 

Under  this  program,  which  lias  been  developed  in  coop- 
eration with  the  U.  S.  Public  Health  Service,  qualified  men 
of  certain  Selective  Service  classifications,  as  well  as  qualified 
women,  will  go  into  training  starting  this  fall. 

Candidates  for  health  education  fellowships  will  be  selected 
by  an  advisory  committee  of  the  U.  S.  Public  Health  Service, 
and  those  accepted  will  be  assigned  to  schools  of  public 
health  at  Yale  University,  the  University  of  Michigan  and 
the  University  of  North  Carolina. 

A Bachelor  of  Science  degree,  or  its  equivalent  from  a 
recognized  college  or  university,  is  an  essential  qualification 
for  one  of  these  fellowships  leading  to  the  Master  of  Science 
degree  in  public  health.  This  postgraduate  training  will  con- 
sist of  nine  months’  academic  work,  followed  by  three 
months  of  supervised  field  experience. 

Women  between  the  ages  of  nineteen  and  forty  who  have 
the  above  educational  qualifications  and  who  are  citizens  of 
the  United  States  are  eligible.  Men  who  are  United  States 
citizens  over  thirty  years  of  age  also  may  apply,  and  the 
War  Manpower  Commission  has  declared  Selective  Service 
registrants  in  4F  and  iAL  classifications  as  eligible  for  health 
education  fellowships. 

A fellowship  in  health  education  covers  a stipend  to  the 
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trainee  of  $100  monthly  for  twelve  months;  tuition  and 
university  fees  to  the  school;  and  expenses  for  field  service. 
Applications  are  obtainable  from  the  Office  of  the  Surgeon 
General,  U.  S.  Public  Health  Service,  Washington  14,  D.  C. 
Applications  must  be  accompanied  by  a transcript  of  college 
credits  and  a small  photograph,  and  must  be  in  the  Office  of 
the  Surgeon  General  not  later  than  August  15,  1944. 


PHYSICIAN-ARTISTS’  PRIZE  CONTEST 

The  American  Physicians  Art  Association,  with  the  co- 
operation of  Mead  Johnson  & Company,  is  offering  an 
important  series  of  War  Bonds  as  prizes  to  physicians  in  the 
armed  services  and  also  physicians  in  civilian  practice  for 
their  best  artistic  works  depicting  the  medical  profession’s 
“skill  and  courage  and  devotion  beyond  the  call  of  duty.” 
Announcement  of  further  details  will  be  made  soon  by  the 
Association’s  Secretary,  Dr.  F.  H.  Redewill,  Flood  Building, 
San  Francisco,  California. 


MILITARY  SURGEONS  ANNUAL  MEETING 

The  program  for  the  Annual  Meeting  of  the  Association 
of  Military  Surgeons  of  the  United  States  to  be  held  at 
the  Pennsylvania  Hotel,  New  York  City,  November  2-4 
inclusive  is  being  rapidly  completed.  In  addition  to  addresses 
by  the  Surgeons  General  of  the  Army,  Navy,  and  U.  S. 
Public  Health  Service  and  by  other  distinguished  guests, 
there  will  be  formal  papers,  panel  discussions  and  scientific 
and  technical  exhibits  on  the  latest  advances  in  military 
medicine. 


INTERNATIONAL  COLLEGE  OF  SURGEONS 

The  Ninth  Annual  Assembly  of  the  International  College 
of  Surgeons  will  be  held  on  October  3,  4,  5,  1944,  at  the 
Benjamin  Franklin  Hotel  in  Philadelphia,  Pa.  The  program 
will  be  devoted  to  War,  Rehabilition  and  Civilian  Surgery. 

This  Assembly,  sponsored  by  the  United  States  Chapter 
of  which  Thomas  A.  Shallow,  m.d.,  f.a.c.s.,  f.i.c.s.,  of  Phila- 
delphia is  president,  has  set  up  its  Arrangement  Committee 
with  Dr.  Rudolph  Jaeger  as  general  chairman.  Dr.  Jaeger 
will  be  inducted  as  the  incoming  President  of  the  United 
States  Chapter  at  the  Convocation  on  Wednesday  evening 
October  4.  The  new  president  came  to  the  Jefferson  Medical 
College  from  Denver,  Colo.,  where  he  specialized  in  Neuro- 
surgery. 

Eminent  surgeons  in  Government,  Military  and  Civilian 
practice  have  been  invited  to  attend  and  present  papers  per- 
tinent to  surgery  in  their  particular  field  of  endeavor. 


THE  PSYCHOLOGICAL  EFFECT  on  the  fastidious  pa- 
tient is  far  reaching,  if  you  use  our  Vanco  Sanitary  Paper  Sheet  Apparatus. 
Seeing  you  provide  a new,  clean,  snow  white  sheet  for  the  examining  table 
establishes  confidence  and  places  the  patient  at  ease.  A clean  sheet  for  every 
patient  at  less  than  1 cent  each.  Made  for  wooden  or  metal  tables,  and  avail- 
able on  trial  without  obligation.  Call  a Professional  Equipment  Company 
representative,  7-2138,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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Maine 

At  its  91st  annual  session  held  at  Rockland,  Maine 
June  25-27,  the  Maine  Medical  Association  elected 
R.  V.  N.  Bliss  of  Blue  Hill  president  and  Adam  P. 
Leighton  of  Portland  president-elect.  At  the  closing 
session  Dr.  Leighton,  in  a paper  entitled  “A  Medical 
Metamorphosis,”  urged  concerted  action  to  re- 
establish a medical  school  in  Maine.  Dr.  Leighton 
believes  this  move  would  be  a vital  factor  in  com- 
batting federal  medical  social  legislation  by  supply- 
ing more  well  trained  physicians  for  the  rural  areas 
of  Maine.  Registration  at  this  annual  meeting  was 
slightly  over  200.  Guest  speakers  included  Thomas 
Parran,  Surgeon  General,  U.  S.  Public  Health  Serv- 
ice; Frank  H.  Lahey,  Chairman,  Procurement  and 
Assignment  Service;  Morris  Fishbein,  Editor,  Jour- 
nal of  the  American  Medical  Association;  and 
Malcolm  T.  MacEachern,  associate  director  of  the 
American  College  of  Surgeons. 

Massachusetts 

The  Council  of  the  Massachusetts  Medical  Society 
at  its  annual  meeting  held  in  Boston  in  May,  voted 
to  establish  a Medical  Information  Bureau  at  the 
headquarters  of  the  Society,  to  appoint  a committee 
to  supervise  the  activities  of  the  bureau  and  to 
appropriate  the  sum  of  $2,500  for  the  annual  main- 
tenance of  the  bureau. 

New  Jersey 

The  following  resolutions  were  adopted  at  the 
annual  meeting  of  the  Medical  Society  of  New 
Jersey  in  Atlantic  City,  April  25-27,  1944: 

CARE  OF  SERVICE  MEN  AND  THEIR  FAMILIES 

“Be  it  resolved,  that  as  a tribute  to  our  New  Jersey 
men  in  service,  putting  into  words  what  most  of  our 
member  physicians  are  already  doing,  it  be  the 
declared  policy  of  the  Medical  Society  of  New 
Jersey  that  our  member  physicians  give  extra  con- 
sideration to  the  needs  of  the  service  men’s  wives, 
children,  and  other  dependents,  where  there  is  no 
direct  government  allotment  to  them,  by  adjusting 
fees  for  all  medical  services  to  them  and  also  to  the 
service  men  themselves  after  discharge  from  the 
service,  to  one  half  the  usual  charge  for  such  serv- 


ices in  all  cases  where  the  family  income,  now  or! 
post-war,  in  the  opinion  of  the  family  physician,  is: 
a modest  one  and  possibly  insufficient  for  the  main- 
tenance of  a reasonably  good  American  standard  of  I 
living,  and 

“Be  it  further  resolved,  that  the  physicians  of  New’ 
Jersey  are  unwilling  to  participate  in  the  EMIC  plan 
as  at  present  operated;  that  this  attitude  is  not  based 
on  a mere  haggling  over  details  of  conditions  and 
remuneration,  but  on  a belief  that  the  plan  is  wrong 
in  basic  principles;  that  correction  of  these  principles 
should  contemplate 

“(a)  Determination  of  details  of  administration 
by  local  agencies  and  by  direct  participation  in  such 
determination  by  representatives  of  the  organized 
physicians  of  the  State,  and 

“(b)  Direct  allotment  of  moneys  to  eligible  de- 
pendents through  existing  military  disbursing  agen- 
cies in  a form  making  such  sums  non  negotiable  ex- 
cept in  payment  of  approved  hospital,  medical, 
dental,  nursing  and  pharmaceutical  expenses,  and 

“Be  it  further  resolved,  that  pending  reorganiza- 
tion of  EMIC  operations,  the  physicians  of  New 
Jersey  do  pledge  themselves  that  they  will  render 
medical  care  to  the  dependents  of  service  men 
eligible  to  EMIC  benefits  on  a just  basis,  even  i 
though  this  obligation  involve  in  most  cases  the  out- 
right donation  of  such  care,  or  the  temporary 
acceptance  by  individual  physicians  of  the  provi- 
sions at  present  authorized  by  the  EMIC;  and  that 
the  conditions  of  rendering  such  service  will  be 
fixed  without  humiliation  or  embarrassment  to  the 
recipients  thereof,  and 

“Be  it  further  resolved,  that  our  Delegates  to  the 
American  Medical  Association  be  instructed  to  pro- 
mote the  principles  embodied  herein.” 

New  York 

Following  the  investigations  and  report  of  the 
Adoreland  Act  Commission  on  Workmen’s  Compen- 
sation practices  in  New  York  State,  a committee  of 
the  Adedical  Society  of  the  State  of  New  York  was 
appointed  by  the  Council  of  the  Society.  This 
committee  rendered  its  report  at  the  annual  meeting 
of  the  Society  in  May.  This  report  was  reviewed  by 
a reference  committee.  Excerpts  from  this  com- 
mittee’s report  follow: 

“It  has  been  through  the  untiring  efforts  and 
specialized  knowledge  of  the  Committee  and  of  the 
Bureau  of  Compensation  that  organized  medicine, 
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through  its  component  societies,  has  functioned  so 
well.  The  rating  of  thousands  of  physicians  who 
wished  to  qualify  under  the  provisions  of  the  law 
has  been  a task  of  great  magnitude,  and  it  is  the 
opinion  of  your  Committee  that  it  has  been  done 
efficiently  and  conscientiously.  The  few  complaints 
that  were  made  by  the  physicians  came  from  those 
Who  thought  their  ratings  were  not  sufficiently  high. 

“The  Bureau,  in  addition,  has  ably  fought  for  the 
legal  and  financial  rights  of  the  physicians  under 
the  Law  as  amended  in  1935,  against  the  innumer- 
able assaults  that  were  made  upon  these  rights.  Free 
choice  became  more  than  a legal  fiction,  at  least  in 
upstate  New  York.  Fees  were  paid  promptly,  special 
services  were  more  adequately  rewarded,  and  the 
arbitration  of  disputed  bills  was  efficiently  handled. 
The  medical  profession  of  the  State  of  New  York 
owes  a great  debt  to  this  bureau  . . 

1 “One  would  imagine  from  the  newspaper  ac- 
counts of  recent  months  that  the  main  culprit  under 
investigation  by  the  Moreland  Act  Commission  was 
the  medical  profession.  It  is  a fact,  however,  that 
not  only  a portion  of  the  medical  profession,  but 
also  a portion  of  the  legal  profession,  some  insurance 
carriers,  some  employers,  the  State  Insurance  Fund, 
licensed  representatives  of  the  workingman,  and  the 
administrators  of  the  Department  of  Labor  itself — 
all  were  excoriated  in  the  report  to  the  Governor, 
and  many  changes  were  made  in  the  Law,  designed 
to  correct  not  only  evils  that  had  arisen  in  medical 
administration  but  also  to  curb  the  very  question- 
able activities  in  all  other  departments  having  to  do 
with  the  administration  of  the  Compensation  Law. 

“It  may  be,  perhaps,  that  the  newspapers  consid- 
ered the  finding  of  medical  scoundrels  to  be  news, 
the  inference  being  that  the  finding  of  all  the  other 
scoundrels  in  the  administration  of  the  law  had  no 
news  value. 

“The  report  of  the  Moreland  Act  Commission 
revealed  two  outstanding  medical  evils:  one  con- 
cerned the  commercial  laboratories,  x-ray  and 


others,  supply  houses  for  medical  appliances,  sup- 
pliers of  oxygen,  etc.,  and  the  nefarious  financial 
relationship  that  existed  between  them  and  many 
physicians;  second,  the  activities  of  many  members 
of  the  medical  profession  were  exposed,  proving 
them  to  be  without  either  honesty  or  professional 
honor.  A few  of  the  latter  formed  rings  with 
lawyers  and  licensed  labor  representatives,  aimed  at 
perverting  the  very  law  itself  and  depriving  the 
workingman  of  his  just  rights.  Fee  splitting,  bribery 
flourished  on  every  side. 

“Up  to  the  present  time,  the  various  county 
society  boards  of  the  metropolitan  area  have  heard 
over  two  thousand  physicians— truly  a tremendous 
task,  and  one  indicating  a capacity  and  a determina- 
tion that  they  were  accused  of  lacking. 

“All  of  this  was  done  without  undue  delay,  con- 
sidering the  legal  questions  raised  by  the  counsel  for 
the  New  York  County  Society  and  by  others  as  to 
the  authority  of  the  medical  societies  to  act. 

“We  believe  that  the  physicians  composing  the 
compensation  boards  of  the  county  societies 
throughout  the  State— and,  of  course,  that  includes 
those  of  the  Bronx,  New  York,  Kings,  and  Queens,— 
were  in  general  conscientious,  diligent,  and  trust- 
worthy. Although  the  rest  of  the  county  societies 
retain  their  former  status,  with  new  powers,  under 
the  law,  we  feel  that  the  substitution  of  a three-man 
medical  practice  committee  for  the  boards  of  the 
above  mentioned  societies  in  Greater  New  York  is 
an  affront  to  the  honor  and  dignity  of  the  medical 
profession,  and  that  every  honorable  effort  should 
be  made  to  modify  the  new  law  to  the  end  that  these 
boards  be  restored  to  their  proper  sphere. 

“Professional  honor  is  a very  personal  matter  with 
the  men  who  composed  these  four  boards,  and  it  is 
our  opinion  that  they  should  be  permitted  to  func- 
tion under  the  new  powers  granted  by  the  Legis- 
lature. 

“We  also  believe  it  would  make  for  better  admin- 
istration of  the  medical  aspects  of  the  Compensation 
Law.” 


[^VICTORY 


DO  YOU  WANT  A FREE  HAND  ?— You’re  busy.  You 

know  it  and  we  know  it.  Adore  patients  but  no  more  time  to  take  care  of 
them.  So  how  about  some  help?  A Seamless  Adhesive  Cut-Rak  will  save  you 
steps,  time,  adhesive  plaster,  and  money,  ultimately  resulting  in  more  and  better 
work  with  less  effort.  Let  us  send  you  one.  Price  $7.50.  It’s  equal  to  an 
extra  hand.  The  Professional  Equipment  Company,  36  Howe  Street,  New 
Haven,  Connecticut. 


(See  PAGE  2) 
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ASSOCIATION 


NEWS 

from  County  Associations 

Fairfield 

The  Annual  Outing  of  The  Bridgeport  Medical 
Society  was  held  at  the  Mill  River  Country  Club 
in  Stratford  on  Wednesday,  July  12.  The  Commit- 
tee in  charge  of  arrangements  consisted  of  Doctors 
E.  Russell  Roberts,  chairman;  Joseph  F.  Watts  and 
Mark  Gildea. 

Hartford 

The  New  Britain  General  Hospital  has  been 
sending  a mimeographed  news  sheet  to  its  physi- 
cians in  the  service.  The  news  letter  contains  facts 
from  the  home  front,  excerpts  from  letters  from 
other  New  Britain  physicians  in  the  service,  and 
new  addresses  of  many. 


At  the  annual  meeting  of  the  American  College 
of  Chest  Physicians  held  recently  in  Chicago, 
James  J.  Hennessy  of  Cedarcrest  Sanatorium, 
Hartford,  was  elected  a governor  of  the  College 
for  a three  year  term. 

The  physicians  of  St.  Francis  Hospital,  Hart- 
ford, by  pooling  their  subscriptions  have  pledged 
the  sum  of  $100,000  toward  the  $2,000,000  building 
fund. 

Captain  Edward  H.  Truex,  MC— AUS,  Hartford, 
assistant  chief  of  The  Deshon  General  Hospital 
hearing  clinic,  one  of  the  three  such  Army  re- 
habilitation centers  now  in  operation  has  been 
recently  promoted  to  Major.  Deshon  General  Hos- 
pital has  about  21  teachers  of  corrective  speech  and 
auricular  training  and  is  located  at  Butler,  Pennsyl- 
vania. 

Florence  A.  Browne  has  resigned  as  director  of 
the  Bureau  of  Maternal  and  Child  Hygiene  of  The  ! 
Hartford  Board  of  Health  to  become  child  hygiene 
physician,  Connecticut  State  Department  of  Health. 
Dr.  Browne’s  position  with  the  City  Board  of 
Health  will  be  filled  by  Benjamin  Sachs,  formerly 
with  the  Fouisiana  State  Department  of  Health. 
Dr.  Sachs  has  had  an  excellent  training  in  pediatrics 
and  public  health. 

On  July  17  private  duty  nursing  service  as  such 
at  The  Hartford  Hospital  was  abolished  and  in  its 
place  “rationing”  of  such  service  went  into  effect. 
This  means  that  under  the  plan  adopted  by  the 
executive  committee  of  the  hospital  special  nursing 
service  is  to  be  allocated  only  where  it  is  essential 
to  the  safety  of  the  patient.  Members  of  the  exist- 
ing private  duty  nursing  staff  will  be  assigned  to 
the  care  of  patients  in  the  hospital  by  the  nursing  | 
administration.  Private  duty  nurses  will  be  paid  for 
their  services  by  the  hospital  at  the  rate  of  $7.00 
per  diem.  A joint  committee  of  the  State  Medical 
Society,  State  Nurses  Association,  and  Connecticut 
Hospital  Association  made  a recommendation  more 
than  a year  ago  that  private  duty  nursing  be  sus- 
pended for  the  duration  of  the  war. 

1 homas  F.  Welch  of  West  Hartford,  a member 
of  the  Staff  at  St.  Francis  Hospital,  Hartford,  since 
1908  and  president  of  the  hospital  staff  in  1940- 
1944,  died  suddenly  at  his  home  on  July  18.  Dr. 
Welch  was  president  of  the  Hartford  Medical 
Society  in  1932  and  had  practised  internal  medicine 
in  Hartford  for  38  years.  He  had  been  in  failing 
health  for  about  a year. 
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Middlesex 

The  medical  board  of  the  Middlesex  Hospital  has 
voted  to  hold  the  monthly  board  meeting  the  second 
Tuesday  evening  of  each  month  instead  of  the 
second  Wednesday  morning.  It  is  felt  this  time  will 
be  more  convenient  for  a greater  number  of  those 
wishing  to  attend.  The  Wednesday  morning  clinics 
have  been  discontinued  until  September. 

A fund  over  $1200  was  raised  for  the  purchase 
of  equipment  for  the  Middlesex  Hospital  by  the 
committee  in  charge  of  the  recent  golf  tournament. 

Vincent  J.  Vinci  has  opened  an  office  at  70 
Crescent  Street,  Middletown,  for  the  practise  of 
surgery.  Dr.  Vinci  served  as  instructor  in  surgery 
at  the  New  York  University  Medical  School  during 
a five  year  residency  in  surgery  taken  at  St.  Vin- 
cent’s Hospital  and  the  Bellevue  Hospital,  New 
York  City. 

F.  Erwin  Tracy  of  Middletown  attended  the 
annual  meeting  of  the  American  Medical  Associa- 
tion in  Chicago. 


New  Haven 

“Globin  Insulin”  by  Barnett  Greenhouse  of  New 
Haven  was  published  in  the  February  1944  issue  of 
Connecticut  Pharmacist , the  new  official  publication 
of  the  Connecticut  Pharmaceutical  Association. 

The  death  has  been  reported  of  Edward  W . 
Goodenough,  m.d.,  City  Health  Department, 
Waterbury. 

Alexander  Rogowski  of  Waterbury  has  entered 
military  service  and  will  report  to  Camp  Devens 
for  duty. 

New  London 

Harry  Bellach,  a graduate  of  the  Long  Island 
College  of  Medicine,  1933,  has  recently  joined  the 
stalf  of  Uncas-on-Thames.  Dr.  Berlach  recently 
completed  a two  years  rotating  service  at  the 
Coney  Island  Hospital  and  has  been  engaged  in 
private  practice  in  Brooklyn,  New  York. 

It  is  with  sincere  regret  that  we  announce  the 
death  of  Arnaud  J.  LaPierre  of  Norwich,  follow- 
ing a short  illness  of  six  days.  Outstanding  in  his 
specialty  of  Eye,  Ear,  Nose  and  4 hroat,  a gentleman 
and  a citizen  well  respected  in  his  community,  his 
loss  is  indeed  a keen  one.  His  type  is  all  too  rare  in 
these  hectic  days.  He  was  a man  of  high  principle, 
a most  ethical  practitioner,  and  one  who  regarded 
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And  collect  without  pain. 
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SELECTION  AND  FITTING  OF 
HEARING  AIDS 

Thomas  H.  Halsted,  M.D.,  F.A.C.S. 
Otologist 

For  the  past  four  years  practice  limited  exclusively 
to  the  individual  Selection  and  Fitting  of  Hearing 
Aids.  A report  is  sent  the  doctor  referring  the 
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OFFICIAL  ARMY  AND 
NAVY  UNIFORMS 

Our  Officers’  Corner  is  keyed  to  the  desire 
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Dentocain  Teething  Lotion 

A safe,  effective,  inexpensive  medica- 
tion for  topical  application  for 
teething  children 

NON-NARCOTIC 
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the  practice  of  medicine  as  a means  of  doing  great 
public  good  rather  than  as  a means  of  accumulating 
wealth.  Norwich  deeply  mourns  his  passing. 

A meeting  of  the  Program  Committee  of  the 
New  London  County  Association  will  soon  be  held 
at  which  time  a program  will  be  outlined  for  the 
coming  season.  It  may  be  said  with  surety,  the  best 
available  will  be  secured.  Medical  programs  in  the 
future  must  devote  a large  part  to  tropical  diseases. 
It  is  planned  to  have  at  least  one  meeting  on  this 
subject. 

NEW  BOOKS  IN  REVIEW 

THE  PRINCIPLES  AND  PRACTICE  OF  MEDICINE: 
originally  written  by  Sir  William  Osier,  bart.,  m.d., 
f.r.c.p.,  f.r.s.  Designed  for  the  Use  of  Practitioners  and 
Students  of  Medicine:  By  Henry  A.  Christian,  a.m.,  m.d., 
l.l.d.,  (Hon.)sc.D.,  (Hon.)R.F.c.p.,  (Can.)  f.a.c.p.  Hersey 
Professor  of  the  Theory  and  Practice  of  Physic,  emeritus, 
Harvard  University;  Clinical  Professor  of  Medicine,  Tufts 
College  Medical  School;  Physician  in  Chief,  Emeritus, 
Peter  Bent  Brigham  Hospital;  Visiting  Physician,  Beth 
Israel  Hospital,  Boston.  Fifteenth  Edition.  D.  Appleton- 
Century  Company , Inc.:  New  York , London.  1944.  1600 
pp.  $9.50. 

Reviewed  by  John  R.  Brobecic 

To  most  of  the  medical  profession,  “Osier’s”  textbook  of 
medicine  does  not  need  to  be  introduced  by  way  of  a book 
review.  Like  its  immediate  predecessors,  this  edition  is 
founded  upon  the  experience  of  three  generations  of  suc- 
cessful clinicians  and  teachers— men  whose  opinions  and 
special  interests  have  given  to  the  text  an  informal,  personal 
style  that  is  perhaps  its  most  attractive  feature. 

For  regular  use  by  the  average  medical  student,  however, 
the  book  has  certain  disadvantages,  one  of  which  is  the 
large  amount  of  reading  required  to  achieve  a few  salient 
points;  and  it  is  often  difficult  to  recognize  those  points  in 
the  mass  of  words.  It  is  the  opinion  of  the  reviewer  that 
much  of  the  material  has  not  been  given  its  proper  emphasis. 
This  is  evident  not  only  in  the  amount  of  space  given  to 
relatively  less  important  diseases,  but  also  in  the  way  in 
which  critically  important  knowledge  is  buried  amidst  rela- 
tively insignificant  details. 

Practicing  physicians  will  better  appreciate  and  evaluate 
the  discussions,  although  the  physiologically  minded  reader 
will  detect  certain  inaccuracies  and  misconceptions  of  eti- 
ology and  pathological  physiology,  especially  in  the  field 
of  metabolism.  These  errors  will  probably  be  noticed  and 
corrected  in  succeeding  editions.  At  least  in  certain  sections, 
the  lists  of  references  have  been  so  pruned  as  to  omit  the 
names  of  authors  of  the  classic  articles  referred  to  in  the 
preceding  textual  material.  This  is  true  of  many  of  the  sec- 
tions on  deficiency  disease.  The  criticism  does  not  apply. 
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however,  to  the  chapters  on  infectious  disease  where  the 
lists  of  references  are  well  chosen  and  complete. 

This  fifteenth  edition,  published  only  two  years  after  the 
last  revision,  is  in  reality  a wartime  volume.  The  publishers 
have  complied  with  governmental  directives  regarding  con- 
servation of  paper,  although  the  size  of  the  type  page  is  un- 
changed and  the  number  of  pages  has  been  increased.  And 
the  author  has  given  particular  attention  to  problems  of 
military  medicine  including  tropical  disease,  aviation  physi- 
ology, and  penicillin  therapy.  Discussion  of  these  subjects 
of  contemporaneous  interest  notably  enhances  the  value  of 
the  new  edition. 

SEXUAL  ANOMALIES:  The  origins,  nature  and  treat- 
ment of  sexual  disorders.  By  Magnus  Hirschfeld , m.d., 
Author  of  Sexual  Pathology.  Former:  President,  World 
League  for  Sexual  Reform;  Director,  Institute  of  Sexual 
Research,  Berlin.  New  York:  Emerson  Books,  Inc.  1944. 
630  pp.  $4.95. 

Reviewed  by  Louis  H.  Gold 

It  is  a pity  and  our  loss  that  this  will  be  the  last  book 
from  Hirschfeld’s  pen.  He  had  the  courage  and  humility  to 
probe  into  a phase  of  living  which  had  long  been  kept 
in  the  dark,  and  unfortunately,  still  is  to  a certain  degree. 
He  brought  the  scientific  study  of  sexual  problems  into  the 
open  and  his  numerous  contributions  to  clinical  medicine 
will  long  be  remembered.  All  of  us  will  agree,  I am  sure, 
that  the  most  difficult  thing  for  the  patient  to  discuss  is  his 
sexual  life.  If  this  should  be  abnormal,  and  such  cases  are 
more  common  than  is  generally  supposed,  only  by  sym- 
pathy, understanding  and  a reasonable  familiarity  with  the 
subject  will  the  doctor  be  in  a position  to  help  his  patient. 
A knowledge  of  Hirschfeld’s  work  is  obviously  an  asset  to 
the  practice  of  medicine. 

Sexual  Anomalies  is  five  books  in  one.  Book  1 has  2 
chapters  which  deal  with  the  physical  and  psychological 
basis  of  sexuality.  There  is  an  excellent  discussion  on  infantile 
sexuality  and  the  description  of  puberty  is  worth  reading. 
There  is  a wealth  of  physiologic  data  interpersed  in  the  con- 
tent which  enhances  the  scientific  value  of  the  book.  Book 
II  has  to  do  with  irregular  sexual  development.  Book  III 
tells  about  deflections  of  the  sexual  impulse.  The  chapters 
on  homosexuality  will  pay  you  for  the  price  of  the  book. 
No  greater  pathos  is  found  than  in  this  group  of  sexual  dis- 
orders, nor  greater  misinformation.  Homosexuals  are  con- 
genital and  incurable.  To  advise  one  of  these  people  to 
marry  is  a grave  injustice  and  certainly  poor  wisdom.  Book 
IV  describes  sadomasochism  and  Book  V explains  other 
partial  impulses  such  as  fetishism  and  exhibitionism.  Each 
chapter  is  full  of  valuable  information  which  we  did  not 
learn  in  medical  school.  In  fact,  I do  not  know  of  any  other 
volume  which  has  as  much  to  contribute  in  the  field  of 
sexual  disorders  as  that  of  Hirschfeld’s. 

There  are  a few  minor  criticisms  which  do  not  decrease 
the  value  of  the  text.  In  the  binding  of  this  volume  (the 
I present  edition  was  imported  in  sheets  from  England),  some 
of  the  pages  were  omitted  so  that  the  continuity  is  broken 
j (pp.  62  to  79  are  missing).  Also,  there  are  numerous  unusual 
terms  which  are  difficult  to  remember  and  sentence  con- 
| struction  is  a bit  labored  at  times. 
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EXPECTANTLY  YOURS:  A Book  for  Expectant  Mothers 
and  Prospective  Fathers.  By  Mario  A.  Castallo,  a.m.,  m.d., 
f.a.c.s.  Assistant  Professor  of  Obstetrics,  Jefferson  Medi- 
cal College,  Chief  Gynecologist  to  St.  Agnes  and  St. 
Mary’s  Hospitals,  Chief  Obstetrician  to  St.  Mary’s  Hos- 
pital, Philadelphia,  Pennsylvania.  Diplomate  American 
Board  of  Obstetrics  and  Gynecology,  and  Audrey  W alz. 
New  York:  The  Macmillan  Company.  1943.  no  pp. 

Illustrated.  $1.75. 

Reviewed  by  Stanley  B.  Weld 

This  is  a readable  little  volume,  well  suited  to  be  placed 
in  the  hands  of  any  expectant  mother.  The  style  is  racy, 
the  information  accurate,  and  the  contents  brief.  It  is  well 
illustrated.  Some  of  the  procedures  are  not  in  vogue  in  this 
locality  but  that  detracts  none  from  their  acceptability. 

SAFE  CONVOY.  The  Expectant  Mother’s  Handbook:  By 
William  J.  Carrington,  a.b.,  m.d.,  f.a.c.s.  Attending 
Gynecologist  Atlantic  City  Hospital,  Atlantic  County 
Hospital  for  Nervous  and  Mental  Diseases,  Pine  Rest  Hos- 
pital, Atlantic  City  Municipal  Hospital  and  Atlantic  Shores 
Hospital;  Diplomate  American  Board  of  Obstetrics  and 
Gynecology;  Former  Vice  President  American  Medical 
Association.  New  York:  J.  B.  Lippincott  Company.  1944. 
256  pp.  $2.50. 

Reviewed  by  Stanley  B.  Weld 

For  the  average  expectant  mother  this  book  contains  much 
more  detail  than  is  probably  either  necessary  or  of  sufficient 
interest.  There  is  presented  a fund  of  historical  data 


throughout  the  volume,  more  adapted  to  a student  of 
obstetrics  than  to  the  1944  pregnant  woman.  Yet,  fortunately 
perhaps,  there  are  expectant  mothers  who  make  a real  study 
of  all  that  pertains  to  their  condition  and  for  this  type  of 
individual  Lieutenant  Colonel  Carrington’s  volume  is  admir- 
ably suited.  Unlike  the  briefer,  more  popular  editions  of 
similar  books,  this  one  includes  advice  for  safe  convoy 
through  the  period  of  infant  feeding  as  well  as  the  antepar- 
tum peribd.  The  final  chapter,  entitled  “Fathercraft,”  is  an 
excellent  one  and  is  recommended  to  all  expectant  fathers. 

The  author  in  a personal  interview  expressed  some  doubt 
as  to  the  wisdom  of  his  choice  of  title  because  of  its  pos- 
sible confusion  on  the  bookshelves  with  our  present  war 
books.  It  is  an  appropriate  title  in  this  day  of  naval  suprem- 
acy, at  all  events,  the  title  should  catch  the  eye. 


THE  DOCTOR’S  OFFICE 

Loftus  L.  Walton,  m.d.,  announces  the  removal  of 
his  office  for  the  practice  of  obstetrics  and  gyne- 
cology from  179  Allyn  Street,  Hartford,  to  797 
Farmington  Avenue,  West  Hartford. 

John  C.  Shull,  m.d.,  announces  the  opening  of 
his  office  at  179  Allyn  Street,  Hartford.  Practice 
limited  to  gynecology  and  obstetrics. 
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ROSTER  OF  MEMBERS,  1944 

Members  designated  with  an  asterisk  have  been  reported  to  be  in  the  Army,  Navy  or  Public  Health  Service  as  of  July  io,  1944 


CONNECTICUT  STATE  MEDICAL  SOCIETY 
OFFICERS 

President:  H.  Gildersleeve  Jarvis,  Hartford 
President-elect:  Joseph  H.  Howard,  Bridgeport 
First  Vice-President:  (Maurice  T.  Root,  West  Hartford 
Second  Vice-President:  Edmund  L.  Douglass,  Groton 
Executive  Secretary:  Creighton  Barker,  New  Haven 
Treasurer:  Hugh  B.  Campbell,  Norwich 
Editor  of  the  Journal:  Stanley  B.  Weld,  Hartford 


Fairfield  County  Association 

President:  Don  J.  Knowlton,  36  Mason  St.,  Greenwich 
Vice-President:  George  B.  Garlick,  144  Golden  Hill  St., 
Bridgeport 

Secretary:  Joseph  Watts,  881  Lafayette  St.,  Bridgeport 
Treasurer:  Clifton  C.  Taylor,  881  Lafayette  St.,  Bridgeport 
Councilor:  Samuel  F.  Mullins,  116  Main  St.,  Danbury 

Annual  Meeting,  Second  Tuesday  in  April,  at  Bridgeport 
Semi-Annual  Meeting,  First  Wednesday  in  October 

BETHEL 

1940  #Grigas,  John  E.,  218  Greenwood  Ave. 

1925  Moore,  Homer  Franklin,  4 Grand  Ave. 

1938  Trimpert,  Albert  J.,  155  Greenwood  Ave. 

1939  *Wolfson,  Dexter,  58  Greenwood  Ave. 

BRIDGEPORT 

1933  Adzima,  Joseph  Matthew,  409  Noble  Ave. 

1941  Akerson,  Irving  B.,  Bridgeport  Hospital 
1932  *Alpert,  Max,  881  Lafayette 

1935  *Antell,  Adaxwell  Joseph,  1690  Barnum  Ave. 

1920  Apsel,  Abraham,  1620  Fairfield  Ave. 

1928  Backer,  Marcus,  881  Lafayette 

1938  *Bakunin,  Adaurice  Irving,  881  Lafayette 
1916  Banks,  Daniel  Tony,  385  Barnum  Ave. 

1913  Beaudry,  Joseph  Horace,  109  Rowsley 
1941  Beck,  Sidney  Henry,  881  Lafayette 
1941  #Bellew,  Raymond  F.,  472  State 

1913  Bernstein,  Abraham,  881  Lafayette 
1935  Bogin,  Maxwell,  144  Golden  Hill 

1921  Booe,  John  Grady,  144  Golden  Hill 
1941  *Brier,  Hyman  D.,  2583  Alain 

1927  Brodsky,  Michael  Emanuel,  881  Lafayette 

1940  Brooks,  Paul  Lester,  1260  East  Adain 

1943  Brunet,  Walter  Al.,  Bridgeport  Brass  Co. 

1939  *Buckhout,  George  Atherton,  144  Golden  Hill 
1938  *Buckley,  John  William,  2080  North  Ave. 

1923  Buckmiller,  Frank  Charles,  1119  Stratford  Ave. 

1940  Burns,  Bernard  J.,  1101  East  Alain 

1943  *Cacace,  Vincent  Anthony,  835  Fairfield  Ave. 

1919  Calvin,  Claudius  Virgil,  144  Golden  Hill 

1920  Carroll,  Francis  Patrick,  919  Fairfield  Ave. 

1932  Carroll,  Philip  Roger,  Jr.,  1131  Noble  Ave. 

1940  *Castaldo,  Louis  F.,  47  Goodsell 

1920  Cheney,  Adaurice  Lionel,  144  Golden  Hill 

1941  * Clark,  William  Thompson,  881  Lafayette 


1924  Conklin,  Cornelius  Stephen,  468  Clinton  Ave. 

1936  Connors,  Edwin  Robert,  416  Boston  Ave. 

1935  Creaturo,  Nicholas  Edward,  1286  East  Main 
1913  Curley,  William  Henry,  881  Lafayette 

1908  Curran,  Philip  John,  144  Golden  Hill 

1894  Day,  Fessenden  Lorenzo,  819  Alyrtle  Ave. 

1920  DeLuca,  Horatio  Roger,  881  Lafayette 

1935  Del  Vecchio,  Leonard  Frederick,  932  East  Main 

1921  DeAVitt,  Edward  Nicholas,  881  Lafayette 
1941  *Duzmati,  Paul  Peter,  258  Kent  Ave. 

1941  *Eddy,  Adaxon  Hunter,  881  Lafayette 
1939  Edgar,  Katherine  Jean,  144  Golden  Hill 

1937  Eimas,  Aaron,  881  Lafayette 
1939  Esposito,  Joseph  John,  126  Savoy 
1943  Fink,  Lisbeth,  2574  Main 

1913  Finkelstone,  Benjamin  Brooks,  144  Golden  Hill 
1897  Fleck,  Harry  Willard,  897  Lafayette 

1938  Foley,  Francis  Xavitr,  3100  Adain 

1908  Formichella,  John  B.,  797  AVashington  Ave. 

1916  Gade,  Carl  Johannes,  144  Golden  Hill 

1939  Gaffney,  Charles  Bernard,  610  Brooklawn  Ave. 

1929  Garbelnick,  David  Abraham,  1102  East  Adain 
1907  Gardner,  Charles  Wesley,  144  Golden  Hill 
1916  Garlick,  George  Burroughs,  144  Golden  Hill 

1940  *Geer,  William  Allyn,  881  Lafayette 
1916  Gilday,  James  Lowry,  819  State 
1927  Gildea,  Mark  Andrew,  881  Lafayette 

1895  Gold,  James  Douglas,  839  Myrtle  Ave. 

1943  Golomb,  Evelyn  Frances,  3461  Main 

1927  *Greenspun,  David  Stoven,  144  Golden  Hill 
1916  Griffin,  Daniel  Patrick,  1278  East  Main 

1923  Griswold,  Arthur  Sheldon,  144  Golden  Hill 

1928  Griswold,  Crawford,  144  Golden  Hill 
1920  Groark,  Owen  James,  881  Lafayette 

1941  *Gulash,  John  Robert,  573  Stillman 
1913  Hale,  Fraray,  144  Golden  Hill 

1941  Hall,  Rufus  Warren,  66  Park 

1939  *Hardenbergh,  Daniel  Bailey,  881  Lafayette 

1937  *Harper,  Paul,  144  Golden  Hill 

1928  Harshbarger,  Isaac  Long,  144  Golden  Hill 
1920  Havey,  Leroy  Austin,  144  Golden  Hill 

1938  Hennessey,  Joseph  Gerard,  482  Brewster 

1915  Hippolitus,  Paul  DiFrancesca,  269  Barnum  Ave. 

1930  Hooper,  G.  Herbert,  881  Lafayette 
1933  *Horn,  Benjamin,  620  Clinton  Ave. 

1916  Horn,  Adartin  Irving,  915  North  Ave. 

1920  Howard,  Joseph  Henry,  144  Golden  Hill 
1938  *Hurlburt,  Edward  Glens,  3366  Main 
1912  Hyde,  Charles  Elias,  881  Lafayette 

1932  James,  Arthur  Gregory  Boswell,  1424  Stratford  Ave. 
1943  Jones,  Elwood  King,  881  Lafayette 
1932  Kalman,  Eugene,  622  Clinton  Ave. 

1942  Kaplan,  Leon,  881  Lafayette 

1941  Kaufman,  William,  541  Brooklawn  Ave. 

1927  Keegan,  Daniel  Francis,  144  Golden  Hill 
1938  *Keys,  Robert  C.,  881  Lafayette 

1924  Kneale,  Halford  Benson,  144  Golden  Hill 
1941  *Knepp,  James  Warren,  144  Golden  Hill 
1924  *Kornblut,  Alfred,  1539  Fairfield  Ave. 
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1913  Lambert,  Henry  Bertram,  Bridgeport  Hospital 
1943  Landecker,  Norbert,  2895  Main 

1926  Laszlo,  Andras  E.,  881  Lafayette 
1940  Lengyel,  Paul,  500  Clinton  Ave. 

1943  Lesko,  Joseph  Ad.,  144  Golden  Hill 
1925  Levenson,  Albert,  881  Lafayette 
1904  Leverty,  Charles  Joseph,  528  Park  PI. 

1933  Levinsky,  Maurice,  480  Noble  Ave. 

1927  Levy,  Maurice  Noel,  480  Clinton  Ave. 

1942  * Lieberthal,  Milton  M.,  881  Lafayette 

1940  Little,  Olga  A.  G.,  1278  East  Main 

1931  Lockhart,  Reuben  Harold,  144  Golden  Hill 

1937  Lynch,  Hubbard,  881  Lafayette 

1887  Lynch,  John  Charles,  826  Myrtle  Ave. 

1904  Lynch,  Robert  Joseph,  144  Golden  Hill 

1944  Lyon,  Grover  Arthur,  2009  North  Ave. 

1932  Adarglis,  Ben,  171  Harrison 

1941  *Martin,  Raymond  Alfred,  654  Clinton  Ave. 

1942  *Massey,  Daniel  Ad.,  1025  Noble  Ave. 

1922  Adaxwell,  John  Alphonsus,  919  Stratford  Ave. 

1938  AdcLean,  Thomas  Smith,  Jr.,  1403  Boston  Ave. 

1923  AdcManus,  James  Patrick,  1390  East  Adain 

1913  AdcQueeney,  Andrew  Michael,  1315  Noble  Ave. 

1931  Adeyer,  Fritz  Adartin,  144  Golden  Hill 
1892  Adiles,  Henry  Shillingford,  144  Golden  Hill 

1942  *Aditchell,  Gerald  Vincent,  Remington  Arms  Co.,  Inc. 

1940  *Monahan,  David  Tuite,  144  Golden  Hill 

1932  Adooney,  Sydney,  1116  Stratford  Ave. 

1936  Adurray,  William  J.  C.,  784  Noble  Ave. 

1938  Nespeco,  James  V.,  3163  Adain 

1901  Nettleton,  Irving  La  Field,  775  AVashington  Ave. 

1919  Neumann,  Harry  Aaron,  588  State 

1937  Newton,  Louis,  881  Lafayette 

1925  Nichols,  Charles  Williams,  1221  Stratford  Ave. 

1920  Nickum,  John  Stanley,  144  Golden  Hill 

1936  Nolan,  John  Francis,  1260  East  Adain 

1926  Oberg,  Frank  Thorwald,  General  Electric  Co. 

1941  O’Connell,  John  Gabriel,  1950  Park  Ave. 

1943  O’Neill,  John  Joseph  1468  Stratford  Ave. 

1944  Oros,  Louis  Michael,  1005  State 

1940  *Panettieri,  Andrew  Joseph,  3084  Adain 

1942  Parker,  Ralph  Layton,  67  Sedgewick 

1921  Parmelee,  Berkley  Adelvin,  144  Golden  Hill 

1937  Pascal,  Thomas  }.,  1560  Noble  Ave. 

1944  Pasquariello,  Domenico  William,  2969  Adain 
1909  Patterson,  Daniel  Cleveland,  881  Lafayette 
1930  Pileggi,  Peter,  743  Washington  Ave. 

1935  Plukas,  Joseph  Adartin,  339  South  Ave. 

1942  *Popkin,  Michael  Sherman,  3223  Adain 

1941  Pratt,  George  Kenneth,  881  Lafayette 

1 93 3 *Quatrano,  Joseph  Charles,  833  Fairfield  Ave. 

1916  Quinn,  John  Francis,  144  Golden  Hill 

1941  Quinn,  Katherine  Sarah,  2970  North  Main 
1916  Reich,  Upton  Sharetts,  2095  Adain 

1940  *Reiter,  Benjamin  Reynolds,  144  Golden  Hill 

1942  Resnik,  Harry,  881  Lafayette 

1938  *Ribner,  Harold,  881  Lafayette 

1918  Roberts,  Edward  Russell,  144  Golden  Hill 
1913  Roche,  Thomas  Joseph,  1815  Noble  Ave. 

1936  Rockwell,  Alice  Elizabeth,  1775  Noble  Ave. 

1944  Rosenberg,  Hans  August,  2646  North  Ave. 

1942  Scalzi,  Leonard  Conrad,  932  East  Main 

1943  Sciortino,  Michael  Vincent,  2072  North  Ave. 

1928  Sekerak,  Arthur  Joseph,  408  Barnum  Ave. 

1938  Sekerak,  Raymond  Andrew,  1400  East  Adain 
1938  Sekerak,  Richard  John,  938  East  Adain 

1938  *Shea,  Cornelius  Joseph,  1153  Park  Ave. 

1913  Shea,  John  Francis,  144  Golden  Hill 


1937  Shea,  Richard  O’Brien,  835  Washington  Ave. 

1903  Smith,  Edward  Dorland,  881  Lafayette 

1935  Smith,  Joseph  Jacob,  1280  Stratfield  Rd. 

1919  Smith,  Stanton  Reinhart,  144  Golden  Hill 

1913  Smykowski,  Bronislaw  Louis,  405  Barnum  Ave. 

1930  *SolIosy,  Alexander,  645  Bostwick  Ave. 

1941  Spinelli,  Nicholas  Victor,  1285  Noble  Ave. 

1909  Sprague,  Charles  Harry,  29  Hanover 

1935  *Strayer,  Luther  Milton,  Jr.,  955  Main 

1940  Tarasovic,  Thomas  Joseph,  Churchill  Rd.,  R.  F.  D.  3 

1920  Taylor,  Clifton  Clark,  881  Lafayette 

1938  Ter  Kuile,  Roger  Couvelle,  881  Lafayette 

1925  Folk,  Nathan  Robert,  558  Clinton  Ave. 

1942  Trautman,  Edwin  Frederick,  5385  Main 
1929  Turchik,  Frank,  1831  Barnum  Ave. 

1941  I utles,  Alexander  James,  2255  Main 

1943  Unger,  Adilton,  1025  Central  Ave. 

1932  *Uvitsky,  Irving  Harry,  31m  Adain 
1941  Vioni,  R.  Edward,  842  North  Ave. 

1923  Walsh,  James  Francis,  583  Noble  Ave. 

J942  * Ward,  James  P.,  1657  Stratford  Ave. 

1903  Warner,  George  Howell,  144  Golden  Hill 
1920  Watts,  Joseph  Francis,  881  Lafayette 

1913  Weadon,  AVilliam  Lee,  144  Golden  Hill 

1934  Wehger,  Roland  Theodore,  144  Golden  Hill 
1922  Weise,  Ellwood  Carl,  144  Golden  Hill 

1914  AVeldon,  Edwin  Bernard,  144  Golden  Hill 

1936  Yeager,  Charles  Frederick,  2139  East  Main 

1935  *Zaur,  Israel  Sidney,  881  Lafayette 
1 943  Zsiga,  Elmo  Douglas,  303  Clinton 

DANBURY 

1929  *Amos,  Isadore  Louis,  8 West 

1929  Booth,  John  Dibble,  173  Adain 

1941  Brochu,  Eugene  Dalva,  229  Main 
1902  Bronson,  William  Thaddeus,  41  West 

1942  *DeKlyn,  Ward  B.,  5 Wooster  Heights 

1928  Delohery,  Cornelius  Leo,  215  Adain 
1935  Driscoll,  Jerome  James,  206  Main 

1937  * Eckert,  George  Robert,  394  Adain 

1931  * Gaffney,  John  James,  179  Main 

1931  Genovese,  Frank  Thomas,  172  White 

1938  Genovese,  Serafino,  390  Main 

1930  Gibson,  Donald  Farnham,  75  West 

1929  *Goldys,  Frank  Max,  209  Adain 
1897  Gordon,  William  Francis,  26  West 

1940  Howard,  Leonard  Arnold,  87  West 
1912  Adoore,  Howard  Delano,  Box  386 

1912  Mullins,  Samuel  Frederick,  116  Adain 
1937  Murphy,  James  Joseph,  147  Adain 

1939  Murray,  Thomas  Oscar,  145  Deer  Hill  Ave. 

1937  *Rogol,  Louis,  85  West 

1926  Selleck,  Nathaniel  Benedict,  215  Main 

1913  Smith,  Arthur  Charles,  246  Adain 

1934  ' Smith,  Stephen  Munro,  R.  F.  D.  3^3,  Candlewood  Isle 

1920  Stahl,  AVilliam  Martin,  343  Main 

1907  Sunderland,  Paul  Ulysses,  160  Deer  Hill  Ave. 

1929  Sunderland,  William  Alexander,  158  Deer  Hill  Ave. 

1932  Tomaino,  Felix  Francis,  8 West 

DARIEN 

!944  Huntington,  Frederic  Sargent,  Adiddlesex  and  Hollow 
Tree  Ridge  Rd. 

1941  y Moore,  Gilbert  Emerson,  162  Post  Rd. 

1940  Ross,  Allan  Maxwell,  188  Post  Rd. 

1943  Soley,  Paul  J.,  West  Norwalk  Rd. 

1 938  Van  Tassel,  Walter,  194  Post  Rd. 
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FAIRFIELD 

1944  Barker,  Daniel  C.,  133  Reef  Rd. 

1939  *Biehn,  Donald  M.  Frick,  133  Reef  Rd. 

1928  Biehn,  Sidney  Lister,  22  Reef  Rd. 

1938  Fulstow,  Marjorie,  1275  Post  Rd. 

1940  *Little,  Mervyn  Henry,  970  Old  Post  Rd. 

1932  *Pitock,  Morris  Philip,  570  Post  Rd. 

SOUTHPORT 

1938  # Mathews,  Frank  Pelleutreau,  Main 

GREENS  FARMS 

1942  Paul,  Francis,  Box  31 

GREENWICH 

1940  Adams,  Mary,  40  West  Elm 

1935  Amoss,  Harold  Lindsey,  21  Field  Point  Rd. 

1939  * Anderson,  Clifton  Winthrop,  116  East  Elm 

1938  *Carter,  Gray,  29  Hillside  Ave. 

1943  Claps,  Ludovic  Vincent,  161  Mason 
1904  Clarke,  John  Alexander,  92  Mason 

1933  Close,  John  Frederick,  66  Millbank  Ave. 

1944  *Davol,  Rector  Thomson,  195  Lake  Ave. 

1937  Gates,  Aaron  Billings,  305  Millbank  Ave. 

1937  Hawthorne,  Julian,  Greenwich  Towers 

1934  Hitchcock,  Freeman  St.  Clair,  275  North  Maple  Ave. 
1944  Ivelemen,  Jeno,  Municipal  Hospital 

1927  Knapp,  Charles  Stanley,  18  Field  Point  Rd. 

1918  Knapp,  Charles  Whittemore,  43  Maple  Ave. 

1916  Knowlton,  Donald  Jerome,  36  Mason 

1940  Larimore,  Louise  D.,  100  Lake  Ave. 

1933  Lockwood,  Jane,  271  Lake  Ave. 

1932  McCreery,  John  Alexander,  43  Maple  Ave. 

1944  *Morrissett,  Leslie  E.,  Stanwich  Rd. 

1924  O’Donnell,  Thomas  James,  224  Milbank 

1939  * Reynolds,  Whitman  Mead,  53  Adason 

1935  *Rogers,  Robert  Page,  111  North 

1938  *Serrell,  Howard  P.,  43  Maple  Ave. 

1940  Shaw,  Lillian  Eloise,  Ituri  Towers 
1943  Squier,  Raymond  R.,  40  West  Elm 
1937  *Thompson,  Sidney  Attilio,  161  Adason 
1940  Tiebout,  Harry  Morgan,  Blythewood 

1934  *Tinkess,  Donald  Ewing,  Ituri  Towers 

1939  *Tunick,  George  L.,  193  Adason 

1933  Vickers,  James  Leonard,  40  West  Elm 

1942  *Weber,  Frederick  Clarence,  Jr.,  40  West  Elm 

Cos  Cob 

1940  * Ayres,  Payson  Bryan,  10  Old  Post  Rd. 

1912  Bergin,  Thomas  Joseph,  2 Adead  Ave. 

1940  Bria,  William  Francis,  525  East  Putnam  Ave. 

1942  Halloran,  James  Vincent,  18  Suburban  Ave. 

Old  Greenwich 

1926  Kaprielian,  Haigazoon  Kruger,  312  South  Beach  Ave. 

1936  *Kelly,  James  Colman  Francis,  282  Sound  Beach  Ave. 
1939  Read,  Francis  Arnold,  292  Sound  Beach  Ave. 

1929  Shermak,  Joseph  V.,  13  Arcadia  Rd. 

MONROE 
Stepney  Depot 
1912  Wales,  Francis  Joseph 

NEW  CANAAN 

1937  * Abrahams,  Meyer,  191  South 
1942  * Bradley,  Edwin  Tremain,  28  Elm 

1933  Bucciarelli,  John  Anthony,  93  East  Ave. 

1939  Cammann,  Oswald  DeNormandie,  80  South  Ave. 


1941  Cody,  Thomas  Patrick,  222  South  Main 

1938  DuBois,  Franklin  Smith,  Silver  Hill 

1939  *Frothingham,  John  Gerrish,  149  South  Main 

1941  *Hebard,  George  Whiting,  28  Elm 
1935  Ludlow,  George  Craig,  8 Oenoke  Ave. 

1939  Mcllroy,  Patrick  Thomas,  25  Church 

1942  * Robison,  Roy  Calvin,  245  South  Adain 
1938  Selinger,  Jerome,  Elm 

1935  Terhune,  William  Barclay,  Silver  Hill 

1941  *Twachtman,  Eric,  201  Park 

1931  Wadsworth,  Ruth  Flanigen,  Smith  Ridge 

NEWTOWN 

1934  Clow,  Henry  Leon,  Fairfield  State  Hospital 

1927  Desmond,  Waldo  Fairfield,  Adain 

1937  Egee,  J.  Benton 

1941  *Friedman,  Samuel,  Fairfield  State  Hospital 

1940  *Green,  William  Frederick,  Fairfield  State  Hospital 

1935  Grout,  Stillman  Proctor,  Fairfield  State  Hospital 
1944  Harris,  H.  Patterson,  Jr.,  Fairfield  State  Hospital 

1941  ^Kennedy,  Robert  Edward,  Fairfield  State  Hospital 

1936  *Moore,  Clifford  Douglas,  Fairfield  State  Hospital 

1941  Oltman,  Jane  Elizabeth,  Fairfield  State  Hospital 

1943  Robey,  Nathaniel  C.,  Fairfield  State  Hospital 

NORWALK 

1933  #Chipm^n,  Sidney  Shaw,  520  West  Ave. 

1937  ^Diamond,  Edward  H.,  154  East  Ave. 

1940  Fitzpatrick,  Wesley  Fenton,  85  East  Ave. 

1938  Gorham,  Grace  Viola,  64  Wall 

1915  Kellogg,  Henry  Kirke  White,  725  West  Ave. 

1930  Miller,  John,  71 1 West  Ave.,  and  63  North  St., 
Greenwich 

1938  Northrop,  Robert  Arthur,  64  Wall 
1938  Padula,  Ralph  Domenick,  84  West  Ave. 

1929  #Patterson,  Frederick  Arthur,  520  West  Ave. 

1938  Perdue,  Robert  E.,  625  West  Ave. 

1930  Perkins,  Charles  Winfield,  520  West  Ave. 

1920  Perry,  Mabelle  Jeane,  676  West  Ave. 

1938  Piasecki,  Joseph  L.,  520  West  Ave. 

1939  *Scanlon,  John  Joseph  276  West  Ave. 

1928  Scanlon,  Thomas  Francis,  394  West  Ave. 

1929  Tracey,  Edward  John,  637  West  Ave. 

1890  Tracey,  William  Joseph,  637  West  Ave. 

1920  Tracey,  William  Wallace,  637  West  Ave. 

1942  Upham,  Charles  E.  H.,  Toilsome  Ave. 

1938  Vollmer,  John  William,  654  West  Ave. 

1934  ^Wallace,  Victor  George  Henry,  463  West  Ave.  and 

1 Atlantic  St.,  Stamford 
1938  * Weinstein,  Nathan,  463  West  Ave. 

1943  Willis,  Thayer,  Bettswood  Rd. 

1942  *Yohn,  Albert  Klamroth,  502  West  Ave. 

South  Norwalk 

1936  Beck,  Eugene  Cornelius,  75  South  Adain 
1918  Bradley,  Theron  Robert,  9 Washington 

1941  Cody,  George  Richard,  61  South  Adain 
1938  Corridon,  James  Donald,  47  Seaview  Ave. 

1943  *Davis,  James  Sumner,  2 Gibson  Court 

1922  Fawcett,  George  Gifford,  8 Washington 
1941  Flanagan,  Edwin  Daniel,  141  West  Ave. 

1938  Giuliano,  Louis  Augustine,  84  West  Ave. 

1941  Green,  H.  Howard,  75  South  Adain 

1940  Heafey,  John  Robert,  84  AVest  Ave. 

1938  Hunkemeir,  Edna,  75  South  Adain 

1941  *McAdahon,  John  David,  3 Washington 

1923  AdcMahon,  William  Henry,  Jr.,  13  Washington 
1938  Paris,  Adarcus,  34  AVest  Ave. 
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1941  Rosenthal,  Isidor,  72  South  Main 

1941  Shain,  Joseph  H.,  76  South  Main 

1896  Sherer,  Henry  Clifford,  1 Washington 

1931  Simon,  Louis  Goodwin,  59  South  Main  « 

1943  Steinberger,  Lazslo,  96  South  Main 
1937  Stietzel,  Eric  Ernst,  19  Franklin 
1939  Zweben,  Albert,  74  South  Main 

REDDING 

1941  Grevatt,  Kenneth  Lloyd 

RIDGEFIELD 

1937  Bell,  Joseph  Sloane,  54  Main 

1944  Inkster,  James  Henry,  153  Main 

1927  Woodford,  Francis  Bowditch,  62  Main 

SHELTON 

1939  Edson,  Ralph  Howard,  77  Oak  Ave. 

1917  Finn,  Edward  James,  452  Howe  Ave. 

1930  Gaetz,  Thomas  Harold,  Laurel  Heights 
1937  Howlett,  Kirby  Smith,  Jr.,  Laurel  Heights 

1925  Lynch,  Edward  James,  Laurel  Heights 
1941  *Pagliaro,  Joseph  John,  476  Howe  Ave. 

1895  Randall,  William  Sherman,  241  Coram  Ave. 

1941  Reid,  Lee  Rhodes,  Laurel  Heights 

STAAdFORD 

1937  *Aldwin,  Francis  Joseph,  295  Atlantic 

1936  *Bannon,  Frederick  Michael,  65  South 

1907  Barnes,  Frank  Haslehurst,  Dr.  Barnes  Sanitarium 

1927  Bissell,  Addison  Hayes,  65  South 
1944  Blass,  Gustaf,  Stamford  Hall 

1926  Bowman,  Stuart  Howard,  65  South 

1928  Brown,  Paul  Hemingway,  52  South 
1935  Carpenter,  Robert  Morse,  636  Summer 

1937  Carwin,  Joseph  Lucian,  Jr.,  115  West  Main 
1944  Cassone,  Rocco,  308  Atlantic 

1940  Cognetta,  James  John,  366  Atlantic 

1942  Colmers,  Rudolph  Albert,  295  Atlantic 
1940  * Connolly,  Joseph  Patrick,  79  Warren 
1937  Costanzo,  James  Joseph,  300  Alain 

1940  *Crane,  James  Everett,  50  Glenbrook  Rd. 

1909  Crane,  Ralph  William,  50  Glenbrook  Rd. 

1937  ^Cunningham,  Robert  D.  M.,  1 Atlantic- 

1934  D’ Andrea,  Frank  Henry,  29  South 

1938  *Dean,  Stanley  Rochelle,  31  Third 
1909  Dichter,  Charles  Levi,  33  Forest 

1935  *Dichter,  Irving  Samuel,  252  AVest  Broad 
1937  *Dorion,  Robinson  Harry,  610  Summer 

1933  Fincke,  Charles  Louis,  1 Atlantic 
1937  Fine,  Barnet,  70  Grove 

1936  Wine,  Joseph,  96  Alain 

1931  Fiske,  Madeline,  77  Bedford 

1934  Friedberg,  Solomon,  671  Bedford 
1931  Gandy,  Raymond  Alfred,  65  South 
1913  Gandy,  Raymond  Reeves,  63  South 
1931  Giles,  Newell  Walton,  1 Atlantic 

1941  *Grady,  Joseph  Francis,  65  South 

1929  *Hamilton,  John  Stewart  Marshall,  88  South 

1937  Flarrison,  Francis  Murphy,  512  Atlantic 

1908  Harrison,  John  Francis,  512  Atlantic 

1916  Henderson,  Alfred  Collard,  55  Glenbrook  Rd. 

1935  *Henderson,  Jean,  25  Bedford 

1930  *Hertzberg,  Reinhold  Frederick,  126  Woodside  Village 
1937  *Hopper,  Edward  Bernard,  58  South 

1937  *Hymovich,  Leo,  74  Park  PI. 

1944  *Jaiven,  Saul  Joseph,  74  West  Park  PI. 


1929  Keddy,  Russell  Alfred,  Stamford  Hospital 

1938  Kezel,  Albert  Patrick  C.,  449  Atlantic 

1939  *Koffler,  Arthur,  71  River 

1934  Malloy,  Edward  Francis,  65  South 

1933  AdcFarland,  Frederick  William,  65  South 

1928  McGourty,  Andrew  Frederick,  7 Glenbrook  Rd. 

1935  AlcGourty,  David  Philip,  70  Strawberry  Hill 
1924  AdcMahon,  Francis  Cash,  62  Suburban  Ave. 

1930  Meschter,  Eugene  Funk,  200  Henry 
1938  *Murphy,  Charles  Anthony,  65  South 

1931  Murray,  Henry  Joseph,  53  South 

1940  Nemoitin,  Bernard  Oscar,  96  Adain 

1 9 1 1 Nemoitin,  Jacob,  96  Adain 

1928  Paul,  Voyle  Abrams,  65  South 
1938  * Rawls,  Edward  Cotton,  1 Atlantic 

1929  Resnik,  William  Harry,  65  South 

1936  *Rose,  Samuel  Allison,  25  Bedford 

1937  Rowell,  Edward  Everett,  104  South 
1943  Ryder,  Clifford  Fuller,  77  Bedford 

1929  Rvnard,  William  Adorvel  Wesley,  29  South 

1932  * Schmidt,  Norman  Louis,  29  Wenzel  Ter. 

1930  *Sette,  Alfred  Joseph,  308  Atlantic 

1938  *Sherman,  Saul  Harvey,  81  Bedford 
1909  Shirk,  Samuel  Martin,  Box  1431 

1941  Smith,  Leo  Michael,  449  Atlantic 
1917  Smith,  William  Earl,  65  South 

1934  *Starrett,  Jay  Ellis,  885  Summer 
1907  Staub,  John  Howard,  100  South 

1931  Stone,  Aderlin  Jones,  76  Glenbrook  Rd.,  also  161 

Mason,  Greenwich 

1920  Stringfield,  Oliver  Linwood,  1416  Bedford 
1940  *Swarts,  William  B.,  1 Atlantic 

1940  *Troy,  William  Daniel,  3 St.  George  Ave. 

1931  Turnley,  William  Henry,  1 Atlantic 

1939  Washburn,  Wendell  James,  65  South,  and  261  Lake 

Ave.,  Greenwich 

1937  AVeaver,  Bruce  Stevens,  P.  O.  Box  223 

Glenbrook 

1942  Cram,  George  Eversleigh,  1 Elm  PI. 

1938  *0’Adeara,  Francis  Patrick,  1 Elm  PI. 

1883  Phillips,  Alfred  Noroton,  Middlesex  Rd. 

Springdale 

1942  *Stankard,  William  Francis,  833  Hope 

STRATFORD 

1938  * Ashcroft,  Allan  Davis,  3585  Main 

1941  *Benton,  Philip  Eglin,  972  East  Broadway 

1943  Crispin,  Maximilian  A.,  Chance  Vought  Aircraft 
1943  Dinan,  Henry  Philip,  3466  Adain 

1938  *Findorak,  Francis  George,  1882  Barnum  Ave. 

1936  *Friedman,  Nathan  Harris,  2336  Adain 
1927  *Haberlin,  Chester  Edward,  2921  Adain 

1924  *Heidger,  Luther  Caldwell,  972  East  Broadway 
1929  Hennessey,  Edward  Henry  Joseph,  2390  Adain 

1939  Levy,  Samuel  Howard,  3007  Main 
1934  Maher,  John  Rodden,  2184  Adain 
1931  Oesau,  Harold  Thomas,  1949  Adain 

1940  *Penner,  Sidney  Lincoln,  2692  Main 

1942  Roberge,  George  Edward,  44  Plymouth 

1937  Strayer,  Estella  Adorton,  Lordship  Rd. 

1942  Thomases,  Saul,  2336  Main 

TRUAdBULL 

Long  Hill 

1912  Smith,  George  Arthur 
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WESTPORT 

1943  *Berne,  Eric  L.,  Westport  Sanitarium 
1930  Ellrich,  David  Lionel,  125  East  State 
1943  *Gerow,  George  H.,  State  St. 

1943  Hart,  J.  Garwood,  44  Church  Lane 

1943  Houze,  Harry  G.,  Westport  Sanitarium 

1941  * Kelsey,  Weston  Maynard,  South  Compo  Rd. 

1934  Adorgan,  William  Oliver,  193  Main 
1937  *Nespor,  Robert  Venzel,  89  Main 
1925  ^Phillips,  Harry  Shaw,  44  East  Church 
1941  Shoup,  Homer  B.,  Jr.,  58  East  State  St. 

1943  Solway,  Reuben  Isaac  H. 

1936  Teuscher,  William  Philip,  18  Compo  Rd. 

WILTON 

1941  Ingram,  Herbert  Duncan,  Cannon  Dale  Rd. 

1939  Knauth,  Marjorie  Strauss,  Drum  Hill  Rd. 

1944  AdcCombs,  A.  Parks,  Hurlbutt 

1942  *Wood,  Horatio  C.,  3rd,  DeForest  Rd. 

OUT  OF  COUNTY 

1939  Brewer,  Francis,  United  Aircraft,  East  Hartford 

1937  #Craighill,  Margaret  D.,  Women’s  Adedical  College  of 

Pennsylvania,  Henry  Ave.  and  Abbottsford  Rd., 
Philadelphia,  Penn. 

1944  Cramer,  Sidney  Leo,  New  Haven  Hospital,  New 
Elaven 

1939  Ireland,  Richard  Milton,  66  Bridge,  New  Adilford 
1939  *Keating,  John  Joseph,  20  South  Adain,  New  Adilford 

1907  Pratt,  Nathan  Tolies,  Old  Saybrook 

1939  *Simses,  John  Peter,  1147  15th  St.,  N.  W.,  Washington, 
D.  C. 

1937  Throckmorton,  Verl  John,  32  Farmstead  Lane,  Farm- 

ington 

1943  *Verstandig,  Charles  Coleman,  Induction  Center,  New 

Haven 

Hartford  County  Association 

President:  D.  C.  Y.  Moore,  689  Main  St.,  South  Manchester 
Vice-President:  Edward  A.  Deming,  715  Asylum  St.,  Hartford 
Secretary-Treasurer:  Christopher  J.  McCormack,  50  Farm- 
ington Ave.,  Hartford 

Councilor:  Arthur  B.  Landry,  50  Farmington  Ave.,  Hartford 
Business  Office:  38  Prospect  St.,  Hartford 

Annual  Meeting,  First  Tuesday  in  April 
Semi-Annual  Meeting,  Fourth  Tuesday  in  October 

AVON 

1941  Farquhar,  Lucille  Reed,  Adain 
1941  *Wiepert,  William  Murray 

BERLIN 

1908  Hodgson,  Thomas  Cady,  Worthington  Ridge 

Kensington 

1938  *Lo  ATtere,  Angelo  Arthur,  528  Farmington 

BLOOMFIELD 

1936  Burgdorf,  Alfred  Louis,  Duncaster  Rd. 

1905  Clifton,  Harry  Coltman,  Simsbury  Rd. 

BRISTOL 

1930  Appell,  Paul  Harry,  227  Adain 

1934  Beatrice,  Alphonse  Anthony,  331  Adain 

1936  *Bird,  Frederick  Stanford,  124  Main 


1932  Borltowski,  Boleslaus  Joseph,  4 School 
1900  Brackett,  Arthur  Stone,  321  Main 

1934  Donohue,  Bartholomew  Francis,  481  North  Main 

1935  Flynn,  William  Henry,  9 North  Main 
1925  Gore,  Adichael  Alvord,  321  Adain 

1937  Hall,  Martin  Irving,  269  North  Main 
1921  Hanrahan,  William  Richard,  209  Center 

1938  *Hudon,  Frederick  Alfred,  321  Main 
1943  #Iannotti,  John  Pasquale,  Bristol  Hospital 

1939  *Labuz,  Eugene  Frank,  342  Main 

1928  LaPlume,  Albert  Antonio,  45  Prospect 
1942  *Littwin,  Ralph  J.,  Bristol  Hospital 

1929  Nestos,  Peter  Alexander,  63  Adain 
1935  *Papa,  John  Smith,  124  Main 
1921  Park,  Paul  Archibald,  133  Alain 

1921  Richardson,  Ralph  Augustus,  4 School 

1922  Robbins,  Benjamin  Bissell,  47  Main 

1935  Siliciano,  Raoul  Andrew  Victorius,  no  South 

1936  Stevenson,  William  Robb,  124  Adain 
1939  Tirella,  Fred  Francis,  249  Main 

1942  A^ogel,  Siegfried,  288  Main 

1909  Whipple,  Benedict  Nolasco,  45  North  Adain 
1934  * Winters,  Hyman  W.,  405  North  Main 
1914  Woodward,  Harold  Burton,  321  Adain 

CANTON 

Collinsville 

1906  Cox,  Ralph  Benjamin 

EAST  HARTFORD 

1931  Brecker,  Francis  Wellington,  27  Wells  Ave. 

1936  Gallivan,  John  Norman,  74  Connecticut  Blvd. 
1927  Goddard,  Harvey  Burton,  970  Adain 

1923  Haylett,  Howard  Bulkeley,  1109  Adain 

1933  Houle,  Raymond  Theodore,  5 Central  Ave. 

1934  Lublin,  Raymond  David,  759  Main 

1937  *AdcCue,  Martin  Patrick,  1429  Main 

1939  *Mirabile,  Thomas  Joseph,  59  Burnside  Ave. 

1916  Onderdonk,  Harrie  Jay,  11  Central  Ave. 

1943  Pharris,  Crit,  United  Aircraft 

1942  Pitegoff,  Charles  Haskell,  1559  Adain 
1942  *Trantolo,  Arthur,  2 Roberts  Court 

EAST  WINDSOR 

Broad  Brook 

1944  Doerr,  William  John 

1923  *Robinson,  Wilfred  John  Thomas,  Main 

AVarehouse  Point 

1937  Adaslak,  Rudolph,  South  Main 

ENFIELD 

Hazardv  ille 

1906  Bridge,  John  Law,  P.  O.  Box  272 
1923  Shepherd,  William  Gordon,  Alain 

T HOMPSONVILLE 
1937  * Bloom,  David  Irving,  134  Pearl 

1937  Dignam,  Bernard  Stephen,  133  Pearl 
1904  Dowd,  Adichael  Joseph,  25  Church 

1932  Fancher,  Henry  Wilson,  1070  Enfield 

1938  *Gourlie,  Howard  Wallace,  53  New  King 
1941  Kucewicz,  William  Joseph,  41  Pearl 

1932  McHugh,  John  Francis,  29  Central 

1916  Simonton,  Frank  Forester,  75  North  Adain 

1917  Vail,  Thornton  Edwin, '124  Adain 

1940  Walenski,  Thaddeus  James,  Adain 
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FARMINGTON 

1933  Bunnell,  Walls  Willard,  Main 
1933  Ellis,  Francis  Duffy,  Jr.,  Elm  Tree  Inn 
1939  * Ewell,  John  Woodruff,  Farmington 
1935  Mac-Lean,  Ethel  Margaret,  High 

GLASTONBURY 

1933  Earle,  Benjamin  Baylis,  2458  Main 

1935  Griswold,  Edwin  Monroe,  28  Ripley  Rd. 

1939  *Raffa,  Joseph,  2638  Main 
1924  Whittles,  Lee  Jay,  2205  Main 

South  Glastonbury 
1908  Ward,  James  W.,  972  Main 

GRANBY 

1923  Pendleton,  Ernest  Raymond 

HARTFORD 

1942  * Allen,  George  Francis,  179  Allyn 
1944  Allen,  Mary  Mazner,  179  Allyn 

1927  Allen,  Wilmar  Mason,  20  South  Hudson 

1935  Angus,  Leslie  Robert,  200  Retreat  Ave. 

1927  Antupit,  Louis,  242  Trumbull 

1936  *Apter,  Harry,  1453  Main 

1932  Arons,  Milton  Robert,  750  Main 
1904  Backus,  Harold  Simeon,  99  Pratt 

1934  Bailey,  Harry,  242  Trumbull 
1913  Bailey,  Neil  Herbert,  550  Main 
1923  Bancroft,  Harold  Arthur,  179  Allyn 

1940  Barker,  Norman  J.,  55  Elm 

1943  Barton,  Preston  Nichols,  17  Van  Dyke  Ave. 

1933  *Bausch,  Carl  Philipp,  36  Pearl 

1886  Beach,  Charles  Coifing,  54  Woodland 
1907  Beach,  Charles  Thomas,  50  Farmington  Ave. 

1929  Beatman,  Israel,  242  Trumbull 

1944  Beebe,  John  Taylor,  20  South  Hudson 
1923  Bestor,  Eugene  Leonard,  36  Pearl 

1941  *Bick,  John  William,  Jr.,  200  Retreat  Ave. 

1926  *Bidgood,  Charles  Young,  179  Allyn 

1936  *Bingham,  Charles  Tiffany,  576  Farmington  Ave. 

1913  Biram,  James  Harrington,  c/o  Colt’s  Patent  Fire  Arms 
Affg.  Company,  17  Van  Dyke  Ave. 

1938  *Birge,  Henry  L.,  179  Allyn 

1907  Blair,  Edward  Holden,  43  Farmington  Ave. 

1941  *Bobrow,  Aaron,  242  Trumbull 

1897  Botsford,  Charles  Porter,  219  Collins 

1942  *Brackin,  John  Tudor,  Jr.,  179  Allyn 

1941  Brandon,  Kenneth  Francis,  151  Farmington  Ave. 

1916  Branon,  Anthony  William,  179  Allyn 

1912  Bray  ton,  Howard  Wheaton,  179  Allyn 

1939  Brennan,  Edward  L.,  200  Retreat  Ave. 

1931  Brewer,  Timothy  Francis,  50  Farmington  Ave. 

1943  Browne,  Florence  A.,  550  Main 

1942  Bruskin,  Chaim  Elias,  1840  Park 

1929  *Buck,  Burdette  Jay,  50  Farmington  Ave. 

1931  Buckley,  Richard  Cotter,  683  Asylum  Ave. 

1932  Burlingame,  Clarence  Charles,  200  Retreat  Ave. 

1937  Burns,  Maudie  Marie,  165  Capitol  Ave. 

1928  Butler,  Nicholas  George,  50  Farmington  Ave. 

1930  Byrne,  David  Walter,  179  Allyn 
1942  Cabaniss,  Joseph  Turner,  700  Afain 

1934  Cappiello,  Silvestro,  97  Vine 

1933  Carey,  Thomas  Cornelius,  50  Farmington  Ave. 

1931  Carniglia,  Ettore  Francis,  50  Farmington  Ave. 

1929  Carroll,  James  Edward,  220  Farmington  Ave. 

1915  Carter,  Earl  Buell,  99  Pratt 

1930  Caulfield,  Ernest  Joseph,  683  Asylum  Ave. 

1933  *Cenci,  Vincent  Peter,  242  Trumbull 


1940  Clancy,  John  James,  179  Allyn 

1935  Clarke,  Ralph  deBallard,  Cedarcrest 
1922  Clason,  Freeman  Pell,  179  Allyn 

1937  Clifford,  Afartha  Louise,  165  Capitol  Ave. 

1931  Climan,  A'lax,  242  Trumbull 

1928  Cogan,  George  Eugene,  50  Farmington  Ave. 

1940  *Cogland,  John  Lee,  550  Afain 

1913  Cogswell,  Eliot  Sanborn,  179  Allyn 

1936  Cogswell,  Lawrence  Perley,  Underwood  Elliot  Fisher 

Co. 

1938  *Cohn,  Samuel  Hills,  235  Cornwall 

1935  Connor,  Joseph  Joyce,  750  Afain 

1933  Corcoran,  Michael  Anthony,  689  Asylum  Ave. 

1913  Costello,  Henry  Nicholas,  134  Beacon 

1924  Couch,  Arthur  Rockwell,  95  Farmington  Ave. 

1921  Cragin,  Donald  Brett,  151  Farmington  Ave. 

1933  *Crosby,  Edward  Harding,  50  Farmington  Ave. 

1941  * Cullen,  James  Rescott,  50  Farmington  Ave. 

1936  Cunningham,  James  Aforrow,  165  Capitol  Ave. 

1938  *Curtis,  Burr  Harding,  4 Atwood 

1914  Daly,  Charles  William,  750  Afain 

1935  Daly,  William  Patrick,  342  Edgewood 

1929  Davenport,  Anna  Keith  Prentiss,  50  Wethersfield  Ave. 

1922  Davis,  James  Edward,  16  Sunny  Reach  Dr. 

1932  Dawson,  Lionel  Montrose,  700  Afain 
1909  DeBonis,  Domencio  A.,  183  Westland 
1914  Deming,  Clinton  Demas,  179  Allyn 

1914  Deming,  Edward  Adams,  715  Asylum  Ave. 

1931  *DePasquale  Francis  Lawrence,  380  Campfield  Ave. 

1937  *DePasquale,  John  Anthony,  381  West  Preston 

1934  DeA/’ito,  Michael  Joseph,  525  Afain 

1930  Dignam,  Edward  Anthony,  750  Afain 
1921  Dinsmore,  William  Wirt,  700  Afain 

1931  *Dion,  Asa  Joseph,  207  Washington 

1939  *Dodd,  Burwell,  689  Asylum 
1934  Donner,  Samuel,  99  Pratt 

1938  Donovan,  William  Francis,  47  Main 

1937  #Duffy,  Leo  Thomas,  18  Chaplin  PI. 

1942  Duksa,  AValter  Joseph,  535  Afain 

1923  Dunne,  Richard  Edwin,  30  Farmington  Ave. 

1938  *Durkee,  Ralph  Everett,  Jr.,  179  Allyn 
1916  Dwyer,  William,  18  Asylum 

1942  Edson,  Reginald  Campbell,  165  Capitol  Ave. 

1927  Elliot,  K.  Gregory,  631  Park 

1943  Ellis,  Lyle  Gaffney,  700  Afain 

1937  Ellison,  Frederick  Speirs,  50  Farmington  Ave. 

1895  Elmer,  Edward  Oliver,  1731  Park 
1914  Emmett,  Francis  Arthur,  410  Asylum 

1933  Farland,  Afictor  Louis,  54  Pratt 
1919  Fay,  William  James,  179  Allyn 

1941  *Feeney,  Thomas  Michael,  61  Evergreen  Ave. 

1929  Felty,  Augustus  R.,  50  Farmington  Ave. 

1942  Finesilver,  Edward  Afax,  410  Asylum 

1934  Finley,  George  Clark,  50  Farmington  Ave. 

1913  Flaherty.  Claude  Vincent,  50  Farmington  Ave. 

1943  Fleish,  Milton  Art,  2 Holcomb 

1943  Fox,  George  Francis,  27  Allendale  Rd. 

1931  Friery,  Clarence  Afilton,  no  Greenfield 

1943  Fritz,  John,  656  Park 

1919  Furniss,  Henry  AVatson,  1337  Afain 

1927  Gaberman,  David,  179  Allyn 

1937  Galinsky,  David,  780  AAAthersfield  Ave. 

1921  Garland,  Robert  Bernard,  689  Asylum  Ave. 

1941  Gibson,  Forrest  Davis,  50  Farmington  Ave. 

1898  Gill,  Afichael  Henry,  36  Pearl 

1941  *Gillespie,  Harry,  983  Afain 

1922  Gills,  William  Lee,  179  Allyn 

1934  Giorgio,  Nicholas  Anthony,  61  Edwards 
1937  Giuliano,  Sebastian,  468  Franklin  Ave. 
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1935  Glass,  George  Courtenay,  576  Farmington  Ave. 

1943  Glass,  William  Henry,  11  Asylum 

1934  Glaubman,  Henry  Mitchell,  20  Lenox 

1927  Goff,  Charles  Weer,  30  Farmington  Ave. 

1936  Gold,  Louis  Henry,  184  North  Beacon 
1930  Goldenberg,  Jacob  Joseph,  832  Albany  Ave. 

1933  *Goodell,  Robert  Alvan,  79  Elm 

1900  Goodrich,  Charles  Augustus,  5 Haynes 

1919  Gosselin,  George  Adelor,  50  Farmington  Ave. 

1935  Gould,  Adax  Adartin,  434  Main 

1923  Grau,  Leroy  Charles,  700  Adain 

1938  Gray,  Harry  Joshua,  750  Main 

1924  Griswold,  Matthew  Hammond,  165  Capitol  Ave. 
1941  Grossman,  Walter,  242  Trumbull 

1921  Grosvenor,  Frank  Livingston,  700  Adain 
1941  *Gudger,  James  Roby,  140  Garden 

1930  Hall,  Llewellyn,  79  Elm 

1939  *Hall,  Wendell  Charles,  179  Allyn 
iq?8  *Harris,  Louis  David,  242  Trumbull 

1936  Harvey,  Daniel  Foster,  218  North  Beacon 

1930  Hastings,  Louis  Pease,  114  Woodland 
1941  #Hayman,  Adax,  200  Retreat  Ave. 

1931  Hennessy,  James  Joseph,  50  Farmington  Ave. 

1907  Hepburn,  Thomas  Norval,  179  Allyn 

1940  *Heublein,  Gilbert  Whipple,  179  Allyn 

1930  Heyman,  Joseph,  650  Main 

1941  Hickcox,  Curtis  Bronson,  20  South  Hudson 

1934  Hirschfeld,  Otto  Max,  1037  Albany  Ave. 

1931  Hirshberg,  Manuel  Shelton,  135  Blue  Hills  Ave. 

1925  Hoffman,  Charles  Curtis,  700  Adain 
1924  Hogan,  Walter  Louis,  750  Adain 

1929  Holt,  Kerchival  Rogers,  50  Farmington  Ave. 

1930  Holtz,  Raymond  Sidney,  242  Trumbull 

1935  * Hough,  Perry  Tyler,  178  Beacon 

1922  Howe,  Glover  Elbridge,  576  Farmington  Ave. 

1936  *Hurwitz,  George  Hillel,  75  Pearl 

1920  Hurwitz,  Herman  Adax,  75  Pearl 

1917  Hutchison,  James  Elder,  125  Trumbull 

1937  *Irving,  James  Grant,  151  Farmington  Ave. 

1939  Jackson,  Allen  Francis,  2137  Adain 

1934  *James,  Lewis  Paul,  68  Pratt 

1941  *January,  Derick  Algernon,  111  Gillett 

1942  January,  Mildred  Hartshorn,  in  Gillett 
1912  Jarvis,  Henry  Gildersleeve,  179  Allyn 

1940  *Jenovese,  Joseph  Francis,  280  Collins 

1941  Johnson,  Paul,  179  Allyn 

1930  Jones,  Frank  Stafford,  179  Allyn 

1928  Kalin,  Jacob  Isaac,  725  Asylum  Ave. 

1933  Kardvs,  John  Albert,  487  Adain 

1935  Karotkin,  Robert  Harold,  816  Albany  Ave. 

1935  Kaschmann,  Joseph,  42  Asylum 

1937  Katz,  Dewey,  99  Pratt 

1924  Katz,  Henry,  750  Main 

1941  Katzman,  Samuel  Sidney,  n Asylum 

1926  Keefe,  George  Gregory,  30  Sisson  Ave. 

1934  Keefe,  Raymond  Starkey,  272  Franklin  Ave. 

1934  * Keefe,  Walter  Joseph.  30  Sisson  Ave. 

1908  Keith,  Albert  Russell,  50  Farmington  Ave. 

1920  Kellv.  Claude  Currie,  179  Allvn 

19m  Kendall,  Ralph  Emerson,  20  South  Hudson 

1927  Kilbourn,  Austin,  1039  Asylum  Ave. 

1920  Kilbourn,  Joseph  Birney,  36  Pearl 

1906  Kingsbury,  Isaac  William,  123  Trumbull 

1932  Klein,  Abraham  Arthur,  309  Farmington  Ave. 

1925  Knowlton.  Millard,  165  Capitol  Ave. 

1944  Krall,  Irving  Hadley,  99  Pratt 
1930  Kunkel,  Frederick  Earle,  179  Allyn 

1941  Lamoureux,  Eugene  Edward  165  Capitol  Ave. 

1901  Lampson,  Edward  Rutledge,  175  North  Beacon 


1938  * Lampson,  Rutledge  Starr,  179  Allyn 

1913  Landry,  Arthur  Bernard,  50  Farmington  Ave. 

1926  Landry,  Benedict  Bernard,  50  Farmington  Ave. 

1940  *Lankin,  Joseph  John,  525  Main 

1943  *Lapenta,  Rocco  George,  1307  Albany  Ave. 

1929  Larrabee,  John  Whitfield,  650  Adain 

1942  Lenehan,  John  Richard,  683  Asylum  Ave. 

1938  Leonard,  John  Charles,  20  South  Hudson 

1933  Levin,  Albert  Eliot,  242  Trumbull 

1942  Levin,  Charles  Alec,  854  Asylum  Ave. 

1935  Levine,  Sinclair  Sirncha,  54  Church 

1936  Lewis,  Samuel  Donald,  1168  Albany  Ave. 

1937  Lischner,  Adoses  David,  75  Pearl 

1934  Little,  Milton  Frederick,  49  Pearl 

1915  Locke,  Harry  Leslie  Franklin,  179  Allyn 

1941  *Lowell,  William  Holbrook,  Jr.,  580  Asylum 
1923  Luby,  Thomas  John,  410  Asylum 

1913  Adadden,  Leon  Irving,  50  Farmington  Ave. 

1919  Adaislen,  Samuel,  2138  Adain 

1931  Mancoll,  Adorris  Adax,  242  Trumbull 

1943  Adarinaro,  Nicholas  Anthony,  Cedarcrest 

1932  Marranzini,  Samuel,  763  Albany  Ave. 

1930  McClellan,  Wilbert  Ernest,  75  Pearl 
1898  AdeCook,  John  Butler,  390  Main 

1936  AdcCormack,  Christopher  Joseph,  50  Farmington  Ave. 

1938  *AlcCrann,  Donald  Joseph,  50  Farmington  Ave. 

1934  AIcDermott,  John  Francis,  750  Adain 

1933  AdcGrath,  John  Francis,  663  Maple  Ave. 

1934  AdcLean,  John  Joseph,  650  Main 

1932  *McLellan,  Philip  Garretson,  683  Asylum  Ave. 

1935  *AdcNulty,  Terence  Francis,  21  Sisson  Ave. 

1907  AdcPartland,  Patrick  Farrell,  410  Asylum 

1916  AdcPherson,  Sidney  Horace,  4 Atwood 

1933  *Middlebrook,  Louis  Francis,  Jr.,  689  Asylum  Ave. 
1916  Miller,  James  Raglan,  179  Allyn 

1933  Adirabile,  Charles  Samuel,  179  Allyn 

1938  *Montano,  Charles  Carl,  525  Adain 

1937  *Adontano,  Rocco  Anthony,  242  Trumbull 
1909  Adorrissey,  Adichael  Joseph,  18  Asylum 

1929  Adorse,  Lyman  Rogers,  Cedarcrest 

1939  *Adoxness,  Bennie  Arthur,  165  Capitol  Ave. 

1927  Adoylan,  Thomas  Patrick,  50  Farmington  Ave. 

1930  Adoyle,  Henry  Brown,  79  Farmington  Ave. 

1942  *Mulville,  Adaurice  Francis,  214  Franklin  Ave. 

1935  *Murphy,  Thomas  Francis,  619  Park 
1897  Naylor,  James  Henry,  1 Adain 

1038  *Neidlinger,  William  James,  576  Farmington  Ave. 

1942  * O’Brien,  Henry  Rust,  165  Capitol  Ave. 

1923  O’Connell,  John  Francis,  865  Park 

1928  O’Connell,  Maurice  Francis,  50  Farmington  Ave. 

1902  O’Flahertv,  Ellen  Pembroke,  140  Main 

1928  Ogden,  Ralph  Trafton,  179  Allyn 

1931  Olmstead,  John  Gerald  Adaurice,  404  Farmington  Ave. 

1937  O’Neil,  Charles  William,  18  Asylum 
1921  Osborn,  Stanley  Hart,  165  Capitol  Ave. 

1927  Osmond,  Robert  Hunter,  50  Farmington  Ave. 

1938  *Padula,  Vincent  Domenica,  1210  Broad 
1919  Parker,  John  Woodcock,  84  Forest 

1926  Partridge,  Winthrop  Prescott,  403  Farmington  Ave. 
1938  #Peacock,  Albert  Upham,  576  Farmington  Ave. 

1944  *Perkins,  Joseph  Augustine,  404  Prospect  Ave. 

1933  Phelps,  Maxwell  Overlock,  576  Farmngton  Ave. 

1937  Phelps,  Paul  Stetson,  State  Tuberculosis  Commission, 
163  Capitol  Ave. 

1929  *Pike,  Maurice  Mitchell,  179  Allyn 

1943  *Preston,  Thomas  Raymond,  133  North  Quaker  Lane 

1934  Priddy,  Foster  Eugene,  30  Farmington  Ave. 

1936  Quarrier,  Sidney  Sayre,  376  Farmington  Ave. 

1923  Radin,  Adorris  Jacob,  36  Pearl 
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1928  Radom,  Myron  Adichael,  242  Trumbull 
1923  Rankin,  Bertrand  Fred,  57  Pratt 

1913  Reardon,  William  Francis,  750  Main 
1934  Reidy,  David  Dillon,  750  Main 

1927  Resnisky,  Andrew  Francis,  57  Pratt 

1928  Reynolds,  Harry  St.  Clair,  410  Asylum 
1916  Reynolds,  Harry  Stephen,  18  Asylum 

1930  Reynolds,  Robert  Gardner,  179  Allyn 

1922  Roberts,  Douglas  James,  179  Allyn 
1932  Robinson,  Albert  James,  55  Elm 

1943  Rocco,  Mario  P.,  1125  New  Britain  Ave. 

1940  Roche,  Arthur  F.,  50  Farmington  Ave. 

1934  Rollins,  Henry  Brock,  140  Garden 

1932  *Romaniello,  Rocco  John,  415  Hillside  Ave. 

1909  Rooney,  James  Francis,  410  Asylum 

1936  *Rosenbaum,  George  Jonas,  647  New  Britain  Ave. 

1938  Rosenthal,  Ernest,  18  Asylum 

1935  Roth,  Frank  Edward,  650  Alain 
1907  Rowley,  Robert  Lee,  79  Elm 

1921  Russell,  George  Gardiner,  179  Allyn 

1923  St.  John,  Leopold  Albert,  25  Charter  Oak  Ave. 

1926  Salvin,  Benjamin  Lloyd,  242  Trumbull 
1932  #Samponaro,  Nicholas,  650  Main 

1937  *Sayers,  John  Joseph,  656  Park 
1928  Scafarello,  Peter  Joseph,  410  Asylum 

1932  Schaefer,  Abraham  Alaurice,  262  Alaple  Ave. 

1934  Schuman,  David  Harold,  909  Albany  Ave. 

1940  *Scoville,  William  Beecher,  179  Allyn 

1932  *Seibert,  Alfred  Frank,  700  Alain 
1942  Serbin,  Aaron  Frederick,  99  Pratt 
1920  Shafer,  Alexander  Samuel,  68  Pratt 

1928  Shaw,  George  Hammil,  700  Main 

1920  Shea,  Daniel  Edward,  137  North  Whitney 

1944  Shepard,  Alarguerite  Dunbar,  Cedarcrest 

1941  Shull,  John  Coulter,  179  Allyn 

1933  #Shulman,  David  Nathaniel,  422  Farmington  Ave. 

1940  *Shupis,  Anthony,  Jr.,  444  Park 
1932  Sigal,  Jacob  Bernard,  99  Pratt 

1936  *Slossburg,  David  Seymour,  541  Park 

1942  Smith,  Hugh  Allen,  179  Allyn 
1944  Smith,  William  Leslie,  179  Allyn 

1939  *Smith,  Wilson  Fitch,  576  Farmington  Ave. 

1937  *Sneidman,  George  Irving,  18  Asylum 

1929  Snelling,  Pinckney  Welch,  179  Allyn 
1944  *Solomkin,  Mark,  708  Garden 

1937  Spekter,  Louis,  165  Capitol  Ave. 

1921  Spillane,  Bernard.  30  Farmington  Ave. 

1941  *Sponzo,  James  Joseph,  3 Webster 

1927  Standish,  Erland  Myles,  179  Allyn 

1897  Standish,  James  Herbert,  30  Farmington  Ave. 

1931  *Standish,  Welles  Adams,  665  Asylum  Ave. 

1905  Starr,  Robert  Sythoff,  179  Allyn 

1930  Steincrohn,  Peter  Joseph,  705  Asylum  Ave. 

1903  Storrs,  Eckley  Raynor,  179  Allyn 

1923  Storrs,  Ralph  Warren,  179  Allyn 

1923  Stoughton,  Dwight  Harold,  247  South  Whitney 

1907  Swan,  Horace  Cheney,  Trinity  College 

1914  Sweet,  John  Henry  Throop,  Jr.,  179  Allyn 

1905  Swett,  Paul  Plummer,  4 Atwood 

1932  Talbot,  Henry  Pierce,  165  Capitol  Ave. 

1930  *Taylor,  Andrew,  179  Allyn 

1906  Taylor,  Maude  Winifred,  914  Asylum  Ave. 

1939  Tennant,  Robert,  20  South  Hudson 

1922  Thompson,  Hartwell  Greene,  179  Allyn 

1942  *Tombari,  Seraphino  Paul,  Cedarcrest 

1938  #Tonken,  Louis  Clarence,  485  Farmington  Ave. 
1938  *Tovell,  Ralph  Moore,  20  South  Hudson 

1930  *Townsend,  Wilmot  Charles,  50  Farmington  Ave. 
1912  Truex,  Edward  Hamilton,  99  Pratt 


1942  *Truex,  Edward  Hamilton,  Jr.,  99  Pratt 
1908  Tuch,  Morris,  99  Pratt 

1907  Turbert,  Edward  Joseph,  703  Asylum  Ave. 

1937  *Unsworth,  Arthur  Charles,  179  Allyn 

1933  Uricchio,  Joseph  George,  260  Wethersfield  Ave. 

1908  Vail,  George  Francis,  36  Pearl 

1923  VanKleeck,  Euen,  700  Main 

1904  VanStrander,  William  Harold,  179  Church 
1926  VanWart,  William  Haley,  650  Main 
1917  Vernlund,  Carl  Frithiof,  179  Allvn 

1921  Vershbow,  Nathan,  28  Sisson  Ave. 

1914  Waite,  Robert  Lester,  68  Pratt 
1932  Wallace,  Charles  Kenneth,  700  Main 

1932  Warring,  Howard  Lewis,  1756  Main 

1934  Weiner,  Julius  Gills,  750  Main 

1943  Weiner,  Sylvia,  242  Trumbull 

1943  Weiner,  William,  St.  Francis  Hospital 
1931  *Weisenfeld,  Nathan,  608  Blue  Hills  Ave. 

1936  Weissenborn,  Walter,  50  Farmington  Ave. 

1920  Weld,  Stanley  Burnham,  179  Allyn 

1916  Wells,  Donald  Breckinridge,  580  Asylum 
1943  Wells,  Elizabeth  C.,  165  Capitol  Ave. 

1922  Wentworth,  John  Alexander,  50  Farmington  Ave. 

1924  Whalen,  Edward  Joseph,  750  Alain 

1938  *Whitcomb,  Benjamin  Bradford,  179  Allyn 
1938  * White,  Benjamin  Vroom,  179  Allyn 

1942  Whiting,  Richard  Charles,  700  Main 

1933  Whitty,  Charles  Aloysius,  Cedarcrest 
1907  Wiedman,  Otto  George,  179  Allyn 

1931  Wienski,  John  Casimer,  502  Park 

1930  *WiIson,  William  Augustus,  683  Asylum  Ave. 

1941  Wineck,  Morris  Samuel,  179  Allyn 
1904  Witter,  Orin  Russell,  179  Allyn 

1933  Wood,  Frank  Oliver,  576  Farmington  Ave. 

1934  Woodford,  Chester  North,  703  Asylum  Ave. 

1916  Worthen,  Thacher  Washburn,  179  Allyn 
1922  Wright,  William  Witter,  700  Main 

1932  Wulp,  George  Adolf,  50  Farmington  Ave. 

1943  Yerbury,  Charles  Calvin,  17  Van  Dyke  Ave. 

1912  Yergason,  Robert  Moseley,  50  Farmington  Ave. 

1938  Young,  William  Greenhill,  200  Retreat  Ave. 

1928  *Zariphes,  Constantinte  Argyros  Paleslogos,  96  Main 
1934  Zeman,  Burnhardt,  983  Main 

MANCHESTER 

1924  Boyd,  Howard,  935  Main 

1939  *Conlon,  William  Linas,  15  Main 

1940  *Diskan,  Albert  Elmer,  869  Adam 

1936  *Keeney,  Robert  Raymond,  Jr.,  791  Alain 

1925  Knapp,  Robert  Phineas,  147  Hartford  Rd. 

1941  Segal,  Jacob  A.,  647  Main 

1937  *Sundqusit,  Alfred  Bernhardt,  843  Main 

1936  *Zaglio,  Edmond  Robert,  63  Lakewood  Circle 

South  AIanchester 

1926  Caldwell,  David  Adanchester,  935  Adain 

1926  Friend,  Amos  Edgar,  935  Main 

1927  Higgins,  Edwin  Carlton,  875  Adain 

1921  Lundberg,  George  Albin  Ferdinand,  755  Adain 
1916  Adoore,  Demarquis  DeCasso  Ye  Rujo,  689  Main 
1930  Adoriarty,  Mortimer  Emmett,  905  Main 

NEW  BRITAIN 

1932  Benoit,  Raoul  Joseph,  51  Cedar 

1934  Bernstein,  Dwight  J.,  55  West  Adain 

1930  Blogoslawski,  Walter  Joseph,  199  West  Adain 

1909  Bodley,  George  Houghton,  155  West  Adain 

1935  Bristoll,  Donald  Andrews,  55  West  Adain 
1940  *Buccheri,  Francis  Salvatore,  419  Main 
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1927  Buol,  Robert  Stanley.  99  West  Main 

1935  Chalmers,  Harriet  Elizabeth,  45  Walnut 
1926  Chernaik,  Samuel  Julius,  300  Main 

1943  * Chester,  Lewis  L.,  29  Camp 

1913  Cooley,  Clifton  Mather,  44  South  High 

1939  Daley,  Louis  William,  99  West  Main 

1938  Dalton,  George  Henry,  99  West  Main 
1931  Darrow,  John  Edward,  55  West  Main 

1928  Donnelly,  Stephen  Patrick,  55  W.  Main 
1941  Dorian,  George  David,  300  Main 

1941  *Dorian,  Neshon  Edward,  300  Main 
1934  Dray,  Edward  Joseph,  259  Main 

1915  Dunn,  George  Washington,  55  West  Main 

1942  Eisenberg,  Sidney  Edwin,  55  West  Main 

1936  Enander,  Fred  Conrad,  25  Arch 

1922  Flanagan,  William  Francis,  55  West  Main 
1931  *Geetter,  Isadore  Stolper,  92  Grand 

1941  * Goldschmidt,  Adyer,  300  Adam 

1921  Grant,  Arthur  Sheldon,  55  West  Main 

1943  Greenblatt,  Harold  Joseph,  99  West  Main 

1937  Hart,  Carl  Jay,  259  Adain 
1930  Kalett,  Joseph,  55  West  Main 
1924  Kinsella,  Michael  Allen,  52  Main 

1942  *Kraszewski,  Henry  Walter,  55  West  Main 
1942  *Lacava,  John  James,  300  Adain 

1926  Lekston,  Roman  Francis,  197  West  Main 
1930  Adatteis,  Joseph  Theodore,  55  West  Main 

1939  *McMahon,  George  William,  272  Main 

1934  *Adichalowski,  Valerian  Stanislaus,  489  Main 

1937  * Aliller,  Harry  Bernard,  81  West  Adain 

1935  Moorad,  Philip  Jacob,  55  West  Main 

1923  Mouradian,  Marion  Garoudy,  87  Prospect 

1940  *Nevulis,  Anthony  Victor,  140  Main 

1938  Orbacli,  Egmont  Julius,  81  West  Adain 

1939  Paolillo,  Charles  Gerald,  99  West  Main 
1938  Parlato,  Harry  Anthony,  55  West  Main 

1944  Peck,  Bernard  Carl,  32  Park  PI. 

1938  *Perakos,  George  Peter,  300  Main 

1939  *Pola,  William  Edward,  99  West  Adain 
1930  *Pullen,  Richard  Woollard,  55  West  Adain 

1936  Resnik,  Edward,  166  Adain 

1940  Rosahn,  Paul  Dolin,  New  Britain  Hospital 

1930  Schechtman,  Charles  Theodore,  81  West  Adain 

1931  Schupack,  Samuel  David,  99  West  Main 
1938  *Scully,  Roger  Tehan,  55  West  Adain 

1930  Slysz,  Ladislaus  Bernard,  247  West  Adain 
1928  Smith,  Vincent  Joseph,  55  West  Main 

1936  Squillacote,  Vincent  Joseph,  33  South  High 
1938  Sullivan,  Charles  Noyes,  55  West  Main 

1940  Tisher,  Paul  Winslow,  99  West  Adain 
1935  Tokarczyk,  John  Joseph,  32  North 

1941  *Trapp,  Francis  W.,  55  West  Alain 
1928  Waskowitz,  David,  81  West  Main 
1934  * Watson,  William  James,  272  Adain 

1932  * White,  John  Cowles,  New  Britain  Hospital 

NEWINGTON 

1942  Freeman,  John  Jay,  1100  Main 
1934  * Sills,  Theodore  Hopkins,  866  Adain 

PLAINVILLE 

1878  Bull,  John  Norris,  57  Whiting 

1931  Cook,  George  Francis,  4 East  Adain 

1931  Frost,  Lawrence  Hubbard,  98  West  Adain 
1934  Adenousek,  Joseph  Albert,  14  East  Adain 
1938  Tortolani,  Aresto  Peter,  75  East  Alain 

PLANTSVILEE 

1937  Connor,  George  Michael,  772  South  Main 


ROCKY  HILL 

1943  *Greene,  Gerald  Gabriel,  Veterans  Hospital 

1940  Kelley,  Newell  Raymond,  23  Riverview  Rd. 

1904  Adoser,  Oran  Alexander,  Elm 

1937  *Twaddle,  Paul  Holmes,  7 Elm 

SIMSBURY 

1941  *Fuller,  Roger  Holden,  Post  Office  Bldg. 

1925  Murphy,  Owen  Lee,  Weatogue 

1932  Stretch,  James  Edison,  Hopmeadow 

SOUTHINGTON 

1935  Dudac,  Thomas  William,  9 Center 

1933  Gura,  George  Michael,  22  Main 

1935  Nagle,  William  Thomas,  23  Woodruff 

1929  Simmons,  Eric  Adelville,  93  Main 

1929  Thalberg,  Reuben  Edward,  32  North  Main 

SUFFIELD 

1938  *Coates,  Stephen  Paul,  328  Adain 

1929  Levy,  William,  339  Main 

1930  Upson,  William  Hart,  172  Main 

UNIONVILLE 

1937  Dunne,  Edward  Patrick,  Adain 

1941  O’Connell,  Enos  Joseph,  60  Main 

WEST  HARTFORD 

1937  * Andrews,  Egbert  Morrill,  18  Four  Adile  Rd. 

1903  Brainard,  Clifford  Brewster,  10  Mountain  View  Drive 

1942  Canby,  Joseph  Edward,  Pratt  & Whitney  Co. 

1931  *Case,  Edward  Percy,  28  Brunswick  Ave. 

1896  Cochran,  Levi  Bennett,  15  Golf  Rd. 

1932  Crawley,  George  Andrew,  330  Park  Rd. 

1928  Cushman,  Laurence  Arnold,  23  South  Main 
1910  Denne,  Thomas  Harmon,  39  North  Main 
1932  Filson,  Ralph  Marshall,  54  Crestwood  Rd. 

1926  Glazier,  J.  Raymond,  26  Sequin  Rd. 

1939  Gray,  Albert  Stanley,  1271  Farmington  Ave. 

1930  Griggs,  John  Bolter,  38  Orchard  Rd. 

1913  Harrington,  Amos  Thomson,  31  Foxcroft  Rd. 

1937  *Hazen,  Donald  Robert,  20  Chelsea  Lane 

1939  *Hollinshead,  Joseph  Bentley,  1018  Farmington  Ave. 

1944  Klein,  Rose  Herchman,  58  Flagg  Rd. 

1932  *Lundborg,  Francis  Ludwig,  31  North  Adain 
1935  *Martin,  John  Garthwaite,  7 South  Adain 

1943  AdcPartland,  Charles  E.,  Town  Hall 

1939  * Murphy,  Thomas  Denis,  957  Farmington  Ave. 

1930  #Parshley,  Philip  Ford,  20  South  Quaker  Lane 
1937  *Rogers,  Frederick  Peckham,  11  Ballard  Dr. 

1924  Root,  Maurice  Timothy,  51  North  Adain 
1935  Root,  Sophie  Andrews,  51  North  Main 
1910  Rowley,  John  Carter,  17  Colony  Rd. 

1920  Schaefer,  Jacob,  787  Farmington  Ave. 

1901  Smith,  Earl  Terry,  Sunset  Farm 

1935  Standish,  Hilda  Crosby,  Greenridge  Lane,  Sunset 

Farm 

1936  *Stewart,  Lester  Quentin,  69  South  Adain 

1941  *Sullivan,  Arthur  Bland,  15  Bainbridge  Rd. 

1937  *Tait,  Arthur  Alfred,  333  Pjirk  Rd. 

1921  Thenebe,  Carl  Leonard,  720  Farmington  Ave. 

1937  Walton,  Loftus  Linwood,  797  Farmington  Ave. 

1942  Wells,  Jean,  1018  Farmington  Ave. 

1943  *Wilson,  Archibald  Cameron,  892  Farmington  Ave. 
1934  * Winters,  John  Thomas,  3 South  Main 

Elmwood 

1941  Sewall,  Sydney,  1700  New  Britain  Ave. 


55^ 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


WETHERSFIELD 

1938  *Carvey,  Edward  Vincent,  121  Broad 

1933  Howard,  Harold  Amasa,  330  Main 

1927  ‘Smith,  William  Bowers,  91  Center 

1935  Stempa,  Henry,  504  Wolcott  Hill  Rd. 

1932  Storms,  William  Frederick,  147  Main 
1940  Warren,  Henry  Stanley,  184  Alain 

WINDSOR 

1930  MacCready,  William  Harold,  38  Elm 

1939  ‘Adonacella,  John  Manilla,  18  Elm 
1924  Pratt,  Aaron  Paul,  253  Broad 

WINSDOR  LOCKS 

1921  Coyle,  Anna  Elizabeth  Mulheron,  16  Church 
1937  Coyle,  Bruce  James,  2 Chestnut 

OUT  OF  COUNTY 

1934  Beizer,  Edmund,  Queens  County  Hospital,  New  York 

City 

1931  Calverly,  Eleanor  Jane  Taylor,  American  University, 

Cairo,  Egypt 

1 9 1 1 Cobb,  Albert  Edward,  Canaan 
1937  ‘Fagan,  Francis  Xavier,  35  Herkimer,  Waterbury 
1944  Friend,  Arthur  William,  Campus  Club,  University  of 
Minnesota,  Minneapolis,  Minn. 

1934  Horning,  Benjamin  Graham,  W.  W.  Kellogg  Founda- 

tion, Battle  Creek 

1943  ‘Humpage,  Norbert  W.,  Winsted 

1928  Adahoney,  Daniel  F.  C.,  126  Garden  Court,  Redlands, 

Calif. 

1939  ‘Phillips,  Paul  Lange,  Lt.  MC— USNR,  Dispensary, 

Norfolk,  Va. 

1902  Purinton,  Charles  Oscar,  U.  S.  Veterans  Hospital, 
Sunmount,  N.  Y. 

1936  Ryan,  Francis  James,  Veterans’  Administration,  Ft. 

Howard,  Add. 

1940  *Silver,  Gershon  Benjamin,  Fort  Wright,  L.  I.,  N.  Y. 

1930  Stephenson,  Charles  Wattles,  Kennedy  General  Hos- 

pital, Memphis,  Tenn. 

1923  AValker,  William  Hastings,  Newtown 

1942  ‘Weigle,  Luther  Alan,  Jr.,  142  Cold  Spring,  New  Haven 

Litchfield  County  Association 

President:  Arthur  IT  Jackson,  Washington 
Vice-President:  Donai.d  W.  Herman,  486  Main  St.,  Winsted 
Secretary-Treasurer:  W.  Bradford  Walker,  Cornwall 
Councilor:  Floyd  A.  AVeed,  199  Main  St.,  Torrington 
Annual  Meeting,  Fourth  Tuesday  in  April 
Semi-Annual  Meeting,  First  Tuesday  in  October 

CORNWALL 

1940  ‘ Walker,  Robert 

1922  Walker,  Wilmarth  Bradford 

Cornwall  Bridge 

1931  Evarts,  Josephine,  Warren  Rd. 

LITCHFIELD 

1921  Childs,  Albert  Ewing,  West 
1942  Downs,  Elinor  Fosdick,  East 
1942  ‘Downs,  Roger  Sherman,  East 

1935  Kilgus,  John  Frank,  Jr.,  80  West 

1910  Turkington,  Charles  Henry,  On-the-Green 
1896  Warner,  Charles  Norton,  North 
1939  Warner,  Charles  Norton,  Jr.,  North 

1936  *Wray,  Edward  Halloway,  Jr.,  Torrington  Rd. 


NEW  HARTFORD 

1942  Markwald,  Heinz  Wolfgang,  Steele  Rd. 

NEW  MILFORD 
1938  Stevens,  Eloward  Granson 

NORFOLK 

1937  Barstow,  Richard  Iddings,  The  Village  Green 

1934  Ursone,  Frank  Domenico,  Greenwoods  Rd.,  W, 

NORTH  CANAAN 
Canaan 

1929  Adam,  Forbes  Sampson 

1935  Elliott,  John  Richard 
1924  Sellew,  Robert  Cowan 

1938  ‘Sellew,  Richard  Cowan,  Jr. 

PLYAdOUTH 

Terryville 

1913  Lawton,  Richard  John,  9 North  Alain 

1939  Wilcox,  Lloyd  Adather,  19  Maple 

SALISBURY 

Lakeville 

1943  Adackay,  William  D. 

1923  Peterson,  Clark  Kimball 

1936  Wieler,  Harry  Julius,  Hotchkiss  School 

SHARON 

1904  Chaffee,  Jerome  Stuart,  Sharon  Hospital 
1942  Gudernatch,  Gert  Steuerwald 

THOMASTON 

1938  Atha,  Henry  George,  147  Elm 

1903  Hazen,  Robert,  45  Union 

1910  Kane,  James  Hugh,  205  South  Main 

1922  Wight,  Winfield  Emmons,  24  Goodwin  Court 

TORRINGTON 

1898  Barker,  Abram  James,  216  Adain 

1937  Bienkowski,  Joseph  George,  24  Church 
1898  Carlin,  Charles  Henry,  236  Adain 

1930  Danaher,  Thomas  Joseph,  106  Litchfield 

1938  Dobbs,  William  G.  H.,  24  Church 

1935  Garston,  Louis  Edward,  49  Adain 

1931  Giobbe,  Michael  Edward,  24  East  Adain 

1936  Goldberg,  Isadore  Solomon,  5 Water 
1908  Hanchett,  Harry  Bigelow,  51  Adain 
1936  Hill,  Emerson  Stanley,  51  Alain 

1941  ‘Hubert,  Gilbert  Richard,  24  Church 
1917  ‘Kennedy,  William  Clement,  ro6  Main 
1938  ‘Kott,  Joseph  Henry,  18  Pearl 

1936  LoRusso,  Domenico  Leonardo,  40  Adain 
1938  ‘Murcko,  William  John,  497  Adain 

1923  Oelschlegel,  Herbert  Charles,  19  Adaiden  Lane 
1923  Polito,  Frank  Leonard,  24  Church 

1887  Pratt,  Elias,  27  Daycoeton  PI. 

1942  Riendeau,  Fernand  Maurice,  30  Mason 
1942  Riendeau,  Pauline  Laure,  30  Adason 

1936  ‘Sutherland,  Francis  Alexander,  24  Adason 
1917  Thomson,  Thomas  Leonard,  24  Adason 
1898  AVadhams,  Sanford  Hosea,  908  Main 
1942  Wallach,  Gert  Ad.  K.,  382  Prospect 
1917  Weed,  Floyd  Albert,  199  Adain 

WASHINGTON 
1927  Jackson,  Arthur  Hartt 
1908  Wersebe,  Frederic  William 
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WATERTOWN 
1936  Cleary,  Harold  John,  Main 
1897  Loveland,  Ernest  Kilborn,  48  North 
1922  Martin,  James  Smith 

1936  *Meyers,  Royal  Abbott,  162  Main 
1919  Reade,  Edwin  Godwin,  429  Main 

1937  *Reichenbach,  Frank,  429  Main 

WINCHESTER 

WlNSTED 

1938  *Baker,  Philip  George,  384  Main 

1936  *Cornelio,  Francis  Joseph,  153  Main 

1933  Derwin,  James  Joseph,  350  Main 
1915  English,  Chester  Ferrin,  64  Main 

1937  *Gallo,  Francis,  384  Main 

1927  Herman,  Donald  Warner,  486  Main 

1936  *Levy,  Aaron,  384  Adain 

1912  Reidy,  Maurice  Joseph,  350  Main 
1922  *Sanderson,  Roy  Voter,  570  Main 

WOODBURY 

1913  Allen,  Howard  Sanford 

1944  Gillete,  Arthur  Taylor,  Main 

NORTH  WOODBURY 

1940  *Markle,  Raymond  Dunsmore,  Pleasant 

OUT  OF  COUNTY 

1 938  Ignace,  Stephen  James,  17  Elizabeth  St.,  Derby 

1939  *La  Taif,  C.  George,  96  Park  Ave.,  Danbury 

1938  *Orlowski,  Andrew  Williams,  115  Brooklyn,  Rockville 
1881  Platt,  William  Logan,  State  Hospital,  Newtown 
1943  Herrick,  Francis  Leach,  Grace  Hospital,  New  Haven 

Middlesex  County  Association 

President:  Louis  Loffredo,  77  Crescent  St.,  (Middletown 
Vice-President:  Chester  Waterman,  Bartlett  St.,  Portland 
Secretary:  Frank  H.  Couch,  Cromwell  Hall,  Cromwell 
Councilor:  Charles  Russman,  Box  361,  Middletown 
Annual  Meeting,  Second  Thursday  in  April 
Semi-Annual  (Meeting,  Second  Thursday  in  October 

CHESTER 

1941  Callender,  Eugene  Frederick,  Drawer  F 
1935  *Lieberman,  David  Leonard 

1942  Owen,  Philip  Stanley,  Parker’s  Pt. 

CLINTON 

1937  *Rindge,  Norman  Pember,  20  Commerce 
1935  Stone,  Harry  Russell,  67  West  Main 

CROMWELL 

1934  Couch,  Frank  Hallock,  Cromwell  Hall 

1934  Couch,  Mildred  Warden,  Cromwell  Hall 

1940  Grant,  Richard  Francis,  221  Main 

1928  Nelson,  Walter  Nathaniel,  76  Main 
1925  Pierson,  Emily  Aliller,  107  Main 

DURHAM 

1940  Sherwood,  Henry,  Main 

EAST  PIADDAM 

1924  Crook,  Joseph  Bruce,  P.  O.  Box  No.  133 

Moodus 

1935  Horsefield,  Thomas  Earl,  P.  O.  Box  40 

EAST  HAMPTON 

1936  Gardner,  Norman  Flomer 
1934  Soreff,  Louis,  15  Main 


ESSEX 

1942  Ames,  William  Gard 

1903  Bradeen,  Frederick  Barton,  P.  O.  Box  No.  221 
1942  *Hansen,  Paul  Scott,  King’s  Corner 

MIDDLETOWN 

1942  *Apuzzo,  Anthony  Albert,  Connecticut  State  Hospital 
1933  *Beauchemin,  Joseph  Adelard,  Connecticut  State  Hos- 
pital 

1944  Bixby,  Harriet,  Connecticut  State  Hospital 

1941  * Buckley,  Willard  Emrich,  Middlesex  Hospital 
1937  *Calhoun,  Hazen  Albert,  Jr.,  647  Main 

1926  Chase,  Carl  Clarence,  12 1 Main 

1928  Compson,  Florence  Eberly  Mentzer,  Connecticut  State 
Hospital 

1924  Craig,  George  Mansfield,  1 19  Main 

1942  *Crampton,  Clair  Beebe,  119  Main 
1912  Fauver,  Edgar,  327  High 

1933  Fekety,  Stephen  Henry,  675  Main 

1921  Felt,  Paul  Revere,  Connecticut  State  Hospital 
1900  Fisher,  Jessie  Weston,  28  Crescent 

1927  Frank,  Harry  Selig,  144  Washington 

1937  Geek,  Otto  Francis,  Box  361 

1931  *Gissler,  Norman  Edwin,  164  Court 

1927  Grower,  Julius  Harry,  164  Court 
1920  Harvey,  Carl  Clifford,  119  Main 

1924  Joyce,  William  Michael,  12 1 Main 

1928  LaBella,  Louis  Oronato,  P.  O.  Box  417 

1942  Lindsay,  Marie  Strom,  Connecticut  State  Hospital 

1925  Loffredo,  Louis,  77  Crescent 

1929  Magnano,  Joseph,  100  Broad 

1940  *McLeod,  Christie  Ellen,  28  Crescent 

1934  Minor,  Lloyd  Wesley,  119  Main 

1941  *Adozzer,  Alexander  John,  Connecticut  State  Hospital 
1896  Murphy,  James,  101  Broad 

1939  Palmieri,  Mario  Lorenzo,  43  South  Adain 

1928  Piasta,  Peter  Ferdinand,  602  Adain 
1889  Potter,  Frank  Edward,  160  College 

1943  Rafkind,  Abraham  Benjamin,  108  Main 
1934  *Roccapriore,  Benjamin  Anthony,  504  Main 

1926  Russman,  Charles,  Connecticut  State  Hospital 

1942  *Simon,  Benjamin,  Connecticut  State  Hospital 

1929  Speight,  Harold  Edmund,  642  Adain 

1943  Statham,  John  Claude,  Connecticut  State  Hospital 

1924  Sweet,  Alfred  Norton,  164  Court 
1933  Tracy,  Frederick  Erwin,  Old  Adill  Rd. 

1919  Van  Cor,  Chester  Arthur,  Connecticut  State  Hospital 

1942  Vinci,  Vincent  John,  258  AVilliam 

1933  Whiting,  Harry  St.  John,  Connecticut  State  Hospital 

1925  Wilder,  Ella  Annis,  80  South  Adain 

1943  Wilk,  Edward  Kennard,  Connecticut  State  Hospital 

1922  Wrang,  William  Emil,  294  (Main 

OLD  SAYBROOK 

1941  Deming,  Nelson  Lloyd 

1905  Granniss,  Irwin,  P.  O.  Box  312 

1934  Greenberg,  Aaron,  Main 

PORTLAND 

1942  Alexander,  Stanley  Joseph,  229  Adain 

1938  Prout,  Edgar  Bacon,  48  Bartlett 
1941  *Ryan,  V.  Gerard,  25  Marlborough 

1933  Schwartz,  Philip  Edward,  309  Adain 

1934  AVaterman,  Chester,  Bartlett 

SAYBROOK 

Deep  River 

1939  Lobb,  Russell  Albert,  131  Adain 
1903  Pratt,  Arthur  Adilton,  P.  O.  Box  477 

1932  *Tate,  William  James,  Elm 
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OUT  OF  COUNTY 

I924  Holley,  Erving,  Brattleboro  Retreat,  Brattleboro,  Ver- 
mont 

1904  Kingman,  James  Henry,  96  Everit,  New  Haven 
1920  Leak,  Roy  Lathen,  363  Ridgewood  Rd.,  West  Hartford 
[943  Meeham,  Marjorie  C.,  El  Paso,  Texas 


New  Haven  County  Association 

P resident:  Andrew  J.  Jackson,  20  East  Main  St.,  Waterbury 
Vice-President:  Ralph  W.  Nichols,  57  Trumbull  St.,  New 
Haven 

Secretary:  Ralph  E.  McDonnell,  158  Whitney  Ave.,  New 
Haven 

Councilor:  Herbert  Thoms,  789  Howard  Ave.,  New  Haven 
Annual  Meeting,  Fourth  Thursday  in  April 
Semi-Annual  Meeting,  Fourth  Thursday  in  October 

ANSONIA 

1916  Aaronson,  Michael  S.,  190  Alain 

1937  Alu,  Anthony  F.,  290  Main 

1935  *Blumenthal,  Edward  Jedediah,  88  Main 

1938  Casagrande,  John  Joseph,  178  Main 

1943  Lencz,  Erwin,  49  State 

1941  O’Neil,  William  Henry,  156  Main 
1907  Parmelee,  Edward  Kibbe,  50  Main 
1932  Renehan,  John  Michael,  100  Main 
1924  Senfield,  Maxon  Major,  no  Alain 

1924  Thomas,  John  Joseph,  290  Adain 

BEACON  FALLS 

1942  Tarbell,  Luther  Allen,  43  South  Circle 

BRANFORD 

1934  Blanchard,  Dana  Lincoln,  87  Main 
1907  Blumer,  George,  Haycock  Pt. 

1931  *Bodie,  William  Joseph,  146  Adontowese 
1940  Carpinella,  Adichael  Joseph,  48  Kirkham 

1917  Gaylord,  Charles  Woodward,  93  South  Alain 
1929  Levy,  Nathan,  140  Adontowese 

1916  AdcQueen,  Arthur  Samuel,  187  Montowese 

Pine  Orchard 
1919  Smith,  George  Adilton 

CHESHIRE 

1 9 1 1 Herr,  Edward  Albert,  Adain 

1923  Moore,  Wilbur  John,  Adaple  Ave. 

1940  *Neff,  William  Everett,  Jr.,  Adain 

1939  Oxnard,  Edward  Warren,  Adaple  Ave. 

DERBY 

1916  Baldwin,  Charles  Tomlinson,  74  Fourth 
1927  Burns,  George  Dewey,  42  Seymour  Ave. 

1941  *D’Alessio,  Charles  Adagno,  18  Elizabeth 

1940  *D’Ambruoso,  Dominic  Charles,  3 Elizabeth 

1944  *Davis,  Donald  Alan,  38  Elizabeth 
1940  Dreher,  Samuel  Adeyers,  282  Adain 

1944  *Narowski,  John  Joseph,  47  Seymour  Ave. 

1910  Parlato,  Michael  Antonio,  270  Elizabeth 
1890  Pinney,  Royal  Watson,  116  Derby-Ave. 

1925  *Rentsch,  Samuel  Burton,  61  Seymour  Ave. 

1940  *Stygar,  Joseph  Stanislaus,  272  Adain 

1910  Treat,  William  Howard,  1 66  Minerva 

EAST  HAVEN 

1940  *Balletto,  Vincent,  535  Thompson  Ave. 

1940  Grenon,  Ovilda  Arzidas,  586  Thompson  Ave. 

1924  Taylor,  Robert  Mitchell,  578  Thompson  Ave. 


GUILFORD 

1941  *AIcGuire,  Frank  James,  29  Whitfield 
1916  Smith,  Frederic  DeWitt,  55  Park 

HAAdDEN 

1939  Boisvert,  Paul  Leo,  129  Ridge  Rd. 

1936  Corey,  Walter  Van  Arsdale,  1188  AVhitney  Ave. 
1943  Elkinton,  Joseph  Russell,  105  Clifford 

1926  Ematrudo,  Frederick  Roys,  1756  Whitney  Ave. 

1941  Grillo,  Vincent  James,  1324  Dixwell  Ave. 

1942  *Hersey,  Thomas  F.,  44  Park  Ave. 

1943  James,  George  R.,  25  Central  Ave. 

1942  Lawrence,  Edwin  Alunzo,  175  Treadwell 
1904  Lay,  Walter  Sidders,  2320  Whitney  Ave. 

1942  WIcKeon,  James  Joseph,  1828  Dixwell  Ave. 

1938  Parente,  Leonard,  126  Church 

1927  *Slater,  Adorris,  1100  Dixwell  Ave. 

1942  *Wilcox,  Frederick  C.,  157  Woodlawn 

MADISON 

1929  Hughson,  Donald  Thomas,  Boston  Post  Rd. 

1942  Hughson,  Frances  Gramling,  Boston  Post  Rd. 

1943  Rindge,  Adila  Elisabeth,  Boston  Post  Rd. 

1908  Rindge,  Milo  Pember,  Boston  Post  Rd. 

MERIDEN 

1934  Affinito,  Thomas,  128  West  Main 

1929  ^Campbell,  Sherbourne,  147  West  Adain 

1928  *Caplan,  Henry  27  Zz  West  Adain 

1939  Caplan,  Adax,  197  Cooke  Ave. 

1937  *Carey,  William  Clark,  61  Colony 
1924  Carroll,  AAfilliam  Edward,  Undercliff 
1937  Cohen,  David  Jerome,  3 Colony 

1926  Conroy,  Michael  Joseph,  64K  East  Adain 

1939  de  La  Vergne,  Paul  Adason,  Undercliff 

1927  DeRosa,  Sylvester  Frank,  29  Cook  Ave. 

1930  Foster,  Edward  Wendell,  147  West  Main 

1940  Fox,  George  Graham,  147  West  Main 
1921  Gibson,  Cole  Blease,  Undercliff 

1929  #Hall,  William  Edward,  147  West  Alain 

1943  Harvey,  Thomas  Stoltz,  12  King 

1941  *Ivatz,  Irving,  42 14  East  Adain 

1944  Krochmal,  Heinrich,  455  Broad 

1896  LaPointe,  John  William  Henry,  5 6/2  West  Adain 
1939  L’Heureux,  Jerome  Arthur,  455  Broad 

1939  *Liebow,  Averill  Abraham,  12  King 

1934  Lirot,  Stephen  Leo  Robert,  17  Windsor  Ave. 

1907  Lockwood,  Howard  DeForest,  248  East  Adain 
1934  *Adekrut,  Joseph  Anthony,  34 Vz  AVest  Main 

1928  Adills,  Bernard  Litchfield,  94  East  Main 

1934  *Misuk,  Joseph  Francis,  489  Broad 

1913  Adurdock,  Thomas  Patrick,  147  West  Main 
1921  Otis,  Fessenden  Newport,  165  AVest  Adain 

1920  Otis,  Israel  Sabine,  165  AVest  Adain 
1932  Pennington,  Harry  Freeman,  455  Broad 
1937  Petrucelli,  Rocco  Joseph,  147  West  Adain 

1931  Pierson,  Louis  A.,  199  West  Main 
1916  Quinlan,  Raymond  Vincent,  5 State 
1913  Smith,  David  Parker,  199  West  Adain 

1942  Smith,  Edward  Rice,  199  West  Main 

1935  *Solomon,  Charles  Isadore,  State  School  for  Boys 

1943  Solomon,  Rebecca  Zinsher,  294  Colony 

1940  Stoddard,  John  Elias,  1 19  West  Adain 
1934  * Strickland,  Harold,  128  West  Alain 

1931  Thompson,  Lawrence  Everett,  Undercliff 

1921  Tower,  Arthur  Augustus,  147  West  Adain 

1936  Wan  Antwerp,  Lee  Douglas,  Undercliff 
1940  Van  Leuvan,  James  Sipple,  61  Colony 
1921  Wilson,  James  Alfred,  61  Colony 
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MILFORD 

1938  *Barney,  Walter  Edward,  186  Broad 

1932  Budau,  John  Harry  Diederichs,  741  East  Broadway 

1942  Davis,  George  Breed,  Milford  Health  Department 
1913  Fischer,  William  John  Henry,  3 Lafayette 

1943  *Fischer,  William  J.  H.,  Jr. 

1929  Geib,  Henry  Albert,  Zion  Hill  Rd. 

1928  Hyde,  Clinton  John,  157  Gulf 

1944  Langner,  Helen  P.,  1 Shipyard  Lane 
x 939  Lee,  Frank  Nelson,  56  Broad 

1933  Stetson,  Harry  Warren,  1 1 4 Broad 

1940  Viola,  Carl  Philip,  26  Cherry 

Devon 

1934  *Andrus,  Oliver  Burton,  531  Daytona  Ave. 

1941  Lee,  John  Ranks,  21  Colonial 

NAUGATUCK 

1941  Bluestone,  David  Harrison,  18  Hillside  Ave. 

1922  Duffy,  Vincent  Paul,  83  Meadow 

1923  Hill,  William  Edward,  150  Meadow 
1940  Kennedy,  Charles  Stephen,  175  Adeadow 

1938  *Reilly,  Walter  John,  170  Adeadow 

1937  Towne,  Nehemiah  Alvarado,  297  Church 
1944  Weile,  Fred  William,  270  Church 
1926  *Williams,  Edward  Everett,  269  Church 

1942  Zonn,  Seymour  Israel,  365  North  Adain 

Union  City 

1935  Curran,  Edwin  Russell,  364  North  Main 

1940  *Tylec,  Leo  Louis,  359  North  Adain 

NEW  HAVEN 

1935  * Abbey,  Edward  Augustin,  255  Bradley 

1937  *Abrashkin,  Adortimer  Dick,  1187  Chapel 

1941  *Aiello,  Louis  James,  37  Adaple 

1921  Alderman,  Irving  Saunders,  204  Park 
1925  Allen,  Edward  Pratt,  27  Elm 

1902  Allen,  Millard  Filmore,  65  Dixwell  Ave. 

1893  Ailing,  Arthur  Nathaniel,  257  Church 
1932  Amatruda,  Frank  Gabriel,  542  Chapel 

1930  * Arnold,  Hermann  Bruno,  49  Dwight 

1940  *Barald,  Fred  Charles,  487  Dixwell  Ave. 

1920  Barker,  Creighton,  258  Church 

1908  Barrett,  William  Joseph,  265  Church 
1896  Bartlett,  Charles  Joseph,  183  Bishop 

1936  *Bassin,  Alexander  Lewis,  789  Howard  Ave. 

1930  Batelli,  Clement  Francis,  161  Church 

1925  Battista,  Anthony  William,  111  Osborn  Ave. 

1934  #Bayne-Jones,  Stanhope,  310  Cedar 

1941  *Bearg,  Philip  Arnold,  14  Sheldon  Terrace 

1909  Beck,  Frederick  George,  193  York 

1926  Behan,  Edmund  Joseph,  1370  Chapel 

1931  Benedict,  Adary  Kendrick,  85  Whitney  Ave. 

1940  *Bcrlowe,  Max  Llewellyn,  315  Whitney  Ave. 

1920  Berman,  Harry  Loring,  1142  Chapel 

1940  *Biondi,  Benedict,  120  Blatchley  Ave. 

1939  *Bishop,  Courtney  Craig,  158  Whitney  Ave. 

1907  Blake,  Eugene  Maurice,  303  Whitney  Ave. 

1922  Blake,  Francis  Gilman,  789  Howard  Ave. 

1927  Blodinger,  Israel  Edward,  291  Whitney  Ave. 

1 9 1 1 Boardman,  Albertus  Kellogg,  441  Forbes  Ave. 

1922  Boardman,  Emma  Irene,  161  Church 
1926  Bodie,  John  Allen,  221  Columbus  Ave. 

1919  Bretzfelder,  Karl  Benjamin,  315  Whitney  Ave. 

1935  Brody,  Bernard  Stephen,  303  Whitney  Ave. 

1940  * Brown,  Warren  Thompson,  333  Cedar 

1938  Bruckner,  William  J.,  129  Whitney  Ave. 

1930  *Bumstead,  John  Henry,  256  Bradley 


1942  Bunting,  Henry,  310  Cedar 

1943  Calabresi,  Massimo,  614  Orange 
1934  * Canfield,  Norton,  789  Howard  Ave. 

1928  Capecelatro,  Alfonso,  142  Columbus  Ave. 

1916  Carelli,  Genesis  Frank,  27  Elm 

1943  Carlson,  Robert  Irving,  710  Woodward  Ave. 

1 93 2  “Celentano,  Luca  Eugene  Humbert,  115  Howe 
1943  *Centrone,  Patrick  Anthony,  253  West  Carlisle 
1892  Cheney,  Benjamin  Austin,  265  Church 

1934  *Claiborn,  Louie  Nixon,  303  Whitney  Ave. 

1 937  Clark  Adildred  Helen,  244  Sherman  Ave. 

1938  'Clarke,  Clement  Cobb,  158  Whitney  Ave. 

1935  *Climo,  Samuel,  1172  Chapel 

1923  Cobey,  James  Francis,  1210  Chapel 
1922  Coffey,  James  Ryle,  216  Grand  Ave. 

1925  Cofrances,  Louis  William,  190  Winthrop  Ave. 
1904  Cohane,  Timothy  Francis,  400  Congress  Ave. 

1924  Cohen,  William,  1195  Chapel 

1917  Collins,  William  Francis,  66  Trumbull 

1921  Colwell,  Howard  Spencer,  129  Whitney  Ave. 

1914  * Comfort,  Charles  Williams,  Jr.,  27  Elm’ 

1931  Connolly,  Arthur  James,  59  Trumbull 
1914  Conte,  Harry  Albert,  5 Elm 

1939  * Conte,  Adario  Gero,  350  Grand  Ave. 

1943  *Conway,  David  Francis,  Jr.,  743  Winchester  Ave. 
1921  Cook,  Robert  Jay,  85  Whitney  Ave. 

1931  Corradino,  Charles  Louis,  516  Howard  Ave. 

1921  Creadick,  Abraham  Nowell,  79  Trumbull 
1943  #Creadick,  Robert  Nowell,  77  Loomis  PI. 

1936  Culotta,  Charles  Salvatore,  291  Whitney  Ave. 

1943  Curtis,  William  Boyd,  64  Trumbull 

1940  *Cutler,  Herman  Shepard,  425  Forbes  Ave. 

1924  Dallas,  Marion,  248  Bradley 
1943  D’Amico,  Joseph,  197  James 

1935  *D’Amico,  Michael,  303  Whitney  Ave. 

1934  Darrow,  Daniel  Cady,  789  Howard  Ave. 

1939  *Davis,  Jachin  Boaz,  158  Whitney  Ave. 

1920  Dayton,  Arthur  Bliss,  129  Whitney  Ave. 

1942  de  Forest,  Gideon  Knapp,  256  Bradley 
1920  Deming,  Charles  Kenneth,  257  Church 

1922  Deming,  Clyde  Leroy,  789  Howard  Ave. 

1925  Dennehy,  William  James,  158  Whitney  Ave. 

1935  *D’Esopo,  Joseph  Nicholas,  789  Howard  Ave. 

1943  de  Suto-Nagy,  Ilona  Krasso,  158  Whitney  Ave. 

1940  DiStasio,  Frank,  251  Edwards 
1943  Doff,  Simon  David,  1142  Chapel 

1922  Duffy,  William  Core,  608  Whitney  Ave. 

1943  Durlacher,  Stanley  Henry,  310  Cedar 
1943  *Epstein,  Charles  j.,  265  Church 

1923  Errico,  Louis,  26  Elm 

1925  Evans,  Theodore  Schlosser,  59  Trumbull 
1943  Eveleth,  Malcoln  Standish,  789  Howard  Ave. 

1935  *Fenney,  Philip  William,  705  Dixwell  Ave. 

1941  *Feyder,  Samuel,  789  Howard  Ave. 

1942  Fiorito,  Joseph  Anthony,  303  Whitney  Ave. 

1929  Fiskio,  Peter  William,  307  Humphrey" 

1914  Flynn,  Charles  Thomas,  41  Trumbull 

1929  *Flynn,  Harold  Aloysius,  464  Dixwell  Ave. 

1940  Foley,  Francis  Edward,  588  Ferry 
1888  Foote,  Charles  Jenkins,  257  Church 
1929  Foster,  Lewis  Chandler,  256  Bradley 
1925  *Fox,  James  Charles,  Jr.,  789  Howard  Ave. 

1943  Frazer,  John  Paul,  789  Howard  Ave. 

1924  Freedman,  Barnett  Philip,  322  George 

1936  Freeman,  David,  60  Trumbull 

1940  *Friedman,  Irving,  315  Whitney  Ave. 

1937  Fry,  Clements  Collard,  109  College 

1941  *Fuldner,  Russell  Victor,  158  Whitney  Ave. 

1940  *Garofalo,  Mario  Louis,  258  Franklin 
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1938  Geiger,  Arthur  Joseph,  789  Howard  Ave. 

1939  *Gendel,  Benjamin  Robert,  113  Sherman  Ave. 

1937  *Gentile,  Angelo  Louis,  601  Chapel 

1920  Geraci,  Lucian  Arthur,  730  Whitney  Ave. 

1937  *German,  William  John,  789  Howard  Ave. 

1941  Gerstl,  Bruno,  310  Cedar 

1923  Gettings,  James  Augustus,  209  Whalley  Ave. 

1924  Giamarino,  Henry  James,  291  Whitney  Ave. 
1943  Gillson,  Reginald  Eric,  255  Bradley 

1926  Glazer,  Alorris,  1204  Chapel 

1941  Godfried,  Milton  Simons,  New  Haven  Hospital 
1910  Goldberg,  Samuel  James,  43  Trumbull 
1941  Goldberg,  Samuel  James,  Jr.,  43  Trumbull 
1912  Goldman,  George,  201  Park 

1927  Goldstein,  Adorris,  451  George 

1935  *Goldstein,  Richard  Moses,  333  Cedar 
1941  Granoff,  Alorris  Aaron,  419  Whalley  Ave. 

1924  Greenhouse,  Barnett,  107  Whitney  Ave. 

1927  Groark,  Joseph  Anthony,  145  Grand  Ave. 

1931  Grodin,  Herman  Wolmer,  840  Howard  Ave. 

1943  Grossman,  John  Henry,  New  Haven  Hospital 

1939  *Guida,  Francis  Paul,  107  Whitney  Ave. 

1936  Hankin,  Alorris  Albert,  43  Trumbull 

1930  * Harris,  Benedict  Richard,  315  Whitney  Ave. 

1937  Harris,  Jesse  Samuel,  176  Dwight 

1931  Harrison,  Elizabeth  Ross,  255  Bradley 
1935  Hart,  James  Clement,  820  Elm 

1920  Harvey,  Samuel  Clark,  789  Howard  Ave. 

1937  * Hathaway,  John  Seabury,  109  College 
1943  Havill,  Rupert  A.,  789  Howard  Ave. 

1941  Heinemann,  Martin,  107  Whitney  Ave. 

1916  Hendricks,  Albert  Ludwig,  26  Trumbull 
1907  Henze,  Carl  William,  466  Orange 

1937  *Hess,  Orvan  Walter,  79  Trumbull 
1930  Higgins,  Joseph  John,  48  Dwight 

1922  Hillman,  Maurice  A'lanuel,  31  Howe 

1916  Hirata,  Isao,  1455  Chapel 

1943  Hitchins,  Clayton  Stanley,  59  Trumbull 
1943  Hodgkins,  Charles  Henry,  59  College 
1943  *Hoff,  Ebbe  Curtis,  408  Whitney  Ave. 

1924  Howard,  Albert  Joseph,  432  Whitney  Ave. 

1935  Howard,  Alarion  Edith,  789  Howard  Ave. 

1915  Hynes,  Frederick  Henry,  195  Church 

1914  Jack,  Gabriel  Joseph,  412  Orange 
1924  Jack,  John  Louis,  412  Orange 

1936  Jackson,  Edith  Banfield,  333  Cedar 

1943  *JafTe,  Samuel  A.,  146  Sherman  Ave. 

1927  Jenkins,  Ralph  Hathaway,  789  Howard  Ave. 
1933  Johnson,  Carl  Edward,  158  Whitney  Ave. 

1938  *Jordan,  Robert  Hough,  59  Trumbull 

1937  Kahn,  Eugen,  333  Cedar 

1942  #Kirby,  Sam  Bartholomew,  620  Dixwell  Ave. 

1938  *Klatskin,  Gerald,  61  Edgewood  Ave. 

1928  Hvlebanoff,  Harry  Erwin,  1497  Chapel 

1917  Kleiner,  Simon  Bretzf elder,  315  Whitney  Ave. 

1944  Knobloch,  Hilda  Ruth,  1142  Chapel 

1940  *Koufman,  William  Bernard,  45  Trumbull 
1942  *Krosnick,  Gerald,  234  Ellsworth  Ave. 

1935  *Krosnick,  Morris  Yale,  291  Whitney  Ave. 

1937  Kushlan,  Samuel  Daniel,  303  Whitney  Ave. 

1940  Latimer,  Adarvin  Luther,  129  Whitney  Ave. 

1942  #Laube,  Paul  Julius,  789  Howard  Ave. 

1936  Lavietes,  Paul  Harold,  789  Howard  Ave. 

1915  Lear,  Maxwell,  1172  Chapel 
1935  Leddy,  Percy  Allen,  109  College 

1939  Lehman,  Edward  Burton,  1x42  Chapel 

1941  *Lehndorff,  Peter,  73  Howe 

1943  Leonard,  Alarion,  158  Whitney  Ave. 

1923  Levin,  Hyman  Alexander,  1142  Chapel 


1920  Levy,  Daniel  Frederick,  1288  Chapel 
1905  Lewis,  Dwight  Adilton,  169  Church 
1923  Lewis,  Robert  Morton,  52  Trumbull 
1 9 1 1 Linde,  Joseph  Irving,  City  Hall 

1943  *Lindskog,  Gustaf  Elmer,  789  Howard  Ave. 

1919  Little,  Herman  Clark,  303  Whitney' Ave. 

1927  *Logan,  William  Joseph,  412  AVhalley  Ave. 

1942  Lopatin,  Colman,  119  Carmel 

1942  Lowrnan,  Robert  Morris,  108  Livingston 

1943  Lutz,  Walter  G.,  333  Cedar 

1926  AdacCready,  Paul  Beattie,  442  Temple 

1927  Adarshall,  Carter  Lee,  198  Dixwell  Ave. 

1928  Adarvin,  Harold  Adyers,  303  Whitney  Ave. 

1921  Adassa,  Anthony  Francis,  24  Beers 

1931  Mastroianni,  Luigi,  248  Bradley 
1925  Maurer,  Lloyd  Leslie,  41  Trumbull 

1920  *Maynard,  Harry  Hilts,  882  Howard  Ave. 

1934  McAlenney,  Paul  Francis,  Jr.,  79  Trumbull 

1944  * AdcCabe,  Edward  James,  109  College 

1922  AdcDonnell,  Ralph  Edward,  158  Whitney  Ave. 

1913  McGuire,  William  Charles,  104  Park 

1899  Adclntosh,  Edward  Francis,  307  Alden  Ave. 

1940  Adendelsohn,  William,  442  Temple 

1916  Mendillo,  Anthony  Joseph,  45  Trumbull 
1933  Adendillo,  John  Carleton  Francis,  255  Bradley 

1941  *Aderriman,  Henry,  789  Howard  Ave. 

1938  *Adignone,  Joseph,  291  Whitney  Ave. 

1941  Adiller,  Herbert  Chauncey,  Jr.,  789  Howard  Ave. 

1942  Adogil,  Marvin,  Grannis  Corner 

1930  Adongillo,  Frank,  5 Elm 

1942  *Adoore,  Donald  Bernard,  588  Howard  Ave. 

1916  Adorse,  Arthur  Henry,  789  IToward  Ave. 

1943  *Mott,  Frederick  Edward,  75  Westwood  Rd. 

1922  Adusselman,  Luther  Kyner,  215  Whitney  Ave. 

1921  Nahum,  Louis  Herman,  1142  Chapel 

1940  Nesbit,  Robert  Raymond,  St.  Raphael’s  Hospital 

1941  *Nesbitt,  Samuel,  168  Prospect 

1922  Newman,  Joseph  Thomas,  150  Shelton  Ave. 

1914  Nichols,  Ralph  Wilbur,  57  Trumbull 

1932  *Nodelman,  Jacob,  5 Elm 

1933  O’Brasky,  Louis,  1172  Chapel 

1920  O’Brien,  William  Henry  Joseph,  265  Church 
1922  *0’Connor,  Denis  Stanislaus,  158  Whitney  Ave. 

1931  *Oughterson,  Ashley  Webster,  789  Howard  Ave. 

1936  Palmieri,  Michael  Walter,  551  Howard  Ave. 

1929  Paul,  John  Rodman,  789  Idoward  Ave. 

1894  Peck,  Robert  Ellsworth,  1418  Chapel 
1943  Pelliccia,  Orlando,  Jr.,  525  Whitney  Ave. 

1941  *Peltz,  William  Learned,  158  Whitney  Ave. 

1922  Perrins,  Harlan  Bassett,  59  Trumbull 
1925  Peters,  John  Punnett,  789  Howard  Ave. 

1927  Petrelli,  Joseph,  455  Orange 

1923  Philipson,  Samuel,  315  Whitney  Ave. 

1909  Phillips,  Frank  Lyman,  303  Wliitney  Ave. 

1935  Piazza,  George  Joseph,  78  Orchard 

1942  * Piccolo,  Pasquale  A.,  286  Humphrey 
1931  *Pinn,  Abraham  Samuel,  75  Sherman  Ave. 

1927  Poole,  Allan  King,  107  Whitney  Ave. 

1938  Poverman,  David,  67  Trumbull 

1927  Powell,  Wilson,  12 66  Forest  Rd. 

1925  Powers,  Grover  Francis,  789  Howard  Ave. 

1934  *Radenxacher,  Everett  Stanley,  442  Temple 
1903  Rand,  Richard  Foster,  246  Church 

1943  Redlich,  Fritz  Carl,  333  Cedar 

1941  *Riccio,  Joseph  Salvatore,  845  Grand  Ave. 

1924  Riccitelli,  Adariano  Louis,  476  Howard  Ave. 

1942  Richter,  Helen  Grace,  134  Everit 
1938  Rilance,  Arnold  Boon,  59  Trumbull 

1937  *Robbins,  Clarence  Loveridge,  158  AYhitney  Ave. 


1929  *Roberts,  Frederick  William,  129  Whitney  Ave. 

1920  Rogers,  Orville  Forrest,  109  College 

1929  Rogowski,  Bernhard  Albert,  75  Whitney  Ave. 

1941  *Roth,  Oscar,  1195  Chapel 

1944  Roth,  Stefanie  Zeimer,  61  Ellsworth  Ave. 

1932  Rothschild,  Morris  Loeb,  315  Whitney  Ave. 

1941  #Rozen,  Alan  Abraham,  224  Norton 
1937  *Rubin,  George  Alan,  1155  Chapel 

1914  Russell,  Thomas  Hubbard,  57  Trumbull 

1922  Russell,  Walter  Irving,  317  Whalley  Ave. 

1920  Russo,  Joseph  Daniel,  255  Edwards 
1944  Ryan,  Allan  James,  70  Howe 

1921  Ryder,  William  Harold,  291  Whitney  Ave. 

1940  *Sadusk,  Joseph  Francis,  Jr.,  789  Howard  Ave. 

1933  Salinger,  Robert,  256  Bradley 

1910  Sanford,  Charles  Edwin,  265  Church 

1939  Savarese,  Melchior  F.  R.,  41  Howe 

1 9 1 1 Scarbrough,  Marvin  McRae,  47  Trumbull 
1931  Scholl,  Robert  Frederick,  215  Whitney  Ave. 

1924  Scott,  Clifton  Russell,  215  Whitney  Ave. 

1920  Seabury,  Robert  Brewster,  315  Whitney  Ave. 

1916  Segnalla,  Ernest,  613  Chapel 

1923  Serafin,  Peter  James,  809  State 

1937  * Shaffer,  Thomas  Eugene,  107  Whitney  Ave. 

1928  Shay,  Francis  Leo,  354  Alden  Ave. 

1923  Shea,  Michael  Stephen,  500  Howard  Ave. 

1915  Sheahan,  William  Lawrence,  59  College 

1929  *Shure,  Abraham  Lewis,  85  Whitney  Ave. 

1923  Silverberg,  Samuel  Joshua,  201  Park 
1944  Sisson,  Eugene  Pardon,  109  College 

1913  Skiff,  Stuart  Ernest,  1194  Chapel 
1944  Smirnow,  Max  Ruskin,  1142  Chapel 
1923  Smith,  Charles  Seaver,  59  College 

1942  *Smith,  Frederick  Francis,  84  Dixwell  Ave. 

1914  Smith,  Marvin,  356  Humphrey 

1940  Smith,  Norman  Nathaniel,  291  Whitney  Ave. 

1927  *Snurkowski,  Charles  Vincent,  487  Orange 
1927  Sperandeo,  Anthony,  538  Chapel 

1896  Sperry,  Frederick  Noyes,  107  Whitney  Ave. 

1942  * Spiegel,  Charles  Markle,  829  Elm 

1939  *Spinner,  Samuel,  45  Trumbull 

1907  Standish,  Frank  Billings,  193  York 

1944  Stetson,  William  Paul,  646  Dixwell  Ave. 

1936  *Stevens,  Marvin  Allen,  25 6 Bradley 

1916  Stewart,  Harry  Eaton,  262  Bradley 

1925  Stone,  Emerson  Law,  129  Whitney  Ave. 

1920  Strauss,  Maurice  Jacob,  41  Trumbull 

1897  Sullivan,  John  Francis,  1346  Chapel 
1923  Sullivan,  Thomas  Joseph,  495  Orange 

1938  Thompson,  Kenneth  Wade,  789  Howard  Ave. 

1936  *Thompson,  Lloyd  James,  333  Cedar 

1915  Thoms,  Herbert,  789  Howard  Ave. 

191 1 Tileston,  Wilder,  442  Temple 

1923  Tyler,  Margaret,  158  Whitney  Ave. 

1942  Vegliante,  Michael  E.,  174  Bradley 
1896  Verdi,  William  Francis,  27  Elm 

1924  Vestal,  Paul  William,  79  Trumbull 

1941  Vollero,  Andrew,  469  Howard  Ave. 

1926  Wakeman,  Edward  Taylor,  129  Whitney  Ave. 

1919  Weil,  Arthur,  291  Whitney  Ave. 

1942  Weir,  Margaret  Lathrop  Bronson,  200  Edgehill  Rd. 
1944  *Welt,  Louis  Gordon,  74  Park 

1942  *Wentworth,  John  Hall,  240  Oliver 
1907  Wheatley,  Louis  Frederick,  61  Trumbull 

1916  Whiting,  Leonard  Clark,  121  Whitney  Ave. 

1906  Whittemore,  Edward  Reed,  33  Whitney  Ave. 

1936  *Wies,  Frederick  Albert,  255  Bradley 

1941  Wilkinson,  Arthur  Gilburt,  59  Trumbull 
1931  Willner,  Otto,  61  Trumbull 


1935  Wilson,  Hugh  Monroe,  789  Howard  Ave. 

1931  * Wilson,  William  Rives,  58  Trumbull 

1939  Winkler,  Alexander  Woodward,  789  Howard  Ave. 
1899  Winne,  William  Nelson,  1020  Whalley  Ave. 

1921  Winternitz,  Milton  Charles,  310  Cedar 

1922  Winters,  Sidney,  1175  Chapel 

1895  Wurtenberg,  William  Charles,  445  St.  Ronan 
1924  *Yavis,  John  Constantine,  115  Dwight 
1920  Yudkin,  Arthur  Meyer,  257  Church 

1933  *Zimmerman,  Harry  Martin,  310  Cedar 

NORTH  HAVEN 

1941  *Allen,  John  Clinton,  Quinnipiac  Ave. 

1941  *Cashman,  Justin  Laurence,  Broadway 
1943  Gillis,  Grace  Elaine,  St.  John 
1913  Lang,  William  Peter,  The  Cedars 

1940  Parrella,  Louis  Arnold,  Broadway 

1923  Taylor,  Sterling  Price,  Broadway  and  Post  Rd. 

SEYjMOUR 

1938  *Chobian,  Joseph  Aloysius,  159  Main 

1941  Harvey,  Edward  Regis,  1 1 9 Alain 

1934  Rogol,  Oscar,  135  Main 

SOUTHBURY 

1942  Deutsch,  Joyce  Victoria,  Southbury  Training  School 

1935  Yannet,  Herman,  Southbury  Training  School 

WALLINGFORD 

1943  Boyarsky,  Harry  Morton,  450  Center 

1932  *Breck,  Charles  Arthur,  176  North  Alain 

1930  Carrozella,  John  Christy,  50  South  Alain 
1937  Case-Downer,  Muriel,  Box  440 

1941  Dayton,  Theodore  Read,  Gaylord  Farm 

1942  Ferguson,  James  Fulton,  Jr.,  176  North  Alain 
1942  Gushee-,  Edward  Stockbridge,  187  North  Main 
1905  Lyman,  David  Russell,  Gaylord  Farm 

1911  McGaughey,  James  David,  261  Center 
1916  Morriss,  William  Haviland,  Gaylord  Farm 
1942  Murphy,  Thomas  Basil,  324  North  Elm 
1940  *Pelz,  Kurt  S.,  5 North  Alain 
1919  Sheehan,  Mark  Thomas,  245  Center 

1931  Spignesi,  John  Theodore,  37  North  Alain 

1933  *Wilson,  George  Campbell,  Gaylord  Farm 

WATER  BURY 

1924  Allen,  Harry  Everett,  30  Prospect 

1929  Atkins,  Samuel  Maurice,  63  Central  Ave. 

1923  Audet,  Charles  Henry,  42  Church 

1942  'Backhus,  Louis  Charles,  79  Greenleaf  Ave. 

1910  Barber,  Walter  Lewis,  Jr.,  87  North  Alain 
1937  *Berman,  Bernard  Alfred,  161  North  Alain 
1908  Bevans,  Theodore  Frank,  111  West  Alain 

1931  *Bizzozero,  Orpheus  Joseph,  20  Grove 

1942  Blau,  Rudolf,  47  Cooke 

1939  Bonner,  Robert  Alexander,  51  West  Alain 

1943  *Bonner,  Robert  Alexander,  Jr.,  103  North  Main 

1942  Bowes,  Frank  Arthur,  439  East  Main 
1910  Brennan,  Patrick  Joseph,  135  West  Alain 
1928  Brown,  Abe  Solomon,  58  Central  Ave. 

1894  Brown,  Charles  Henry,  57  North  Alain 

1943  #Bowen,  Joseph  John,  Jr.,  81  Alma 

1940  *Burke,  Joseph  Francis,  135  West  Main 

1941  Cole,  Clarence  Hummer,  in  West  Alain 
1935  Collins,  Joseph  Osborn,  AVaterbury  Hospital 

1942  Coppeto,  Carmine  James,  220  East  Main 

1932  Corbett,  Herbert  John,  14  Central  Ave. 

1942  *Coshak,  Morris,  20  East  Main 

1928  Cottiero,  Thomas,  21  Cooke 
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1928  Curran,  Harold  Joseph,  m West  Main 

1940  Damiani,  Rudolph  Andrea,  5 Cooke 
1942  DeCristoforo,  Ralph,  291  Nortli  Main 
1907  Deming,  Dudley  Brainard,  67  Willow 
1912  Dillon,  John  Henry,  325  East  Adam 

1941  *Dionne,  Ulric  Albany,  230  South  Elm 
1927  Dreher,  Alfred  Charles,  17 1 North  Adam 

1941  *DuBois,  Robert  Lionel,  135  West  Adain 
1902  Dwyer,  Patrick  James,  95  North  Adain 
1917  Dye,  John  Sinclair,  111  West  Adain 

1927  Edlin,  Charles,  24  Central  Ave. 

1916  Egan,  John  Joseph,  83  Willow 
1905  Engelke,  Charles,  24  Central  Ave. 

1922  Fabricant,  Samuel  Elmer,  9 Cooke 
1937  Finkelstein,  William,  103  North  Adain 
1926  Finn,  Alfred  Joseph,  164  West  Main 

1926  Fitzpatrick,  Edward  Earl,  83  East  Main 

1927  Foster,  John  Hess,  77  North  Adain 

1928  Freiheit,  John  Martin,  85  Grove 
1937  Fruin,  John  William,  76  Center 

1909  Gancher,  Jacob,  275  North  Main 

1923  Godfrey,  Edward  John,  135  West  Main 

1914  Good,  William  Murray,  63  Center 

1915  Green,  Jacques  Henry,  171  North  Adain 

1942  *Harty,  John  E.,  101  North  Alain 

1933  Harvey,  Joseph  LeRoy,  222  Ledgeside  Ave. 

1930  *Herrmann,  Albert  Edward,  101  North  Adain 

1931  Hetzel,  Joseph  Linn,  103  North  Alain 

1943  Hieronymus,  Ethel  Emilia,  101  North  Adain 
1939  Hinchey,  Richard  James,  43  Central  Ave. 

1919  Jackson,  Andrew  Joseph,  20  East  Main 

1929  Jackson,  Edward  Joseph,  76  Center 

1942  *Jennes,  Milton  Leo,  18  Crescent 

1939  Jennes,  Sidney  Weinberg,  18  Central  Ave. 

1922  Johnson,  Arthur  August,  59  Central  Ave. 

1915  Johnston,  Ernest  Hillock,  18  Saving 
1914  Kirschbaum,  Edward  Harry,  20  Grove 

1944  Koleshko,  Lawrence  Jacob,  72  Elizabeth 

1940  *LaBrecque,  Frederick  Charles,  164  AAVst  Main 

1922  Larkin,  Charles  Lewis,  101  North  Main 

1910  Lawlor,  Michael  Joseph,  158  North  Main 
1907  ^Leonard,  George  Arthur,  79  North  Main 

1941  *Lewicki,  Edward  Stanley,  36  North  Main 

1924  Lombardi,  Pasquale  Frederick,  46  Prospect 

1939  *Margolius,  Norman  Calvin,  125  Grove 

1941  *Mayo,  Elliott  Russell,  185  Grove 

1916  McGrath,  John  Henry,  309  East  Main 

1943  Meo,  Richard  Carl,  80  Central  Ave. 

1925  Merriman,  Merritt  Heminway,  115  Prospect 
1897  Adoriarity,  James  Ligouri,  52  Holmes  Ave. 

1928  Morrill,  Harold  Frost,  300  West  Adain 

1932  Mullen,  John  Joseph,  135  West  Main 

1940  *Nelson,  Roger  Burdette,  24  Central  Ave. 

1929  Neuswanger,  Chris  Harold,  89  North  Main 

1942  *Pasetto,  Edo,  1183  Hamilton  Ave. 

1923  Platt,  Irving  Smith,  30  Prospect  St. 

1943  Pollard,  Robert  Lonsdale,  24  Central  Ave. 

1901  Pomeroy,  Nelson  Asa,  96  Hillside  Ave. 

1940  Post,  Edward  Andrew,  135  West  Main 

1943  Prior,  John  D.,  64  Robbins 
1931  Pyle,  Edwin,  95  North  Adain 

1916  Quinn,  Raymond  James,  730  Baldwin 

1941  *Reichenbach,  Alfred  Edelbert,  165  North  Adain 
1939  *Reynolds,  Joseph  Alban,  95  North  Main 

1944  *Rogawski,  Alexander  Simon,  103  North  Adain 

1920  Root,  James  Harold,  103  North  Adain 
1925  Ruby,  Adax  Harold,  47  Prospect 
1939  *Ruby,  Robert  James,  47  Prospect 

1914  Ryder,  Raymond  Harrison,  52  Central  Ave. 


1941  *Saltzman,  Jacob  A.,  135  West  Adain 
1931  Sandulli,  Gaetano  Renato,  64  Cooke 

1928  Santoro,  Grace  Adarie,  95  North  Main 

1939  *Sayers,  Daniel  O’Connell,  278  East 
1933  Shea,  Vincent  Timothy,  20  East  Main 

1941  *Sklaver,  Joseph,  111  West  Adain 

1935  Slavin,  Joseph  E.,  798  East  Adain 

1906  Smith,  Egbert  Livingston,  292  West  Adain 

1915  Spicer,  Edmund,  292  West  Main 

1931  Staneslow,  John  Stanislovaitis,  95  North  Adain 
1924  Stettbacher,  Henry  John,  28  Prospect 
1906  Swenson,  Andrew  Clay,  43  Central  Ave. 

1916  Vastola,  Anthony  Patrick,  103  North  Adain 

1920  Webber,  Edwin  Russell,  95  North  Adain 
1943  Zerkowitz,  Frederick,  79  North  Main 

WEST  HAVEN 

1929  *Appell,  Harold  Seymour,  354  Campbell  Ave. 

1938  *Chasnoff,  John  Arthur,  328  Main 

1943  Cozzolino,  Eugene  Norris,  640  Savin  Ave. 

1923  Giannotti,  Carl  Charles,  399  Savin  Ave. 

1909  Gilmore,  Joseph  Leo,  336  Adain 
1943  Kessler,  Frederick,  493  Campbell  Ave. 

1940  *Koster,  Leo  William,  354  Campbell  Ave. 

1904  Kowalewski,  Victor  Alexander,  597  Campbell  Ave. 

1930  Milano,  Nicola  Antonio,  271  Elm 
1923  O’Connell,  William  Michael,  295  Main 
1915  Rogers,  Platt  Harrison,  228  Elm 

1933  Snavely,  Marion  Elizabeth,  546  Washington  Ave. 

WOODBRIDGE 

1940  *Perham,  William  Sidney,  Newton  Road 
OUT  OF  COUNTY 

1921  Dunham,  Ethel  Collins,  1815  45th,  N.  W.,  Washington, 

D.  C. 

1937  Eliot,  Adartha  Aday,  1815  45th,  N.W., Washington,  D.C. 

1942  Farley,  Edward  Brendon,  Electric  Boat  Co.,  Groton 
1923  Garcia,  Alphonso  Gilbert,  Adoosup 

1940  Goodrich,  William  Albert,  536  Bloomfield  Ave., 

Bloomfield 

1896  Graves,  Frederick  George,  Bethlehem 

1927  Johnson,  Harold  Albert,  R.  F.  D.  #2,  Watertown 

1938  Ivennard,  Adargaret  Alice,  544  East  83rd  St.,  New  York 

1936  Klumpp,  Theodore  George,  170  Varick  St.,  New  York 

City 

1942  Leary,  Deborah  Cushing,  179  Allyn  St.,  Hartford 
1927  Lindsay,  Merrill  Kirk,  4553  South  Chelsea  Lane, 
Bethesda,  Add. 

1906  AdcLarney,  Thomas  Joseph,  35  Catherine  St.,  Hartford 

1917  Merrill,  William  Truman,  66  Fuler  Lane,  East  Adilton, 

Mass. 

1942  *Millen,  Samuel  R.,  Veterans  Home,  Rocky  Hill 

1938  Mucci,  Lawrence  Adolf,  141  South  Mountain  Dr., 
New  Britain 

1943  Payne,  Frank,  Presbyterian  Hospital,  New  York,  N.  Y. 

1941  * Purple,  Adayo  Russell,  146  Adain,  East  Hampton 

1942  ^Sinclair,  Sydney  Edgar,  La  Porte,  Penna. 

1891  Skinner,  Clarence  Edward,  170  Post  Rd.,  Darien 
1941  Stetson,  Charles  Greaves,  Fitzsimons  General  Hospital,  ' 
Denver,  Colo. 

1931  *Sullivan,  Albert  Joseph,  3413  Texas  Ave.,  S.  E.,  J 

Washington,  D.  C. 

1914  Sweet,  Grover  Cleveland,  Veterans’  Home  and  Hos- 
pital, Rocky  Hill 

1941  Sword,  Brian  Collins,  630  North  Broadway,  Yonkers, 
N.  Y. 

1900  Teele,  Julia  Ernestine,  Box  31,  Hall-Brooke  Sanitarium, 
Greens  Farms,  Conn. 
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1940  *Thorne,  Lewis,  Lawson  General  Hospital,  Atlanta,  Ga. 

1941  *Vermooten,  Vincent,  c/oH.  R.  Robbins,  505  Hans- 

berry,  Germantown,  Penna. 

1902  Welch,  Harry  Little,  P.  O.  1071,  Sea  Cliff,  L.  I.,  N.  Y. 

1941  Wilson,  Dwight  E.,  Worthington  Ridge,  Berlin 

1942  * Woodruff,  Lorande  Mitchell,  721  Huntington  Ave., 

Boston,  Mass. 

1942  *Zaff,  Fred,  143  Summit  St.,  Chelsea,  Mass. 

New  London  County  Association 

✓ 

President:  Chari.es  Kaufman,  308  State  St.,  New  London 
Vice-PresideJit:  Albert  Quintiliani,  43  Broadway,  Norwich 
Secretary-Treasurer:  Thomas  Soltz,  52  Huntington  St.,  New 
London 

Councilor:  George  H.  Gildersleeve,  310  Main  St.,  Norwich 
Annual  Meeting,  First  Thursday  in  April 
Semi-Annual  Meeting,  First  Thursday  in  October 

COLCHESTER 

1935  Friedman,  Irving,  16  Norwich  Ave. 

1921  Pendleton,  Cyrus  Edmund,  13  Main 

1942  Schwartz,  Hans  Peter,  7 Broadway 

EAST  LYME 
Niantic 

1941  Dart,  Frederick  Bond,  61  Main 

1943  Gliserman,  Edward 

1934  MacLeod,  Edith  Alice,  State  Farm  for  Women 

1936  Ward,  Lawrence  Shapiro 

GRISWOLD 

Jewett  City 

1937  *Ansell,  Harvey  Berle,  30  North  Main 

1937  Barry,  Joseph  Charles,  3 Ashland 
1916  McLaughlin,  John  Henry,  37  Main 
1934  O’Neil,  Martin  Leo,  8 Park  Sq. 

GROTON 

1916  Barnum,  Charles  Gardner,  230  Thames 
1918  Douglass,  Edmund  Latham,  188  Thames 
1943  Goldmeier,  Erich,  306  Thames 
1934  Hewes,  Carlisle  Tyson,  242  Thames 

1941  Kaschub,  Robert  W.,  Electric  Boat  Co. 

1942  *Szlemko,  Emil  Alex,  25  Poquonnock  Rd. 

LYME 

1927  Ely,  Julian  Griffin,  R.  F.  D.  #2 

MONTVILLE 

Uncasville 

1936  *Lubchansky,  Jacob  Harris 
1929  Rasmussen,  Hans  Norman 

NEW  LONDON 
1933  *Baron,  Shirley  Harold,  309  State 
1933  *Becker,  Joseph,  325  State 

1928  Blank,  Eric  Henry,  240  Williams 

1942  Brahms,  Sigmund  Arnold,  563  Ocean  Ave. 

1933  Brosnan,  John  Francis,  34  Huntington 
1916  Cheney,  George  Philip,  179  Alontauk  Ave. 

1936  * Comstock,  Edward  Richard,  106  State 

1938  DeAngelis,  Louis,  252  Montauk  Ave. 

1909  Dunn,  Frank  Martin,  26  Broad 

1931  Dyer,  Charles  Edward,  102  Montauk  Ave. 

1936  Ferguson,  Helen  Knox,  508  Montauk  Ave. 

1906  Ganey,  Joseph  Matthew,  205  Williams 


1934  Gipstein,  Edward,  181  Broad 

1939  * Hartman,  Frederick  Bittinger,  58  Huntington 
1922  Hendel,  Isidor,  50  State 

1902  Henkle,  Emmanuel  Alex,  51  Federal 
1934  *Henkle,  Robert  Theodore,  51  Federal 
1895  Heyer,  Harold  Hankinson,  70  Coit 
1936  *Irwin,  Harold  Hyman,  325  State 
1921  Kaufman,  Charles,  308  State 

1940  *Krinsky,  Charles  Morris,  325  State 

1924  Labensky,  Alfred,  85  Federal 

1909  Lawson,  Stuart  Johnston,  116  Federal 
1921  Lena,  Hugh  Francis,  154  Broad 

1931  Loiacono,  Anthony  Joseph,  325  State 

1939  *Moran,  James  Patrick,  52  Huntington 

1941  *Morris,  Joyce  Stringer,  Mohican  Hotel 

1934  Morse,  Willard  Jackson,  32  Channing 
1921  Murray,  Thomas  J.,  34  Huntington 
1936  *Rapp,  Albert  Grant,  325  State 

1940  *Sabloff,  Jack,  325  State 

1929  Satti,  Charles  John,  36  Huntington 

1941  *Savage,  Philip  Joseph,  86  State 

1933  *Scoville,  Dorothea  Haven,  40  Channing 
1938  Smilgin,  Victor  Edward,  265  Williams 

1921  Soltz,  Thomas,  52  Huntington 

1929  Starr,  Richard  Mallory,  45  Huntington 

1942  Sturtevant,  James  Adelvin,  58  Huntington 
1904  Sullivan,  Daniel,  833  Ocean  Ave. 

1940  Sulman,  Morris,  203  Montauk  Ave. 

1899  Taylor,  John  Clifton,  159  State 
1933  Taylor,  Robert  Nelson,  159  State 

1925  Warren,  Hill  Freeman,  100  State 

1922  Wellington,  Harold  Wentworth,  309  State 

1935  #Wies,  Carl  Hendricks,  58  Huntington 
1913  Wilson,  Frank  Emery,  302  State 

1938  *Woodward,  Joseph  Cutler,  41  Huntington 

NORWICH 

1910  Agnew,  Robert  Robertson,  257  Main 
1942  Bielecki,  Casimer  Eugene,  39  Uncas 
1908  Brophy,  Edward  Joseph,  10  Shetucket 

1941  Bryan,  William  Alvin,  Norwich  State  Hospital 
1916  Callahan,  John  William,  308  Main 

1915  Campbell,  Hugh  Baird,  275  Broadway 

1942  Cohen,  Louis  Harold,  Norwich  State  Hospital 

1943  *Daly,  Joseph  Lawrence,  Jr.,  Norwich  State  Hospital 
1925  Dixon,  Henry  Campbell,  16  Franklin 

1897  Donohue,  James  Joseph,  43  Broadway 

1916  Driscoll,  William  Thomas,  257  Main 

1942  Drobnes,  Sidney,  Norwich  State  Hospital 
1942  Ferrara,  Adichael,  Uncas-on-Thames 
1916  Freeman,  Albert  Clark,  54  Broadway 
1942  * Friedman,  Emerick,  Norwich  State  Hospital 

1898  Gildersleeve,  Charles  Child,  310  Main 
1927  Gildersleeve,  George  Harold,  310  Adain 

1935  Hale,  Virginia  Anne,  Norwich  State  Hospital 
1935  Higgins,  Harold  William,  40  Shetucket 
1898  Higgins,  Harry  Eugene,  40  Shetucket 
1938  *Ivettle,  Ronald  Harry,  Norwich  State  Hospital 

1935  *Lukoski,  Walter  Anthony  Francis,  16  Franklin 

1936  Adahoney,  Joseph  John,  99  Adain 
1922  Adanwaring,  Ier  Jay,  Disco  Bldg. 

1922  Adarkoff,  Kopland  Karl,  16  Franklin 

1937  *Adoore,  Adaurice  R.,  Laurel  Hill  Rd.,  R.  #16 
'935  Neumann,  Virgil  Frank,  Uncas-on-Thames 

1935  O’Connell,  Patrick  Henry,  10  Shetucket 
1942  Oppenheimer,  Ixurt,  247  Adain 

1942  Opper,  Lincoln,  Norwich  State  Hospital 

1936  Osgood,  Charles,  257  Adain 

1942  *Pepe,  Anthony  James,  Norwich  State  Hospital 
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1934  Quintiliani,  Albert,  43  Broadway 
1932  Rabinovitch,  Alec,  5 Washington 

1930  *Raymer,  John  George,  40  Shetucket 

1935  Sears,  Lewis,  257  Adain 
1938  Segel,  Solam,  257  Adain 

1929  Suplicki,  John  William,  255  Adain 

1921  Sussler,  David,  65  Adain 

1943  Thale,  Thomas,  Norwich  State  Hospital 

1925  Thompson,  Clarence  George,  257  Adain 

1943  Tissenbaum,  Adorris  Joseph,  Norwich  State  Hospital 

1942  Toy,  Charles  Adallorv,  Norwich  State  Hospital 

1931  Urquhart,  Robert  Glen,  Uncas-on-Thames 
1935  Weidman,  William  Harold,  Uncas-on-Thames 

1932  Wener,  William  Victor,  241  Adain 

Taftvii.le 

1933  Archambault,  Henry  Allard,  2 North  Second  Ave. 

1935  *Bergendahl,  Harold  Andrew,  1 South  Second  Ave. 

OLD  LYAdE 

1909  Devitt,  Ellis  King 

STONINGTON 

1934  *Haliday,  Earle  George,  168  AVater 
1934  Veal,  William  Thomas,  99  Water 

1912  Williams,  Charles  Adallory,  174  Water 

Adysnc 

1907  Allyn,  Louis  Adaxson,  22  Library 
1941  Fowler,  Roger  Nathanael,  5 Library 
1928  Hill,  Edward  Roland 
1915  Adaine,  Thurman  Park,  64  Washington 

1941  *Ryley,  Roger  Noyes,  35  Willow 

WATERFORD 

1913  O’Brien,  John  Francis,  The  Seaside 
1937  Strobel,  Joseph  E.,  The  Seaside 

OUT  OF  COUNTY 

1932  Griswold,  Matthew,  154  Armory,  New  Haven 
1937  Lund,  Frederic  Albert,  Hotel  Surrey,  20  E.  76  St.,  New 
York  City 

1924  Raynolds,  Randolph,  Veterans’  Home  and  Hospital, 
Rocky  Hill 

Tolland  County  Association 

President:  Wendelin  G.  Luckner,  Stafford  Springs 
Vice-President:  Leonard  W.  Levine,  Ellington 
Secretary-Treasurer:  Francis  H.  Burke,  AdC— AUS 
Acting  Secretary : John  E.  Flaherty,  42  Elm  St.,  Rockville 
Councilor:  Charles  T.  LaAIoure,  Windham  Center 

Annual  Adeeting,  Third  Tuesday  in  April 
Semi-Annual  Adeeting,  Third  Tuesday  in  October 

COVENTRY 
South  Coventry 
1891  Higgins,  William  Lincoln 

ELLINGTON 

1940  Levine,  Leonard  Warren 

AdANSFIELD 
AdANSFiELD  Depot 

1942  Dayton,  Neil  Avon,  State  Training  School  and  Hos- 

pital 


1935  Haviland,  Walter  Childs,  State  Training  School  and 
Hospital 

1940  * Leonard,  Robert  John,  State  Training  School  and 

Hospital 

SOAdERS 

1921  Thayer,  Ralph  Bruce,  Adain 

STAFFORD 
Stafford  Springs 
1908  Flanley,  John  Patrick,  15  Church 

1941  Luckner,  Wendelin  George 

1935  Schiavetti,  Alfred,  11  Church 

VERNON 

Rockville 

1937  Beckwith,  Donald  Adacfarlane,  68  Prospect 
1933  *Burke,  Francis  Henry,  27  Park 

1908  Dickinson,  Francis  AdcLean,  38  Elm 
1923  Ferguson,  Roy  Cameron,  57  Union 
1918  Flaherty,  John  Edward,  42  Elm 
1921  Adetcalf,  Elliott  Harrison,  50  Elm 

1897  O’Loughlin,  Thomas  Francis,  26  North  Park 
1931  *Schneider,  William,  34  Union 

WILLINGTON 

West  Willington 
1928  Converse,  Frank  Benjamin 

OUT  OF  COUNTY 

1918  LaAdoure,  Charles  TenEyck,  Windham  Center 

Windham  County  Association 

President:  AdicHAEi.  D,  Riordan,  59  Church  St.,  Willimantic 
Vice-President:  Andrew  O.  Laakso,  27  Broad  St.,  Danielson 
Secretary-Treasurer:  Brae  Rafferty,  807  Main  St.,  Willi- 
mantic 

Councilor:  Robert  C.  Paine,  Thompson 

Annual  Meeting,  Third  Thursday  in  April 
Semi-Annual  Meeting,  Third  Thursday  in  October 

CANTERBURY 

1936  Baldwin,  Helen 

HAMPTON 

1914  Marsh,  Arthur  Drought 

KILLINGLY 

Danielson 

1935  Chartier,  Gerard  Adarcel,  148  Vi  Adain 
1928  *Garcin,  Cecil  Redvers,  7 Broad 
1940  Laakso,  Andrew  Olavi,  27  Broad 

1909  Perreault,  Joseph  Napoleon,  43  Adain 

1919  Tanner,  Warren  Avery,  36  Academy 

1920  Todd,  Frank  Paige,  178  Main 

AdOOSUP 

1940  *Couture,  Arthur  Joseph,  19  South  Alain 

PLAINFIELD 

1903  Chase,  Arthur  Alverdo,  Railroad  Ave. 

1933  Gulino,  Angelo  James 

PUTNAAd 

1942  *Bates,  David  Hinrichs,  28  Front 

1934  Chapnick,  Adorton  Herman,  168  Adain 

1941  *AIargolick,  Adoses,  80  Adain 
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1921  Phillips,  Karl  Tristram,  66  Alain 
1930  Prosser,  Florence  Dean,  158  Alain 

1922  Russell,  John  Jarvis,  Bridge  and  Alain 

1934  Shepard,  William  Alac,  66  Alain 

THOMPSON 
1903  Paine,  Robert  Child 

NORTH  GROSVERNORDALE 
1936  *Roy,  Joseph  Lambert 

WINDHAM 

WlLLIMANTIC 

1935  Arnold,  Alorton,  781  Alain 

1939  Basden,  Edward  Herbert,  199  Church 
1939  Carter,  George  Howard,  29  North 
1901  Girouard,  Joseph  Arthur,  19  Union 
1896  Hills,  Laura  Heath,  727  Main 
1928  Kinney,  Kenneth  Kyle,  29  North 
1925  *Ottenheimer,  Edward  Joseph,  29  North 
1932  Rafferty,  Brae,  807  Alain 
1916  Riordan,  Alichael  Davitt,  59  Church 

1936  *Roch,  George  Emile,  33  Church 

1937  Rothblatt,  Reuben,  672  Alain 
1914  *Shea,  Richard  Edward,  850  Main 
1914  Smith,  Fred  Alorse,  736  Alain 


1929  Spector,  Nathan,  59  Church 
1 935  *Vernon,  Sidney,  828  Main 

WOODSTOCK 
East  Woodstock 
1913  Pike,  Ernest  Reginald 

OUT  OF  COUNTY 

1883  Foster,  Warren  Woden,  4000  Cathedral  Ave.,  Wash- 
ington, D.  C. 

1932  Gilman,  Ralph  Lawrence,  Storrs 
1927  *LaPalme,  Joseph  Antonio,  718  School  St.,  AVebster, 
Mass. 

ASSOCIATE  MEA1BERS 
1941  Burr,  Harold  Saxon,  333  Cedar,  New  Haven 
1941  Fulton,  John  Farquhar,  333  Cedar,  New  Haven 

1941  Haggard,  Howard  W.,  4 Hillhouse  Ave.,  New  Haven 

1942  Hamilton,  James  A.,  789  Howard  Ave.,  New  Haven 
1941  Hiscock,  Ira  Vaughn,  215  Highland,  New  Haven 
1941  Long,  Cyril  N.  Hugh,  333  Cedar,  New  Haven 

1941  Alickle,  Friend  Lee,  P.  O.  Box  1139,  Hartford 

1943  Schneider,  Edward  Christian,  Wesleyan  University, 

Middletown 

1941  Welling,  William  Corcoran,  Station  A,  Drawer  K, 
Hartford 


ALPHABETICAL  ROLL  OF  MEMBERS 
With  date  and  place  of  graduation 


Aaronson,  M.  S.,  Univ.  & Bellevue  ’13,  Ansonia 
Abbey,  E.  A.,  Georgetown  ’30,  New  Haven 
Abrahams,  M.,  Tufts  ’31,  New  Canaan 
Abrashkin.  Al.  D.,  Maryland  ’32,  New  Haven 
Adam,  F.  S.,  Arale  ’25,  North  Canaan 
Adams,  M„  Johns  Hopkins  ’29,  Greenwich 
Adzima,  J.  AT.,  Alaryland  ’27,  Bridgeport 
Affinito,  T.,  AlcGill  ’31,  Aleriden 
Agnew,  R.  R„  Yale  ’08,  Norwich 
Aiello,  L.  J„  Boston  ’35,  New  Haven 
Akerson,  I.  B.,  Iowa  ’25,  Bridgeport 
Alderman.  I.  S.,  P.  & S.,  N.  Y.  ’19,  New  Haven 
Aldwin,  F.  J.,  Yale  ’32,  Stamford 
Alexander,  S.  J.,  LTniv.  & Bellevue,  Portland 
Allen,  E.  P.,  Yale  ’24,  New  Haven 
Allen,  G.  F„  McGill  ’37,  Hartford 
Allen  H.  E.,  Bowdoin  ’19,  Waterbury 
Allen,  H.  S.,  Yale  ’04,  Woodbury 
Allen,  J.  C.,  Hahnemann  ’39,  North  Haven 
Allen,  AT.  F„  Med.  Chi.,  Phila.  ’95,  New  Haven 
Allen,  M.  AT.,  Woman’s  ATedical  ’35,  Hartford 
Allen,  W.  AT.,  Johns  Hopkins  ’20,  Hartford 
Ailing,  A.  N.,  P.  & S.,  N.  Y.  ’91,  New  Haven 
Allyn,  L.  M.,  Pennsylvania  ’03,  ATystic 
Alpert,  AT.,  Yale  ’28,  Bridgeport 
Alu,  A.  F.,  Arale  ’20,  Ansonia 
Amatruda,  F.  G.,  Yale  ’23,  New  Haven 
Ames,  W.  G.,  P.  & S.,  N.  Y.  ’38,  Essex 
Amos,  I.  L.,  ATcGill  ’26,  Danbury 
Amoss,  H.  L.,  Harvard  ’ 1 1 , Greenwich 
Anderson,  C.  W.,  Harvard  ’34,  Greenwich 
Andrews,  E.  AT.,  Harvard  ’30,  West  Hartford 
Andrus,  O.  B„  Univ.  & Bellevue  ’32,  Devon 
Angus,  L.  R.,  Toronto  ’28,  Hartford 


Ansell,  H.  B.,  Tufts  ’32,  Jewett  City. 

Antell,  AT.  J.,  ATrmont  ’29,  Bridgeport 
Antupit,  L.,  Jefferson  ’23,  Hartford 
Appell,  H.  S.,  Tufts  ’27,  AVest  Haven 
Appell,  P.  H.,  Univ.  & Bellevue  ’23,  Bristol 
Apsel,  A.,  L.  I.  Coll.  Hosp.  ’18,  Bridgeport 
Apter,  H.,  George  Washington  ’34,  Hartford 
Apuzzo,  A.  A.  Tufts  ’36,  Middletown 
Archambault,  IT.  A.,  Tufts  ’27,  Taftville 
Arnold,  IT.  B.,  Yale  ’26,  New  Haven 
Arnold,  Al.,  Harvard  ’29,  Willimantic 
Arons,  M.  R.,  Maryland  ’30,  Hartford 
Ashcroft,  A.  D.,  P.  & S„  N.  Y.  ’35,  Stratford 
Atha,  IT.  G.,  Tufts  ’34,  Thomaston 
Atkins,  S.  AT.,  Tufts  ’22,  Waterbury 
Auder,  C.  H.,  Maryland  ’17,  Waterbury 
Ayres,  P.  B.,  Toronto  ’32,  Cos  Cob 

Backer,  AT.,  AAle  ’24,  Bridgeport 

Backhus,  L.  C.,  Syracuse  ’33,  Waterbury 

Backus,  H.  S.,  L.  I.  Coll.  Hosp.  ’03,  Hartford 

Bailey,  H..  Maryland  ’22,  Hartford 

Bailey,  N.  H.,  P.  & S.,  Balt.  ’ 1 1 , Hartford 

Baker,  P.  G.,  Vermont  ’33,  Winsted 

Bakunin,  AT.  I..  Jefferson  ’32,  Bridgeport 

Baldwin,  C.  T.,  Bellevue  ’8t,  Derby 

Baldwin,  IT.,  Worn.  ATed.  N.  Y.  ’92,  Canterbury 

Balletto,  V.,  Tufts  ’33,  East  Haven 

Bancroft,  H.  A.,  Albany  T 6,  Hartford 

Banks,  D.  T.,  Fordham  ’12,  Bridgeport 

Bannon,  F.  AT.,  Vermont  ’28,  Stamford 

Barald,  F.  C.,  Boston  ’36,  New  Haven 

Barber,  AAk  L.,  Jr.,  Univ,  & Bellevue  ’07,  AVaterbury 

Barker,  A.  J.,  Bellevue  ’97,  Torrington 
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Barker,  C.,  Dartmouth  ’13,  New  Haven 

Barker,  D.  C.,  Maryland  40,  Fairfield 

Barker,  N.  J.,  Toronto  ’26,  Hartford 

Barnes,  F.  H.,  N.  Y.  Homeo.  ’96,  Stamford 

Barney,  W.  E.,  Yale  ’35,  Milford 

Barnum,  C.  G.,  Yale  ’11,  Groton 

Baron,  S.  H.,  Cornell  ’27,  New  London 

Barrett,  W.  J.,  Maryland  ’04,  New  Haven 

Barry,  J.  C.,  Boston  ’33,  Jewett  City 

Barstow,  R.  I.,  Jefferson  ’33,  Norfolk 

Bartlett,  C.  J.,  Yale  ’95,  New  Haven 

Barton,  P.  N.,  Harvard  ’39,  Hartford 

Basden,  E.  H.,  Tufts  33,  Willimantic 

Bassin,  A.  L.,  Rochester  ’30,  New  Haven 

Batelli,  C.  F.,  Yale  ’28,  New  Haven 

Bates,  D.  H.,  L.  I.  Coll.  Hosp.  ’39,  Putnam 

Battista,  A.  W.,  Tufts  ’24,  New  Haven 

Bausch,  C.  P.,  Tufts  ’29,  Hartford 

Bayne-Jones,  S.,  Johns  Hopkins  ’14,  New  Haven 

Beach,  C.  C.,  P.  & S.,  N.  Y.  ’82,  Hartford 

Beach,  C.  T.,  Yale  ’05,  Hartford 

Bearg,  P.  A.,  Yale  ’37,  New  Haven 

Beatman,  I.,  Tufts  ’27,  Hartford 

Beatrice,  A.  A.,  Tufts  ’29,  Bristol 

Beauchemin,  J.  A.,  Montreal  ’25,  Middletown 

Beaudry,  J.  H.,  McGill  ’13,  Bridgeport 

Beck,  E.  C.,  Yale  ’26,  South  Norwalk 

Beck,  F.  G.,  Yale  ’03,  New  Haven 

Beck,  S.  H.,  Rochester  ’34,  Bridgeport 

Becker,  J.,  Univ.  & Bellevue  ’29,  New  London 

Beckwith,  D.  M.,  Harvard  ’34,  Rockville 

Beebe,  J.  T.,  Columbia  ’38,  Hartford 

Behan,  E.  J.,  McGill  ’22,  New  Haven 

Beizer,  E.,  L.  I.  Coll.  Hosp.  ’30,  New  York  City 

Bell,  J.  S.,  Illinois  ’28,  Ridgefield 

Bellew,  R.  F.,  Tufts  ’37,  Bridgeport 

Benedict,  M.  K.,  Johns  Hopkins  ’19,  New  Haven 

Benoit,  R.  J.,  Georgetown  ’26,  New  Britain 

Benton,  P.  E.,  P.  & S.,  N.  Y.  ’34,  Stratford 

Bergendahl,  H.  A.,  Tufts  ’33,  Taftville 

Bergin,  T.  J.,  Yale  ’99,  Cos  Cob 

Berlowe,  iM.  L.,  L.  I.  Coll.  Hosp.  ’34,  New  Haven 

Berman,  B.  A.,  Tufts  ’34,  Waterbury 

Berman,  H.  L.,  Yale  ’15,  New  Haven 

Berne,  E.  L.,  McGill  ’35,  Westport 

Bernstein,  A.,  Yale  ’08,  Bridgeport 

Bernstein,  D.  J.,  Vermont  ’33,  New  Britain 

Bestor,  E.  L.,  N.  Y.  Homeo.  ’07,  Hartford 

Bevans,  T.  FI,  Minnesota  ’03,  Waterbury 

Bick,  J.  W.,  Jr.,  Tulane  ’37,  Hartford 

Bidgood,  C.  Y.,  Virginia  ’20,  Hartford 

Biehn,  D.  M.  F.,  Queen’s  ’37,  Fairfield 

Biehn,  S.  L.,  Toronto  ’26,  Fairfield 

Bielecki,  C.  E.,  Tufts  ’39,  Norwich 

Bienkowski,  J.  G.,  Harvard  ’35,  Torrington 

Bingham,  C.  T.,  P.  & S.,  N.  Y.  ’32,  Hartford 

Biondi,  B.,  Tufts  ’38,  New  Haven 

Biram,  J.  H.,  Cornell  ho,  Hartford 

Bird,  F.  S.,  Vermont  ’33,  Bristol 

Birge,  IT  L.,  Pennsylvania  ’33,  Hartford 

Bishop,  C.  C.,  Yale  ’30,  New  Haven 

Bissell,  A.  H.,  Cornell  ’ 1 6,  Stamford 

Bixby,  IT,  Tufts  ’35,  Middletown 

Bizzozero,  O.  J.,  Vermont  ’27,  Waterbury 

Blair,  E.  H„  P.  & S.,  Balt.  ’06,  Hartford 

Blake,  E.  M.,  Yale  ’06,  New  Haven 

Blake,  F.  G.,  Harvard  ’13,  New  Haven 

Blanchard,  D.  L.,  Yale  ’31,  Branford 

Blank,  E.  H.,  Vermont  ’25,  New  London 


Blass,  G.,  Vienna  ’24,  Stamford 
Blau,  R.,  Friedrich  Wilhelms  ’20,  Waterbury 
Blodinger,  I.  E.,  Yale  ’25,  New  Haven 
Blogoslawski,  W.  J.,  Georgetown  ’27,  New  Britain 
Bloom,  D.  I.,  Tufts  ’35,  Thompsonville 
Bluestone,  D.  H.,  Syracuse  ’12,  Naugatuck 
Blumenthal,  E.  J.,  L.  I.  Coll.  Hosp.  ’32,  Ansonia 
Blumer,  G.,  Cooper  ‘91,  Branford 
Boardman,  A.  K.,  Pennsylvania  ’99,  New  Haven 
Boardman,  E.  I.,  Cornell  ’20,  New  Haven 
Bobrow,  A.,  Bern  ’36,  Flartford 
Bodie,  J.  A.,  Tufts  ’24,  New  Haven 
Bodie,  W.  J.,  Georgetown  ’29,  Branford 
Bodley,  G.  H.,  Yale  ’07,  New  Britain 
Bogin,  M.,  Yale  ’26,  Bridgeport 
Boisvert,  P.  L.,  Rochester  ’34,  Hamden 
Bonner,  R.  A.,  Maryland  ’12,  Waterbury 
Bonner,  R.  A.,  Jr.,  Maryland  ’38,  Waterbury 
Booe,  J.  G.,  Med.  Coll.  Va.  ’19,  Bridgeport 
Booth,  J.  D.,  P.  & S.,  N.  Y.  ’26,  Danbury 
Borkowski,  B.  J.,  Georgetown  ’28,  Bristol 
Botsford,  C.  P.,  Yale  ’94,  Hartford 
Bowen,  J.  J.,  Jr.,  U.  Maryland  ’41,  Waterbury 
Bowes,  F.  A.,  Harvard  hj,  Waterbury 
Bowman,  S.  H.,  Hahnemann,  Chicago  ’13,  Stamford 
Boyarsky,  H.  M.,  Tufts  ’31,  Wallingford 
Boyd,  IT,  Harvard  ’21,  South  Manchester 
Brackett,  A.  S.,  Jefferson  ’95,  Bristol 
Brackin,  J.  T.,  Jr.,  Penn.  ’36,  Hartford 
Bradeen,  F.  B.,  Pennsylvania  ’99,  Essex 
Bradley,  E.  T.,  Cornell  ’36,  New  Canaan 
Bradley,  T.  R.,  Maryland  ’14,  South  Norwalk 
Brahms,  S.  A.,  N.  Y.  U.  ’35,  New  London 
Brainard,  C.  B.,  Yale  ’98,  West  Hartford 
Brandon,  K.  F.,  Toronto  ’32,  Hartford 
Branon,  A.  W.,  Jefferson  ’13,  Hartford 
Brayton,  H.  W.,  Harvard  hi,  Hartford 
Breck,  C.  A.,  Yale  ’30,  Wallingford 
Brecker,  F.  W.,  Tufts  ’28,  East  Hartford 
Brennan,  E.  L.,  Ireland  ’23,  Hartford 
Brennan,  P.  J.,  Yale  ’07,  Waterbury 
Bretzfelder,  K.  B.,  Jefferson  ’16,  New  Haven 
Brewer,  F.,  P.  & S.,  N.  Y.  ’20,  East  Hartford  (Fairfield 
County) 

Brewer,  T.  F.,  Yale  ’26,  Hartford 
Bria,  W.  F.,  Rome  ’34,  Cos  Cob 
Bridge,  J.  L.,  Harvard  ’03,  Hazardville 
Brier,  H.  D.,  N.  Y.  U.  ’34,  Bridgeport 
Bristoll,  D.  A.,  Pennsylvania  ’27,  New  Britain 
Brochu,  E.  D.,  Boston  ’33,  Danbury 
Brodsky,  M.  E.,  Northwestern  ’26,  Bridgeport 
Brody,  B.  S.,  Yale  ’28,  New'  Haven 
Bronson,  W.  T.,  N.  Y.  U.  ’98,  Danbury 
Brooks,  P.  L.,  McGill  ’32,  Bridgeport 
Brophy,  E.  J.,  Yale  ’04,  Norwich 
Brosnan,  J.  F.,  Tufts  ’30,  New  London 
Brown,  A.  S.,  Yale  ’26,  Waterbury 
Brown,  C.  H.,  U.  City  N.  Y.  ’93,  Waterbury 
Brown,  P.  H.,  Vermont  ’26,  Stamford 
Brown,  W.  T.,  Texas  ’33,  New  Haven 
Browne,  F.  A.,  Johns  Hopkins  ’20,  Hartford 
Bruckner,  W.  J.,  Cornell  ’33,  New  Haven 
Brunet,  W.  M.,  Virginia  hi,  Bridgeport 
Bruskin,  C.  E.,  Leipzig  ’32,  Hartford 
Bryan,  W.  A.,  George  Washington  ’08,  Norwich 
Buccheri,  F.  S.,  Tufts  ’35,  New  Britain 
Bucciarelli,  J.  A.,  Temple  ’31,  New  Canaan 
Buck,  B.  J.,  Harvard  ’26,  Hartford 
Buckhout,  G.  A.,  Tufts  ’35,  Bridgeport 
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Buckley,  R.  C.,  Yale  ’24,  Hartford 

Buckley,  J.  W.,  Georgetown  ’33,  Bridgeport 

Buckley,  W.  E.,  Boston  ’33,  Adiddletown 

Buckmiller,  F.  C.,  Vermont  ’14,  Bridgeport 

Budau,  J.  H.  D.,  Yale  ’00,  Milford 

Bull,  J.  N.,  P.  & S.,  N.  Y.  ’78,  Plainville 

Bumstead,  J.  H.,  Johns  Hopkins  ’23,  New  Haven 

Bunnell,  W.  W.,  Yale  ’29,  Farmington 

Bunting,  H.,  Harvard  ’36,  New  Haven 

Buol,  R.  S.,  Harvard  ’23,  New  Britain 

Burgdorf,  A.  L.,  Rush  ’31,  Bloomfield 

Burke,  F.  H.,  Georgetown  ’31,  Rockville 

Burke,  J.  F.,  Yale  ’31,  Waterbury 

Burlingame,  C.  C.,  Hahnemann,  Chicago  ’08,  Hartford 

Burns,  B.  J.,  Georgetown  ’18,  Bridgeport 

Burns,  G.  D.,  Yale  ’25,  Derby 

Bums,  M.  M.,  Texas  ’27,  Hartford 

Butler,  N.  G.,  Tufts  ’24,  Hartford 

Byrne,  D.  W.,  P.  & S.,  N.  Y.  ’27,  Hartford 

Cabaniss,  J.  T.,  P.  & S.,  N.  Y.  ’15,  Hartford 
Cacace,  V.  A.,  Loyola  ’39,  Bridgeport 
Calabresi,  M.,  U.  Florence  ’26,  New  Haven 
Caldwell,  D.  M.,  AdcGill  ’19,  South  Manchester 
Calhoun,  H.  A.,  Tufts  ’34,  Adiddletown 
Callahan,  J.  W.,  P.  & S.,  Balt.  ’11,  Norwich 
Callender,  E.  F.,  Yale  ’12,  Chester 

Calverley,  E.  T.  T.,  AVoman  Aded.  Pa.  ’08,  Cairo,  Egypt 

Calvin,  C.  V.,  Harvard  ’16,  Bridgeport 

Cammann,  O.  DeN.,  P.  & S.,  N.  Y.  ’33,  New  Canaan 

Campbell,  H.  B.,  Pennsylvania  ’09,  Norwich 

Campbell,  S.,  Vermont  ’23,  Aderiden 

Canby,  J.  E.,  Jefferson  ’27,  West  Hartford 

Canfield,  N.,  Adichigan  ’29,  New  Haven 

Capacelatro,  A.,  Tufts  ’19,  New  ITaven 

Caplan,  H.,  Yale  ’27,  Meriden 

Caplan,  Ad.,  Louisville  ’33,  Aderiden 

Cappiello,  S.,  Tufts  ’19,  Hartford 

Carelli,  G.  F.,  Yale  ’ 1 1 , New  Haven 

Carey,  T.  C.,  Yale  ’28,  Hartford 

Carey,  W.  C.,  P.  & S.,  N.  Y.  ’33,  Meriden 

Carlin,  C.  H.,  Adichigan  ’96,  Torrington 

Carlson,  R.  I.,  Yale  ’39,  New  Haven 

Carniglia,  E.  F.,  Harvard  ’29,  Hartford 

Carpenter,  R.  M.,  Imyola  ’16,  Stamford 

Carpinella,  M.  J.,  Rochester  ’32,  Branford 

Carroll,  F.  P.,  Johns  Hopkins  ’14,  Bridgeport 

Carroll,  J.  E.,  Boston  ’25,  Hartford 

Carroll,  P.  R.,  Jr.,  Georgetown  ’29,  Bridgeport 

Carroll,  AA7.  E.,  Dartmouth  ’14,  Aderiden 

Carrozzella,  J.  C.,  L.  I.  Coll.  Hosp.  ’28,  Wallingford 

Carter,  E.  B.,  Johns  Hopkins  ’ 1 1 , Hartford 

Carter,  G.,  Johns  Hopkins  ’28,  Greenwich 

Carter,  G.  H.,  P.  & S.,  N.  Y.  ’35,  Willimantic 

Carvey,  E.  V.,  Yale  ’35,  Wethersfield 

Carwin,  J.  L.,  Meharry  ’32,  Stamford 

Casagrande,  J.  J.,  St.  Louis  ’32,  Ansonia 

Case,  E.  P.,  Adichigan,  ’11,  West  Hartford 

Case-Downer,  Ad.,  Boston  ’29,  Wallingford 

Cashman,  J.  L.,  Hahnemann  ’37,  North  Haven 

Cassone,  R.,  Vermont  ’41,  Stamford 

Castaldo,  L.  F.,  Tufts  ’37,  Bridgeport 

Caulfield,  E.  J.,  Johns  Hopkins  ’20,  Hartford 

Celentano,  L.  E.  H.,  Hahnemann  ’30,  New  Haven 

Cenci,  V.  P.,  Tufts  ’29,  Hartford 

Centrone,  P.  A.,  P.  & S.,  N.  Y.  ’37,  New  Haven 

Chaffee,  J.  S.,  Pennsylvania  ’97,  Sharon 

Chalmers,  H.  E.,  Tufts  ’06,  New  Britain 

Chapnick,  M.  H.,  Jefferson  ’32,  Putnam 


Chartier,  G.  Ad.,  Boston  ’33,  Danielson 

Chase,  A.  A.,  Harvard  ’01,  Plainfield 

Chase,  C.  C.,  Vermont  ’24,  Adiddletown 

Chasnoff,  J.  A.,  L.  I.  Coll.  Hosp.  ’36,  AA7est  Haven 

Cheney,  B.  A.,  Yale  ’90,  New  Haven 

Cheney,  G.  P.,  Add.  Coll.  Aded.  ’13,  New  London 

Cheney,  M.  L.,  ATrmont  ’17,  Bridgeport 

Chernaik,  S.  J.,  Jefferson  ’16,  New  Britain 

Chester,  L.  L.,  U.  of  Vermont  ’38,  New  Britain 

Childs,  A.  E„  N.  Y.  U.  ’96,  Litchfield 

Chipman,  S.  S.,  AdcGill  ’28,  Norwalk 

Chobian,  J.  A.,  Loyola,  ’33,  Seymour 

Claiborn,  L.  N.,  Washington  ’27,  New  Haven 

Clancy,  J.  J.,  Yale  ’35,  Hartford 

Claps,  L.  V.,  N.  Y.  U.  ’40,  Greenwich 

Clark,  J.  B.,  P.  & S.,  N.  Y.  ’98,  Greenwich 

Clark,  M.  H.,  Women’s  Medical  ’33,  New  Haven 

Clark,  W.  T.,  Queen’s  ’34,  Bridgeport 

Clarke,  C.  C.,  Yale  ’32,  New  Haven 

Clarke,  J.  A.,  Bellevue  ’97,  Greenwich 

Clarke,  R.  DeB.,  Johns  Fdopkins  ’08,  Hartford 

Clason,  F.  P.,  Harvard  ’15,  Hartford 

Cleary,  H.  J.,  Tufts  ’29,  Watertown 

Clifford,  M.  L.,  Colorado  ’33,  Hartford 

Clifton,  H.  C.,  Pennsylvania  ’01,  Bloomfield 

Climan,  Ad.,  P.  & S.,  N.  Y.  ’15,  Hartford 

Climo,  S.,  Ohio  ’29,  New  Haven 

Close,  J.  F.,  P.  & S.,  N.  Y.  ’25,  Greenwich 

Clow,  H.  L.,  Tufts  ’14,  Newtown 

Coates,  S.  P.,  Maryland  ’34,  Suffield 

Cobb,  A.  E.,  Yale  ’98,  Canaan  (Hartford  County) 

Cobey,  J.  F.,  Yale  ’16,  New  Haven 

Cochran,  L.  B.,  Pennsylvania  ’93,  West  Hartford 

Cody,  G.  R.,  Georgetown  ’36,  South  Norwalk 

Cody,  T.  P.,  L.  d.  Coll.  Hosp.  ’36,  New  Canaan 

Coffey,  J.  R.,  Yale  ’07,  New  Haven 

Cofrances,  L.  W.,  Jefferson  ’23,  New  Haven 

Cogan,  G.  E.,  Georgetown  ’23,  f-dartford 

Cogland,  J.  L.,  Vermont  ’34,  Hartford 

Cognetta,  J.  J.,  Vermont  ’36,  Stamford 

Cogswell,  E.  S.,  Harvard  ’12,  Hartford 

Cogswell,  L.  P.,  Harvard  ’33,  Hartford 

Cohane,  T.  F.,  Yale  ’97,  New  Haven 

Cohen,  D.  J.,  Yale  ’32,  Aderiden 

Cohen,  L.  H.,  Yale  ’31,  Norwich 

Cohen,  W.,  Yale  ’23,  New  Haven 

Cohn,  S.  H.,  Boston  ’34,  Hartford 

Cole,  C.  H.,  Yale  ’32,  AVaterbury 

Collins,  J.  O.,  Baylor  ’29,  Waterbury 

Collins,  AV.  F.,  Yale  ’04,  New  Haven 

Colmers,  R.  A.,  Vienna  ’37,  Stamford 

Colwell,  H.  S.,  Johns  Hopkins,  ’14,  New  Haven 

Comfort,  C.  AV.,  Jr.,  Yale  ’ 1 1 , New  Haven 

Compson,  F.  E.  Ad.,  Boston  ’20,  Adiddletown 

Comstock,  E.  R.,  Tufts  ’33,  New  London 

Conklin,  C.  S.,  Fordham  ’16,  Bridgeport 

Conlon,  AV.  1^.,  Jefferson  ’36,  Manchester 

Connolly,  A.  J.,  Georgetown  ’28,  New  Haven 

Connolly,  J.  P.,  Georgetown,  ’36,  Stamford 

Connor,  G.  Ad.,  Boston  ’35,  Plantsville 

Connor,  J.  J.,  Yale  ’30,  Hartford 

Connors,  E.  R.,  Boston  ’31,  Bridgeport 

Conroy,  Ad.  J.,  Yale  ’20,  Aderiden 

Conte,  H.  A.,  L.  I.  Coll.  Idosp.  ’12,  New  Haven 

Conte,  Ad.  G.,  Naples  ’35,  New  Haven 

Converse,  F.  B.,  Eclectic,  Cinn.  ’94,  West  AAhllington 

Conway,  D.  F.,  Jr.,  P.  & S.,  N.  Y.  ’37,  New  Haven 

Cook,  G.  F.,  Tufts  ’23,  Plainville 

Cook,  R.  J.,  Johns  Hopkins  ’13,  New  Haven 
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Cooley,  C.  M.,  Yale  ’08,  New  Britain 

Coppeto,  C.  J.,  Marquette  ’39,  Waterbury 

Corbett,  H.  J.,  Tufts  ’29,  Waterbury 

Corcoran,  M.  A.,  Tufts  ’30,  Hartford 

Corey,  W.  VanA.,  George  Washington  ’33,  Hamden 

Cornelio,  F.  J.,  Georgetown  ’34,  Winsted 

Corradino,  C.  L.,  Tufts  ’29,  New  Haven 

Corridon,  J.  D.,  Georgetown  ’28,  South  Norwalk 

Coshak,  M.,  Boston  ’37,  Waterbury 

Costanzo,  J.  J.,  Illinois  ’05,  Stamford 

Costello,  H.  N.,  Johns  Hopkins  ’10,  Hartford 

Cotterio,  T.,  Yale  ’26,  Waterbury 

Couch,  A.  R.,  N.  Y.  Homeo.  ’05,  Hartford 

Couch,  F.  H.,  Yale  ’30,  Cromwell 

Couch,  M.  W.,  Minnesota  ’27,  Cromwell 

Couture,  A.  J.,  Boston  ’32,  Moosup 

Cox,  R.  B.,  McGill  ’02,  Collinsville 

Coyle,  A.  E.  M.,  Worn.  Aded.  Pa.  ’12,  Windsor  Locks 

Coyle,  B.  J.,  Georgetown  ’18,  Windsor  Locks 

Cozzolino,  E.  N.,  Harvard  ’33,  West  Haven 

Cragin,  D.  B.,  Harvard  ’02,  Hartford 

Craig,  G.  Ad.,  Harvard  ’20,  Middletown 

Craighill,  Ad.  D.,  Johns  Hopkins  ’24,  Philadelphia,  Penn. 

(Fairfield  County) 

Cram,  G.  E.,  P.  & S.,  N.  Y.  ’01,  Glenbrook 

Cramer,  S.  L.,  N.  Y.  Adedical  ’41,  New  Haven  (Fairfield 

County) 

Crampton,  C.  B.,  Yale  ’37,  Middletown 
Crane,  J.  E.,  Vermont  ’39,  Stanfford 
Crane,  R.  W.,  Yale  ’05,  Stamford 
Crawley,  G.  A.,  Temple  ’28,  AVest  Hartford 
Creadick,  A.  N.,  Pennsylvania  ’08,  New  Haven 
Creadick,  R.  N.,  Yale  ’37,  New  Haven 
Creaturo,  N.  E.,  Boston  ’31,  Bridgeport 
Crispin,  Ad.  A.,  Temple  ’41,  Stratford 
Crook,  J.  B.,  N.  Y.  Homeo.  ’13,  East  Haddam 
Crosby,  E.  H.,  Yale  ’28,  Hartford 
Cullen,  J.  R.,  Georgetown  ’36,  Hartford 
Culotta,  C.  S.,  Yale  ’28,  New  Haven 
Cunningham,  J.  Ad.,  Texas  ’26,  Hartford 
Cunningham,  R.  D.  Ad.,  Yale  ’30,  Stamford 
Curley,  W.  H.,  Cornell  ’08,  Bridgeport 
Curran,  E.  R.,  Jefferson  ’24,  Union  City 
Curran,  H.  J.,  Tufts  ’24,  Waterbury 
Curran,  P.  J.,  P.  & S.,  N.  Y.  ’01,  Bridgeport 
Curtis,  B.  H.,  P.  & S.,  N.  Y.  ’36,  Hartford 
Curtis,  W.  B.,  P.  & S.,  N.  Y.  ’34,  New  Haven 
Cushman,  L.  A.,  Harvard  ’24,  West  Hartford 
Cutler,  H.  S.,  St.  Louis  ’37,  New  Haven 

D’Alessio,  C.  Ad.,  Maryland  ’37,  Derby 

Daley,  L.  AV.,  AdcGill  ’30,  New  Britain 

Dallas,  Ad.,  Boston  ’22,  New  Haven 

Dalton,  G.  H.,  Yale  ’12,  Newr  Britain 

Daly,  C.  W.,  P.  & S.,  Balt.  ’10,  Hartford 

Daly,  J.  L.,  N.  Y.  U.  ’33,  Norwich 

Daly,  W.  P.,  Georgetown  ’17,  Hartford 

D’Ambruoso,  D.  C.,  P.  & S.,  N.  Y.,  ’36,  Derby 

Damiani,  R.  A.,  Tufts  ’33,  Waterbury 

D’Amico,  J.,  U.  Rome  ’37,  New  Haven 

D’Amico,  Ad.,  Yale  ’31,  New  Haven 

Danaher,  T.  J.,  Yale  ’28,  Torrington 

D’Andrea,  F.  H.,  Yale  ’29,  Stamford 

Darrow,  D.  C.,  Johns  Hopkins  ’20,  New  Haven 

Darrow,  J.  E.,  Tufts  ’28,  New  Britain 

Dart,  F.  B.,  Maryland  ’23,  Niantic 

Davenport,  A.  K.  P.,  South  Carolina  ’03,  Hartford 

Davis,  D.  A.,  Hahnemann  ’36,  Derby 

Davis,  G.  B.,  Vermont  ’24,  Milford 


Davis,  J.  B.,  Kansas  ’33,  New  Haven 

Davis,  J.  E.,  Johns  Hopkins  ’19,  Hartford 

Davis,  J.  S.,  Boston  U.  ’36,  South  Norwalk 

Davol,  R.  T.,  P.  & S.,  N.  Y.  ’41,  Greenwich 

Dawson,  L.  Ad.,  Queen’s  ’09,  Hartford 

Day,  F.  L.,  Bellevue  ’93,  Bridgeport 

Dayton,  A.  B.,  John  Hopkins  ’15,  New  Haven 

Dayton,  N.  A.,  Ohio  ’15,  Mansfield  Depot 

Dayton,  T.  R.,  Harvard  ’25,  Wallingford 

Dean,  S.  R.,  Michigan  ’34,  Stamford 

DeAngelis,  L.,  Virginia  ’36,  New  London 

DeBonis,  D.  A.,  Naples  ’90,  Hartford 

DeCristoforo,  R.,  Tufts  ’37,  Waterbury 

DeForest,  G.  K.,  Yale  ’32,  New  Haven 

DeKlyn,  AV.  B.,  Temple  ’41,  Danbury 

de  la  Vergne,  P.  Ad.,  McGill  ’35,  Meriden 

Delohery,  C.  L.,  Temple  ’26,  Danbury 

DeLuca,  IT.  R.,  George  AVashington  T6,  Bridgeport 

DeWecchio,  L.  F.,  Georgetown  ’31,  Bridgeport 

Deming,  C.  D.,  Johns  Hopkins  ’10,  Hartford 

Deming,  C.  K.,  P.  & S.,  N.  Y.  ’17,  New  Haven 

Deming,  C.  L.,  Yale  ’15,  New  Haven 

Deming,  Id.  B.,  P.  & S.,  N.  Y.  ’01,  Waterbury 

Deming,  E.  A.,  Johns  Hopkins  ’08,  Hartford 

Deming,  N.  L.,  P.  & S.,  N.  Y.  ’93,  Old  Saybrook 

Denne,  T.  H.,  AYrmont  ’05,  West  Hartford 

Dennehy,  W.  J.,  Yale  T8,  New  Haven 

DePasquale,  F.  L.,  Pennsylvania  ’26,  Hartford 

DePasquale,  J.  A.,  Pennsylvania  ’36,  Hartford 

DeRosa,  S.  F.,  Jefferson  ’24,  Meriden 

Derwin,  J.  J.,  Georgetown  ’30,  AVinsted 

Desmond,  W.  F.,  Yale  ’25,  Newtown 

D’Esopo,  J.  N.,  AdcGill  ’31,  New  Haven 

de  Suto-Nagy,  I.  K.,  Royal  Hung.  ’15,  New  Haven 

Deutsch,  J.  V.,  L.  I.  Coll.  Hosp.  ’36,  Southbury 

DeVito,  Ad.  J.,  AYnderbilt  ’28,  Hartford 

Devitt,  E.  K.,  Maryland  ’07,  Old  Lyme 

DeWitt,  E.  N.,  Pennsylvania  ’17,  Bridgeport 

Diamond,  E.  IT.,  Breslau  ’32,  Norwalk 

Dichter,  C.  L,.,  Add.  Coll.  Aded.  ’05,  Stamford 

Dichter,  I.  S.,  Jefferson  ’31,  Stamford 

Dickinson,  F.  AdcL.,  P.  & S.,  N.  Y.  ’05,  Rockville 

Dignam,  B.  S.,  Yale  ’35,  Thompsonville 

Dignam,  E.  A.,  Aded.  Coll.  Va.  ’28,  Hartford 

Dillon,  J.  H.,  Yale  ’04,  Waterbury 

Dinan,  H.  P.,  Tufts  ’38,  Stratford 

Dinsmore,  AV.  W.,  Johns  Hopkins  ’07,  Hartford 

Dion,  A.  J.,  Tufts  ’28,  Hartford 

Dionne,  U.  A.,  Tufts  ’30,  Waterbury 

Diskan,  A.  E.,  Temple  ’37,  Adanchester 

DiStasio,  F.,  Adaryland  ’33,  New  Haven 

Dixon,  H.  C.,  Bowdoin  ’17,  Norwich 

Dobbs,  W.  G.  H.,  Rochester  ’34,  Torrington 

Dodd,  B.,  P.  & S.,  N.  Y.,  ’33,  Hartford 

Doerr,  W.  J.,  Erlangen  ’40,  Broad  Brook 

Doff,  S.  D.,  L.  I.  Col.  ’39,  New  Haven 

Donnelly,  S.  P.,  Georgetown  ’24,  New  Britain 

Donner,  S.,  Cornell  ’33,  Hartford 

Donohue,  B.  F.,  Yale  ’03,  Bristol 

Donohue,  J.  J.,  P.  & S.,  Balt.  ’96,  Norwich 

Donovan,  W.  F.,  Boston  ’31,  Hartford 

Dorian,  G.  D.,  Hahnemann  ’39,  New  Britain 

Dorian,  N.  E.,  Adaryland  ’17,  New  Britain 

Dorion,  R.  H.,  AYrmont  ’32,  Stamford 

Douglass,  E.  L.,  L.  I.  Coll.  Hosp.  T6,  Groton 

Dowd,  M.  J.,  Baltimore  ’01,  Thompsonville 

Downs,  E.  F.,  Johns  Hopkins  ’37,  Litchfield 

Downs,  R.  S.,  Harvard  ’36,  Litchfield 

Dray,  E.  J.,  Jefferson  ’09,  New  Britain 


ROSTER 


569 


Dreher,  A.  C.,  Yale  ’23,  Waterbury 
Dreher,  S.  M.,  Temple  ’37,  Derby 
Driscoll,  J.  J.,  Vermont  ’25,  Danbury 
Driscoll,  W.  T.,  P.  & S.,  Balt.  ’12,  Norwich 
Drobnes,  S.,  Freiburg  ’37,  Norwich 
DuBois,  F.  S.,  Rush  ’31,  New  Canaan 
DuBois,  R.  L.,  Adaryland  ’35,  Waterbury 
Dudac,  T.  W.,  Georgetown  ’33,  Southington 
Duffy,  L.  T.,  Tufts  ’34,  Hartford 
Duffy,  V.  P.,  Adaryland  ’17,  Naugatuck 
Duffy,  W.  C.,  Johns  Hopkins  ’14,  New  Haven 
Duksa,  W.  J.,  Georgetown  ’37,  Hartford 
Dunham,  E.  C.,  Johns  Hopkins  ’18,  Washington,  D.  C.  (New 
Haven  County) 

Dunn,  F.  Ad.,  Baltimore  ’08,  New  London 
Dunn,  G.  W.,  Baltimore  ’09,  New  Britain 
Dunne,  E.  P.,  Adaryland  ’18,  Unionville 
Dunne,  R.  E.,  Harvard  ’19,  Hartford 
Durkee,  R.  E.,  Jr.,  Harvard  ’36,  Hartford 
Durlacher,  S.  PL,  Yale  ’38,  New  Haven 
Duzmati,  P.  P.,  Jefferson  ’36,  Bridgeport 
Dwyer,  P.  J.,  N.  Y.  U.  ’97,  Waterbury 
Dwyer,  W.,  Johns  Hopkins  ’13,  Hartford 
Dye,  J.  S.,  P.  & S.,  N.  Y.,  ’15,  Waterbury 
Dyer,  C.  E.,  Tufts  ’28,  New  London 

Earle,  B.  B.,  Rush  ’30,  Glastonbury 
Eckert,  G.  R.,  Tufts  ’33,  Danbury 
Eddy,  Ad.  H.,  Harvard  ’35,  Bridgeport 
Edgar,  K.  J.,  Oregon  ’31,  Bridgeport 
Edlin,  C.,  Tufts  ’25,  Waterbury 
Edson,  R.  C.,  Jefferson  ’31,  Hartford 
Edson,  R.  H.,  Cornell  ’35,  Shelton 
Egan,  J.  J.,  Adaryland  ’07,  Waterbury 
Egee,  J.  B.,  Hahnemann  ’34,  Newtown 
Eimas,  A.,  Tufts  ’30,  Bridgeport 
Eisenberg,  S.  E.,  Rochester  ’39,  New  Britain 
Eliot,  Ad.  Ad.,  Johns  Hopkins  ’18,  Washington,  D.  C.  (New 
Haven  County) 

Elkinton,  J.  R.,  Harvard  ’37,  Hamden 

Elliot,  K.  G.,  Tufts  ’26,  Hartford 

Elliott,  J.  R.,  Boston  ’32,  Canaan 

Ellis,  F.  D.,  Jr.,  Pennsylvania  ’18,  Farmington 

Ellis,  L.  G.,  Jefferson  ’20,  Hartford 

Ellison,  F.  S.,  Yale  ’34,  Hartford 

Ellrich,  D.  L.,  Jefferson  ’28,  Westport 

Elmer,  E.  O.,  P.  & S.,  Balt.  ’94,  Hartford 

Elv,  J.  G.,  Harvard  ’23,  Lyme 

Ematrudo,  F.  R.,  Eclectic,  Cinn.  ’21,  Hamden 

Emmett,  F.  A.,  Yale  ’02,  Hartford 

Enander,  F.  C.,  Tufts  ’22,  New  Britain 

Engelke,  C.,  P.  & S.,  N.  Y.  ’02,  AVaterbury 

English,  C.  F.,  St.  Louis  ’12,  Winsted 

Epstein,  C.  J.,  Yale  ’29,  New  Haven 

Errico,  L.,  Yale  ’21,  New  Haven 

Esposito,  J.  J.,  P.  & S.,  N.  Y.  ’37,  Bridgeport 

Evans,  T.  S.,  P.  & S.,  N.  Y.  ’21,  New  Haven 

Evarts,  J.,  P.  & S.,  N.  Y.  ’29,  Cornwall  Bridge 

Eveleth,  Ad.  S.,  Johns  Hopkins  ’38,  New  Haven 

Ewell,  J.  W.,  Harvard  ’36,  Farmington 

Fabricant,  S.  E.,  Jefferson  ’19,  AVaterbury 

Fagan,  F.  X.,  Cornell  ’33  AAkiterbury  (Hartford  County) 

Fancher,  H.  AV.,  Adaryland  ’25,  Thompsonville 

Farland.  A'’.  L.,  Adontreal  ’25,  Hartford 

Farley,  E.  B.,  Yale  ’it,  Groton  (New  Haven  County) 

Farquhar,  L.  R.,  Yale  ’37,  Avon 

Fauver,  E.,  P.  & S.,  N.  Y.  ’09,  Adiddletown 

Fawcett,  G.  G.,  Cornell  ’15,  South  Norwalk 


Fay,  AV.  J.,  Harvard  ’14,  Hartford 
Feeney,  T.  Ad.,  Boston  ’36,  Hartford 
Fekety,  S.  H.,  Tufts  ’30,  Adiddletown 
Felt,  P.  R.,  Dartmouth  ’10,  Adiddletown 
Felty,  A.  R.,  Johns  Hopkins  ’20,  Hartford 
Fenney,  P.  AV.,  Tufts  ’31,  New  Haven 
Ferguson,  H.  K.,  Univ.  & Bellevue  ’32,  New  London 
Ferguson,  J.  F.,  Jr.,  Yale  ’40,  Wallingford 
Ferguson,  R.  C.,  Yale  ’20,  Rockville 
Ferrara,  Ad.,  Adarquette  ’35,  Norwich 
Feyder,  S.,  Rochester  ’36,  New  Haven 
Filson,  R.  Ad.,  Queen’s  ’15,  West  Hartford 
Fincke,  C.  L.,  Harvard  ’28,  Stamford 
Findorak,  F.  G.,  Georgetown  ’37,  Stratford 
Fine,  B.,  Jefferson  ’32,  Stamford 
Fine,  J.,  Pennsylvania  ’31,  Stamford 
Finesilver,  E.  Ad.,  Johns  Hopkins  ’24,  Hartford 
Fink,  L.,  Leipzig  ’23,  Bridgeport 
Finkelstein,  AV.,  Harvard  ’34,  AVaterbury 
Finkelstone,  B.  B.,  P.  & S.,  Balt.  ’10,  Bridgeport 
Finley,  G.  C.,  Tufts  ’24,  Hartford 
Finn,  A.  J.,  Bowdoin  ’21,  Waterbury 
Finn,  E.  J.,  Yale  ’10,  Shelton 
Fiorito,  J.  A.,  Washington  ’37,  New  Haven 
Fischer,  W.  J.  H.,  Yale  ’11,  Adilford 
Fischer,  W.  j.  H.,  Jr.,  P.  & S.,  N.  Y.  ’41,  Milford 
Fisher,  J.  AAL,  AVom.  Aded.  Pa.  ’93,  Adiddletown 
Fiske,  Ad.,  Boston  ’27,  Stamford 
Fiskio,  P.  AV.,  Yale  ’27,  New  Haven 
Fitzpatrick,  E.  E.,  Maryland  ’15,  Waterbury 
Fitzpatrick,  W.  F.,  Cornell  ’38,  Norwalk 
Flaherty  C.  AC,  Yale  ’10,  Hartford 
Flaherty,  J.  E.,  Georgetown  ’08,  Rockville 
Flanagan,  E.  D.,  St.  Louis  ’35,  South  Norwalk 
Flanagan,  W.  F.,  Fordham  ’17,  New  Britain 
Fleck,  H.  AV.,  Jefferson  ’96,  Bridgeport 
Fleish,  Ad.  A.,  Tufts  ’40,  Hartford 
Flynn,  C.  T.,  Akile  ’n.  New  Haven 
Flynn,  H.  A.,  Yale  ’27,  New  Haven 
Flynn,  W.  H.,  Maryland  ’16,  Bristol 
Foley,  F.  E.,  Yale  ’14,  New  Haven 
Foley,  F.  X.,  Boston  ’34,  Bridgeport 
Foote,  C.  J.,  Harvard  ’87,  New  Haven 
Formichella,  J.  B.,  Naples  ’98,  Bridgeport 
Foster,  E.  W.,  Harvard  ’24,  Aderiden 
Foster,  J.  H.,  Pennsylvania  ’17,  AVaterbury 
Foster,  L.  C.,  Harvard  ’23,  New  Haven 
Foster,  W.  AAk,  Harvard  ’82,  AVashington,  D.  C.  (Windham 
County) 

Fowler,  R.  N.,  P.  & S.,  N.  Y.  ’34,  Adystic 

Fox,  G.  F.,  U.  of  Vermont  ’37,  Hartford 

Fox,  G.  G.,  Harvard  ’34,  Aderiden 

Fox,  J.  C.,  Jr.,  Johns  Hopkins  ’20,  New  Haven 

Frank,  H.  S.,  P.  & S.,  N.  Y.  ’24,  Adiddletown 

Frazer,  J.  P.,  LT.  Rochester  ’39,  New  Haven 

Freedman,  B.  P.,  Arale  ’20,  New  Haven 

Freeman,  A.  C.,  Vermont  ’13,  Norwich 

Freeman,  D.,  Yale  ’24,  New  Haven 

Freeman,  J.  J.,  Temple  ’33,  Newington 

Freiheit,  J.  Ad.,  Yale  ’27,  AVaterbury 

Friedberg,  S.,  L.  I.  Coll.  Hosp.  ’28,  Stamford 

Friedman,  E.,  Buffalo  ’34,  Norwich 

Friedman,  I.,  George  Washington  ’31,  Colchester 

Friedman,  I.,  Yale  ’33,  New  ITaven 

Friedman,  N.  LI.,  Tufts  ’33,  Stratford 

Friedman,  S.,  Boston  ’31,  Newtown 

Friend,  A.  E.,  Queen’s  ’22,  South  Adanchester 

Friend,  A.  AAA,  Queen’s  ’29,  Minnesota  (Hartford  County) 

Friery,  C.  Ad.,  Boston  ’29,  Hartford 
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Fritz,  J.,  Vienna  ’15,  Hartford 
Frost,  L.  H.,  Vermont  ’13,  Plainville 
Frothingham,  J.  G.,  Harvard  ’35,  New  Canaan 
Fruin,  J.  W.,  L.  I.  Coll.  Hosp.  ’08,  Waterbury 
Fry,  C.  C.,  Northwestern  ’24,  New  Haven 
Fuldner,  R.  V.,  P.  & S.,  N.  Y.  ’33,  New  Haven 
Fuller,  R.  H.,  Tufts  ’38,  Simsbury 
Fulstow,  M.,  Tufts  ’20,  Fairfield 
Furniss,  H.  W.,  Howard  ’91,  Hartford 

Gaberman,  D.,  P.  & S.,  N.  Y.  ’20,  Hartford 

Gade,  C.  J.,  Yale  ’io,  Bridgeport 

Gaetz,  T.  IT.,  McGill  ’24,  Shelton 

Gaffney,  C.  B.,  Loyola  ’30,  Bridgeport 

Gaffney,  J.  J.,  Loyola  ’30,  Danbury 

Galinsky,  D.,  Tufts  ’36,  Hartford 

Gallivan,  J.  N.,  Tufts  ’35,  East  Hartford 

Gallo,  F.,  Jefferson  ’34,  Winsted 

Gancher,  J.,  L.  I.  Coll.  Hosp.  ’06,  Waterbury 

Gandy,  R.  A.,  Virginia  ’27,  Stamford 

Gandy,  R.  R.,  Pennsylvania  ’99,  Stamford 

Ganey,  J.  M.,  P.  & S.,  N.  Y.,  ’04,  New  London 

Garbelnick,  D.  A.,  Boston  ’17,  Bridgeport 

Garcia,  A.  G.,  Vermont  ’21,  Moosup  (New  Haven  County) 

Garcin,  C.  R.,  AdcGill  ’25,  Danielson 

Gardner,  C.  W.,  Adaryland  ’01,  Bridgeport 

Gardner,  N.  H.,  Tufts  ’34,  East  Hampton 

Garland,  R.  B.,  P.  & S.,  Balt.  ’13,  Hartford 

Garlick,  G.  B.,  Yale  ’12,  Bridgeport 

Garofalo,  M.  L.,  Naples  ’35,  New  Haven 

Garston,  L.  E.,  St.  Louis  ’30,  Torrington 

Gates,  A.  B.,  L.  I.  Coll.  Hosp.  ’12,  Greenwich 

Gaylord,  C.  W.,  Yale  ’15,  Branford 

Geek,  O.  F.,  Lushing  Maximilions  ’25,  Middletown 

Geer,  W.  A.,  Yale  ’34,  Bridgeport 

Geetter,  I.  S.,  Jefferson  ’29,  New  Britain 

Geib,  H.  A.,  Univ.  & Bellevue  ’14,  Milford 

Geiger,  A.  J.,  Harvard  ’30,  New  Haven 

Gendel,  B.  R.,  Tulane  ’35,  New  Haven 

Genovese,  F.  T.,  Univ.  & Bellevue  ’29,  Danbury 

Genovese,  S.,  Cornell  ’n,  Danbury 

Gentile,  A.  L.,  Boston  ’29,  New  Haven 

Geraci,  L.  A.,  P.  & S.,  N.  Y.,  ’17,  New  Haven 

German,  W.  J.,  Harvard  ’26,  New  Haven 

Gerow,  G.  H.,  U.  of  Toronto  ’24,  Westport 

Gerstl,  B.,  Vienna  ’27,  New  Haven 

Gettings,  J.  A.,  Jefferson  T6,  New  Haven 

Giamarino,  H.  J.,  Maine  ’06,  New  Haven 

Giannotti,  C.  C.  Albany  Y8,  West  Haven 

Gibson,  C.  B.,  Atlanta  ’14,  Meriden 

Gibson,  D.  F.,  Yale  ’27,  Danbury 

Gibson,  F.  D.,  Syracuse  ’35,  Hartford 

Gilday,  J.  L.,  Eclectic,  Cinn.  T3,  Bridgeport 

Gildea,  iM.  A.,  Buffalo  ’24,  Bridgeport 

Gildersleeve,  C.  C.,  Yale  ’96,  Norwich 

Gildersleeve,  G.  H.,  Yale  ’23,  Norwich 

Giles,  N.  W.,  Vermont  ’21,  Stamford 

Gill,  M.  H.,  Yale  ’96,  Hartford 

Gillespie,  H.,  Jefferson  ’34,  Hartford 

Gillette,  A.  T.,  Cornell  ’08,  Woodbury 

Gillis,  G.  E.,  Tufts  ’37,  North  Haven 

Gills,  W.  L.,  Johns  Hopkins  ’12,  Hartford 

Gillson,  R.  E.,  Vermont  ’29,  New  Haven 

Gilman,  R.  L.,  Harvard  ’29,  Storrs  (Windham  County) 

Gilmore,  J.  L.,  Yale,  ’04,  West  Haven 

Giobbe  M.  E.,  Tufts  ’29,  Torrington 

Giorgio,  N.  A.,  L.  I.  Coll.  Hosp.  ’25,  Hartford 

Gipstein,  E.,  Jefferson  ’31,  New  London 

Girouard,  J.  A.,  Baltimore  ’99,  Willimantic 


Gissler,  N.  E.,  Yale  ’28,  Middletown 
Giuliano,  L.  A.,  Tufts  ’32,  South  Norwalk 
Giuliano,  S.,  Tufts  ’30,  Hartford 
Glass,  G.  C.,  Yale  ’31,  Hartford 
Glass,  W.  H.,  Duke  ’37,  Hartford 
Glaubman,  H.  M.,  Yale  ’27,  Hartford 
Glazer,  M.,  Tulane  ’22,  New  Haven 
Glazier,  J.  R.,  Harvard  ’22,  West  Hartford 
Gliserman,  E.,  Boston  U.  ’38,  Niantic 
Goddard,  H.  B.,  Harvard  ’24,  East  Hartford 
Godfrey,  E.  J.,  Georgetown  ’15,  Waterbury 
Godfried,  M.  S.,  Yale  ’36,  New  Haven 
Goff,  C.  W.,  Illinois  ’24,  Hartford 
Gold,  J.  D.,  P.  & S.,  N.  Y.  ’91,  Bridgeport 
Gold,  L.  H.,  N.  Y.  Med.  ’32,  Hartford 
Goldberg,  I.  S.,  Creighton  ’33,  Torrington 
Goldberg,  S.  J.,  Yale  ’07,  New  Haven 
Goldberg,  S.  J.,  Jr.,  Harvard  ’36,  New  Haven 
Goldenberg,  J.  J.,  Dalhousie  ’26,  Hartford 
Goldman,  G.,  Yale  ’10,  New  Haven 
Goldmeier,  E.,  Frankfurt  ’39,  Groton 
Goldschmidt,  M.,  Virginia  ’38,  New  Britain 
Goldstein,  M.,  Yale  ’24,  New  Haven 
Goldstein,  R.  M.,  Johns  Hopkins  ’30,  New  Haven 
Goldys,  F.  M.,  Tufts  ’26,  Danbury 
Golomb,  E.  F.,  Woman’s  Med.  ’38,  Bridgeport 
Good,  W.  M.,  Yale  ’09,  Waterbury 
Goodell,  R.  A.,  Harvard  ’28,  Hartford 
Goodrich,  C.  A.,  P.  & S.,  N.  Y.  ’96,  Hartford 
Goodrich,  W.  A.,  P.  & S.,  N.  Y.  ’35,  Bloomfield  (New  Haven 
County) 

Gordon,  W.  F.,  L.  I.  Coll.  Hosp.  ’96,  Danbury 
Gore,  Ad.  A.,  Maryland  ’18,  Bristol 
Gorham,  G.  V.,  Michigan  ’30,  Norwalk 
Gosselin,  G.  A.,  Vermont  ’15,  Hartford 
Gould,  AT  Ad.,  Tufts  ’31,  Hartford 
Gourlie,  H.  W.,  Harvard  ’31,  Thompsonville 
Grady,  J.  F.,  P.  & S.,  N.  Y.  ’32,  Stamford 
Granniss,  I.,  Yale  ’96,  Old  Saybrook 
Granoff,  M.  A.,  Chicago  ’37,  New  Haven 
Grant,  A.  S.,  Univ.  & Bellevue  ’08,  New  Britain 
Grant,  R.  F.,  Albany  ’38,  Cromwell 
Grau,  L.  C.,  Dartmouth  ’12,  Hartford 

Graves,  F.  G.,  Afiile  ’92,  Bethlehem  (New  Haven  County) 

Gray,  A.  S.,  Bellevue  ’15,  West  Hartford 

Gray,  H.  J.,  St.  Louis  U.  ’21,  Hartford 

Green,  H.  H.,  Johns  Hopkins  ’31,  South  Norwalk 

Green,  J.  H.,  Univ.  & Bellevue  ’13,  AA^aterbury 

Green,  W.  F.,  Harvard  ’32,  Newtown 

Greenberg,  A.,  L.  I.  Coll.  Hosp.  ’32,  Old  Saybrook 

Greenblatt,  H.  J.,  U.  of  Vermont  ’36,  New  Britain 

Greene,  G.  G.,  Harvard  ’39,  Rocky  Hill 

Greenhouse,  B.,  Yale  ’21,  New  Haven 

Greenspun,  D.  S.,  Yale  ’25,  Bridgeport 

Grenon,  O.  A.,  Georgetown  ’33,  East  Haven 

Grevatt,  K.  L.,  Pennsylvania  ’35,  Redding 

Griffin,  D.  P.,  Jefferson  ’14,  Bridgeport 

Grigas,  J.  E.,  Tufts  ’36,  Bethel 

Griggs,  J.  B.,  Yale  ’26,  West  Hartford 

Grillo,  V.  J.,  Yale  ’33,  Hamden 

Griswold,  A.  S.,  Yale  ’21,  Bridgeport 

Griswold,  C.,  Yale  ’24,  Bridgeport 

Griswold,  E.  Ad.,  Yale  ’32,  Glastonbury 

Griswold,  AL,  Yale  ’25,  New  Haven  (New  London  County) 

Griswold,  Ad.  H.,  Vermont  ’13,  Hartford 

Groark,  J.  A.,  Yale  ’24,  New  Haven 

Groark,  O.  J.,  Aded.  Chi.  Phila.  ’16,  Bridgeport 

Grodin,  H.  YV.,  Yale  ’17,  New  Haven 

Grossman,  J.  H.,  U.  Rochester  ’41,  New  Haven 
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Grossman,  W.,  Berlin  ’21,  Hartford 
Grosvenor,  F.  L.,  Buffalo  ’00,  Hartford 
Grout,  S.  P.,  Vermont  ’04,  Newtown 
Grower,  J.  H.,  Nebraska  ’25,  Middletown 
Gudernatch,  G.  S.,  Cornell  ’39,  Sharon 
Gudger,  J.  R.,  Virginia  ’30,  Hartford 
Guida,  F.  P.,  Yale  ’34,  New  Haven 
Gulash,  J.  R.,  Marquette  ’40,  Bridgeport 
Gulino,  A.  J.,  Tufts  ’31,  Plainfield 
Gura,  G.  M.,  Loyola  ’31,  Southington 
Gushee,  E.  S.,  Harvard  ’03,  Wallingford 

Haberlin,  C.  E.,  Med.  Coll.  Va.,  ’24  Stratford 
Hale,  F.,  P.  & S.,  N.  Y.  ’09,  Bridgeport 
Hale,  V.  A.,  Texas  ’22,  Norwich 
Haliday,  E.  G.,  Queen’s  ’27,  Stonington 
Hall,  L.,  Harvard  ’24,  Hartford 
Hall,  Ad.  I.,  Edinburg  ’34,  Bristol 
Hall,  R.  W.,  Yale  ’07,  Bridgeport 
Hall,  W.  C.,  Pennsylvania  '30,  Hartford 
Hall,  W.  E.,  Yale  ’25,  Aderiden 
Halloran,  J.  V.,  Boston  Univ.  ’36,  Cos  Cob 
Hamilton,  J.  S.  Ad.,  AdcGill  ’26,  Stamford 
Hanchett,  H.  B.,  Jefferson  ’05,  Torrington 
Hankin,  M.  A.,  L.  I.  Coll.  Hosp.  ’33,  New  Haven 
Hanley,  J.  P.,  Cornell  ’06,  Stafford  Springs 
Hansen,  P.  S.,  Northwestern  ’38,  Essex 
Hanrahan,  W.  R.,  P.  & S.,  Balt.  ’05,  Bristol 
Hardenbergh,  D.  B.,  Harvard  ’34,  Bridgeport 
Harper,  P.,  AHle  ’31,  Bridgeport 
Harrington,  A.  T.,  Harvard  ’10,  West  Hartford 
Harris,  B.  R.,  Yale  ’22,  New  Haven 
Harris,  J.  S.,  Yale  ’32,  New  Haven 
Harris,  H.  P.,  Jr.,  Duke  ’36,  Newtown 
Harris,  L.  D.,  Tufts  ’34,  Hartford 
Harrison,  E.  R.,  Yale  ’26,  New  Haven 
Harrison,  F.  M.,  Jefferson  ’22,  Stamford 
Ha  rrison,  J.  F.,  Jefferson  ’03,  Stamford 
Harshbarger,  I.  L.,  Virginia  ’22,  Bridgeport 
Hart,  C.  J.,  Hahnemann  ’03,  New  Britain 
Hart,  J.  C.,  A^ale  ’30,  New  Haven 
Hart,  J.  G.,  L.  I.  Coll.  Hosp.  ’41,  Westport 
Hartman,  F.  B.,  Harvard  ’34,  New  London 
Harty,  J.  E.,  Georgetown  ’37,  Waterbury 
Harvey,  C.  C.,  Cornell  ’16,  Adiddletown 
Harvey,  D.  F.,  Yale  ’33,  Hartford 
Harvey,  E.  R.,  Baltimore  ’09,  Seymour 
Harvey,  J.  LeR.,  Louisville  ’14,  Waterbury 
Harvey,  S.  C.,  Yale  ’ 1 1 , New  Haven 
Harvey,  T.  S.,  Yale  ’41,  Meriden 
Hastings,  L.  P.,  Vermont  ’23,  Hartford 
Hathaway,  J.  S.,  Harvard  ’28,  New  Haven 
Havey,  L.  A.,  Vermont  ’10,  Bridgeport 
Haviland,  W.  C.,  Baltimore  ’04,  Adansfield  Depot 
Havill,  R.  A.,  U.  Rochester  ’39,  New  Haven 
Hawthorne,  J.,  Tulane  ’20,  Greenwich 
Haylett,  H.  B.,  A7ermont  ’07,  East  Hartford 
Hayman,  M.,  Manitoba  ’35,  Hartford 
Hazen,  D.  R.,  Harvard  ’33,  West  Hartford 
Hazen,  R.,  Vermont  ’98,  Thomaston 
Heafey,  J.  R.,  Syracuse  ’34,  South  Norwalk 
Hebard,  G.  W.,  Cornell  ’36,  New  Canaan 
Heidger,  L.  C.,  Akrmont  ’21,  Stratford 
Heinemann,  Ad.,  Goettingen  ’25,  New  Haven 
Hcndel,  I.,  Jefferson  ’17,  New  London 
Henderson,  A.  C.,  P.  & S.,  N.  Y.  ’03,  Stamford 
Henderson,  J.,  P.  & S.,  N.  Y.  ’31,  Stamford 
Hendricks,  A.  L.,  Yale  ’07,  New  Haven 
Henkle,  E.  A.,  Cornell  ’99,  New  London 


Henkle,  R.  T.,  Cornell  ’31,  New  London 
Hennessey,  E.  H.  J.,  Maryland  ’12,  Stratford 
Hennessey,  J.  G.,  Tufts  ’34,  Bridgeport 
Hennessy,  J.  J.,  P.  & S.,  N.  Y.  ’26,  Hartford 
Henze,  C.  W.,  Yale  ’00,  New  Haven 
Hepburn,  T.  N.,  Johns  Hopkins  ’05,  Hartford 
Herman,  D.  W.,  P.  & S.,  N.  Y.  ’24,  Winsted 
Herr,  E.  A.,  Vermont  ’09,  Cheshire 
Herrick,  F.  L.,  Vermont  ’31,  New  Haven 
Herrmann,  A.  F..,  Harvard  ’23,  Waterbury 
Hersey,  T.  F.,  Tufts  ’37,  Hamden 
Hertzberg,  R.  F.,  Harvard  ’26,  Stamford 
Hess,  O.  W.,  Buffalo  ’31,  New  Haven 
Hetzel,  J.  L.,  Yale  ’26,  Waterbury 
Heublein,  G.  W.,  Yale  34,  Hartford 
Hewes,  C.  T.,  ATrmont  ’31,  Groton 
Heyer,  H.  H.,  U.  City  N.  Y.  ’87,  New  London 
Heyman,  J.,  Aded.  Coll.  Va.  ’17,  Hartford 
Hickcox,  C.  B.,  Tufts  ’38,  Hartford 
Hieronymus,  E.  E.,  U.  Louisville  ’33,  Waterbury 
Higgins,  E.  C.,  Tufts  ’25,  South  Manchester 
Higgins,  H.  E.,  U.  City  N.  Y.  ’96,  Norwich 
Higgins,  H.  W.,  Tufts  ’32,  Norwich 
Higgins,  J.  J.,  Georgetown  ’28,  New  Iffaven 
Higgins,  W.  L.,  U.  City  N.  Y.  ’90,  South  Coventry 
Hill,  E.  R.,  Jefferson  ’24,  Adystic 
Hill,  E.  S.,  AdcGill  ’23,  Torrington 
Hill,  W.  E.,  Bowdoin  ’21,  Naugatuck 
Hillman,  Ad.  M.,  P.  & S.,  N.  Y.  ’19,  New  Haven 
Hills,  L.  H.,  Wont.  Aded.  Pa.  ’96,  Willimantic 
Hinchey,  R.  J.,  Tufts  ’21,  Waterbury 
Hippolitus,  P.  D.,  Yale  ’12,  Bridgeport 
Hirata,  I.,  Yale  ’12,  New  Haven 
Hirschfeld,  O.  M.,  Tufts  ’31,  Hartford 
Hirshberg,  Ad.  S.,  Tufts  ’27,  Hartford 
Hitchcock,  F.  St.  C.,  N.  Y.  Homeo.  ’07,  Greenwich 
Hitchins,  C.  S.,  Cornell  ’38,  New  Haven 
Hodgkins,  C.  H.,  Hahnemann  ’36,  New  Haven 
Hodgson,  T.  C.,  Toronto  ’94,  Berlin 
Hoff,  E.  C.,  Oxford  ’28,  New  Haven 
Hoffman,  C.  C.,  Buffalo  ’16,  Hartford 
Hogan,  W.  L.,  Vermont  ’18,  Hartford 
Holley,  E.,  Albany  ’96,  Brattleboro,  Vt.  (Middlesex  County) 
Hollinshead,  J.  B.,  Yale  ’37,  West  Hartford 
Holt,  K.  R.,  Yale  ’26,  Hartford 
Holtz,  R.  S.,  Vermont  ’28,  Hartford 
Hooper,  G.  Id.,  Boston  ’29,  Bridgeport 
Hopper,  E.  B.,  Yale  ’29,  Stamford 
Horn,  B.,  Univ.  & Bellevue  ’29,  Bridgeport 
Horn,  AI.  I.,  N.  Y.  Homeo.  ’15,  Bridgeport 
Horning,  B.  G.,  Harvard  ’28,  Battle  Creek,  Adich.  (Hartford 
County) 

Horsefield,  T.  E.,  Wrmont  ’29,  Adoodus 

Hough,  P.  T.,  AdcGill  ’32,  Hartford 

Houle,  R.  T.,  Georgetown  ’32,  East  Hartford 

Houze,  H.  G.,  Queens  U.  ’24,  Westport 

Howard,  A.  J.,  Yale  ’20,  New  Haven 

Howard,  H.  A.,  Tufts  ’29,  AAAthersfield 

Howard,  J.  H.,  Georgetown  ’18,  Bridgeport 

Howard,  L.  A.,  Louisiana  ’39,  Danbury 

Howard,  Ad.  E.,  Johns  Hopkins  ’31,  New  Haven 

Howe,  G.  E.,  Harvard  ’ 1 8,  Hartford 

Howlett,  K.  S.,  Vanderbilt  ’31,  Shelton 

Hubert,  G.  R.,  Ahile  ’35,  Torrington 

Hudon,  F.  A.,  Pennsylvania  ’37,  Bristol 

Hughson,  D.  T.,  Yale  ’27,  Adadison 

Hughson,  F.  G.,  Adarquctte  ’34,  Adadison 

Humpage,  N.  W.,  Tufts  ’36,  Winsted  (Hartford  County) 

Hunkemeier,  E.,  N.  Y.  U.  ’33,  South  Norwalk 
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Huntington,  F.  S.,  Harvard  ’24,  Darien 
Hurlburt,  E.  G.,  Vermont  ’35,  Bridgeport 
Hurvvitz,  G.  H.,  Maryland  ’33,  Hartford 
Hurwitz,  H.  M.,  Yale  ’12,  Hartford 
Hutchison,  J.  E.,  Johns  Hopkins  ’14,  Hartford 
Hyde,  C.  E.,  Yale  ’10,  Bridgeport 
Hyde,  C.  J.,  Univ.  & Bellevue  ’03,  Milford 
Hymovich,  L.,  Jefferson  ’29,  Stamford 
Hynes,  F.  H.,  Tufts  ’13,  New  Haven 

Iannotti,  J.  P.,  U.  of  Naples  ’38,  Bristol 

Ignace,  S.  J.,  Georgetown  ’30,  Derby  (Litchfield  County) 

Ingram,  H.  D.,  Pittsburgh  ’27,  Wilton 

Inkster,  J.  H.,  Cornell  ’30,  Ridgefield 

Ireland,  R.  M.,  Vermont  ’31,  New  Milford  (Fairfield  County) 
Irving,  J.  G.,  Toronto  ’32,  Hartford 
Irwin,  H.  H.,  Tufts  ’34,  New  London 

Jack,  G.  J.,  Boston  ’07,  New  Haven 
Jack,  J.  L.,  Yale  ’23,  New  Haven 
Jackson,  A.  F.,  Howard  ’22,  Hartford 
Jackson,  A.  H.,  Yale  ’24,  Washington 
Jackson,  A.  J.,  P.  & S.,  N.  Y.  ’15,  Waterbury 
Jackson,  E.  B.,  Johns  Hopkins  ’21,  New  Haven 
Jackson,  E.  J.,  Tufts  ’19,  Waterbury 
Jaffe,  S.  A.,  N.  Y.  U.  ’38,  New  Haven 
Jaiven,  S.  J.,  N.  Y.  U.  40,  Stamford 
James,  A.  G.  B.,  McGill  ’27,  Bridgeport 
James,  G.  R.,  Yale  ’10,  Hamden 
James,  L.  P.,  Yale  ’27,  Hartford 
January,  D.  A.,  Yale  ’34,  Hartford 
January,  M.  H.,  Yale  ’35,  Hartford 
Jarvis,  H.  G.,  Johns  Hopkins  ’10,  Hartford 
Jenkins,  R.  FT,  Med.  Coll.  Va.  ’16,  New  Haven 
Jennes,  M.  L.,  Tufts  ’38,  Waterbury 
Jennes,  S.  W.,  Tufts  ’34,  Waterbury 
Jenovese,  J.  F.,  Pennsylvania  ’30,  Hartford 
Johnson,  A.  A.,  P & S.,  N.  Y.  T7,  Waterbury 
Johnson,  C.  E.,  Harvard  ’26,  New  Haven 
(ohnson,  H.  A.,  Vermont  ’25,  Watertown  (New  Haven 
County) 

Johnson,  P.,  Tufts  ’32,  Hartford 
Johnston,  E.  IT,  Maryland  ’00,  Waterbury 
Jones,  E.  K.,  Columbia  ’34,  Bridgeport 
Jones,  F.  S.,  Yale  ’28,  Hartford 
Jordan,  R.  FI.,  Virginia  ’33,  New  Haven 
Joyce,  W.  AT,  Jefferson  ’17,  Middletown 

Kahn,  E.,  Munich  ’ 1 1 , New  Haven 
Kalett,  J.,  Jefferson  ’28,  New  Britain 
Kalin,  J.  I.,  Harvard  ’24,  Hartford 

Kalman,  E.,  Komensky,  Czechoslovakia  ’23,  Bridgeport 

Kane,  J.  H.,  Add.  Coll.  Med.  ’04,  Thomaston 

Kaplan,  T.,  Baylor  ’36,  Bridgeport 

Kaprielian,  H.  K.,  Virginia  ’08,  Old  Greenwich 

Kardys,  J.  A.,  George  Washington  ’30,  Hartford 

Karotkin,  R.  H.,  Univ.  & Bellevue  ’32,  Hartford 

Kaschmann,  J.,  Munich  ’22,  Hartford 

Kaschub,  R.  W.,  Tufts  ’35,  Groton 

Katz,  D.,  Vermont  ’25,  Hartford 

Katz,  H.,  Harvard  ’21,  Hartford 

Katz,  I.,  N.  Y.  Aded.  Coll.  ’37,  Aderiden 

Katzman,  S.  S.,  Jefferson  ’21,  Hartford 

Kaufman,  C.,  Jefferson  ’19,  New  London 

Kaufman,  W.,  Adichigan  ’38,  Bridgeport 

Keating,  J.  J.,  Bellevue  ’34,  New  Milford  (Fairfield  County) 

Keddy,  R.  A.,  AdcGill  ’24,  Stamford 

Keefe,  G.  G.,  Maryland  ’22,  Hartford 

Keefe,  R.  S.,  Boston  ’25,  Hartford 


Keefe,  W.  J.,  Adaryland  ’31,  Hartford 
Keegan,  D.  F.,  Maryland  ’21,  Bridgeport 
Keeney,  R.  R.,  Jr.,  Tufts  ’34,  Adanchester 
Keith,  A.  R.,  Harvard  ’03,  Hartford 
Kelemen,  J.,  Budapest  ’25,  Greenwich 
Kelley,  N.  R.,  Harvard  ’37,  Rocky  Hill 
Kellogg,  H.  K.  W.,  P.  & S.,  N.  Y.  ’03,  Norwalk 
Kelly,  C.  C.,  Johns  Hopkins  ’14,  Hartford 
Kelly,  J.  C.  F.,  Queen’s  ’28,  Old  Greenwich 
Kelsey,  W.  Ad.,  Johns  Hopkins  ’36,  Westport 
Kendall,  R.  E.,  Johns  Hopkins  ’21,  Hartford 
Kennard,  Ad.  A.,  Cornell  ’30,  New  York  (New  Haven 
County) 

Kennedy,  C.  S.,  Georgetown  ’30,  Naugatuck 
Kennedy,  R.  E.,  Yale  ’36,  Newtown 
Kennedy,  W.  C.,  Georgetown  ’10,  Torrington 
Kessler,  F.,  U.  Vienna  ’37,  West  Haven 
Kettle,  R.  H.,  Queen’s  ’28,  Norwich 
Keys,  R.  C.,  Kansas  ’27,  Bridgeport 
Kezel,  A.  P.  C.,  Georgetown  ’35,  Stamford 
Kilbourn,  A.,  Yale  ’23,  Hartford 
Kilbourn,  J.  B.,  P.  & S.,  Balt.  ’11,  Hartford 
Kilgus,  J.  F.,  Adaryland  ’31,  Litchfield 

Kingman,  J.  H.,  P.  & S.,  N.  Y.  ’85,  New  Haven  (Middlesex 
County) 

Kingsbury,  I.  W.,  P.  & S.,  N.  Y.  ’03,  Hartford 

Kinley,  J.  W.,  McGill  ’31,  Newark,  N.  J.  (Hartford  County) 

Kinney,  K.  K.,  Iowa  ’21,  Willimantic 

Kinsella,  Ad.  A.,  Tufts  ’12,  New  Britain 

Kirby,  S.  B.,  Yale  ’28,  New  Haven 

Kirschbaum,  E.  H.,  Yale  ’12,  AAGterbury 

Klatskin,  G.,  Cornell  ’33,  New  Haven 

Klebanoff,  H.  E.,  Yale  ’25,  New  Haven 

Klein,  A.  A.,  Louisville  ’29,  Hartford 

Klein,  R.  H.,  Women’s  Aded.  ’40,  AVest  Hartford 

Kleiner,  S.  B.,  Yale  ’15,  New  Haven 

Klumpp,  T.  G.,  Harvard  ’28,  New  York  City  (New  Haven 
County) 

Knapp,  C.  S.,  P.  & S.,  N.  Y.  ’19,  Greenwich 
Knapp,  C.  AV.,  P.  & S.,  N.  Y.  ’12,  Greenwich 
Knapp,  R.  P.,  P.  & S.,  N.  Y.  Ti,  Adanchester 
Knauth,  M.  S.,  P.  & S.,  N.  Y,  ’23,  AVilton 
Kneale,  H.  B.,  Johns  Hopkins  ’20,  Bridgeport 
Knepp,  J.  AV.,  Richmond  ’05,  Bridgeport 
Knobloch,  H.  R.,  N.  Y.  U.  ’40,  New  Haven 
Knowlton,  D.  J.,  Harvard  ’12,  Greenwich 
Ivnowlton,  Ad.,  Aded.  Coll.  Ind.  ’05,  Hartford 
Koffler,  A.,  Jefferson  ’34,  Stamford 
Koleshko,  L.  J.,  Adaryland  ’42,  Waterbury 
Kornblut,  A.,  Univ.  & Bellevue  ’20,  Bridgeport 
Koster,  L.  W„  N.  Y.  U.  ’37,  West  Haven 
Ivott,  J.  H.,  Bellevue  ’33,  Torrington 
Koufman,  AV.  B.,  Tufts  ’35,  New  Haven 
Kowalewski,  AT  A.,  Yale  ’02,  AAAst  Haven 
Krall,  I.  H.,  Long  Island  ’37,  Hartford 
Kraszewski,  H.  AV.,  Tufts  ’38,  New  Britain 
Krinsky,  C.  Ad.,  Tufts  ’33,  New  London 
Krochmal,  IT.,  Vienna  ’37,  Aderiden 
Krosnick,  G.,  Jefferson  ’38,  New  Haven 
Ivrosnick,  Ad.  Y.,  Yale  ’30,  New  Haven 
Kucewicz,  AV.  J.,  St.  Louis  ’ 36,  Thompsonville 
Kunkel,  F.  E.,  Yale  ’26,  Hartford 
Kushlan,  S.  D.,  Yale  ’35,  New  Haven 

Laakso,  A.  O.,  Cornell  ’37,  Danielson 
La  Bella,  L.  O.,  P.  & S.,  N.  Y.,  ’25,  Adiddletown 
Labensky,  A.,  Yale  ’21,  New  London 
LaBrecque,  F.  C.,  Tufts  ’35,  Waterbury 
Labuz,  E.  F.,  Tufts  ’37,  Bristol 
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Lacava,  J.  J.,  Georgetown  ’34,  New  Britain 
Lambert,  H.  B.,  Jefferson  ’09,  Bridgeport 
LaMoure,  C.  TenE.,  Albany  ’94,  Windham  Center  (Tolland 
County) 

Lamoureux,  E.  E.,  Tufts  ’35,  Hartford 

Lampson,  E.  R.,  P.  & S.,  N.  Y.  ’96,  Hartford 

Lampson,  R.  S.,  Harvard  ’34,  Hartford 

Landecker,  N.,  Friedrich  Wilhelm  U.  ’26,  Bridgeport 

Landry,  A.  B.,  Jefferson  ’09,  Hartford 

Landry,  B.  B.,  Harvard  ’20,  Hartford 

Lang,  W.  P.,  Hahnemann  ’oi,  North  Haven 

Langner,  H.  P.,  Yale  ’22,  Milford 

Lankin,  J.  J.,  Harvard  ’37,  Hartford 

LaPalme,  J.  A.,  Tufts  ’25,  Webster,  Mass.  (Windham 
County) 

Lapenta,  R.  G.,  George  Washington  ’37,  Hartford 
LaPlume,  A.  A.,  Montreal  ’24,  Bristol 
LaPointe,  J.  W.  H.,  Laval  ’92,  Meriden 
Larimore,  L.  D.,  Worn.  Med.  Pa.  ’15,  Greenwich 
Larkin,  C.  L.,  Yale  ’15,  Waterbury 
Larrabee,  J.  W.,  Harvard  ’26,  Hartford 
Laszlo,  A.  E.,  Kiel  ’23,  Bridgeport 

LaTaif,  C.  G.,  Hahnemann  ’36,  Danbury  (Litchfield  County) 

Latimer,  M.  L.,  Vanderbilt  ’32,  New  Haven 

Laube,  P.  J.,  Iowa  ’36,  New  Haven 

Lavietes,  P.  H.,  Yale  ’30,  New  Haven 

Lawlor,  M.  J.,  P.  & S.,  N.  Y.  ’06,  Waterbury 

Lawrence,  E.  A.,  Western  Reserve  ’35,  Hamden 

Lawson,  S.  J.,  Virginia  ’05,  New  London 

Lawton,  R.  J.,  Md.  Coll.  Med.  ’08,  Terryville 

Lay,  W.  S.,  Yale  ’oi,  Hamden 

Leak,  R.  L.,  Albany  ’98,  West  Hartford  (Middlsex  County) 
Lear,  M.,  Yale  ’n,  New  Haven 

Leary,  D.  C.,  Yale  ’36,  Hartford  (New  Haven  County) 

Leddy,  P.  A.,  Harvard  ’24,  New  Haven 

Lee,  F.  N.,  Kansas  ’23,  Milford 

Lee,  J.  R.,  Queen’s  ’24,  Devon 

Lehman,  E.  B.,  Tennessee  ’28,  New  Haven 

Lehndorff,  P.,  Vienna  ’37,  New  Haven 

Lekston,  R.  F.,  Med.  Chi.,  Phila.  ’15,  New  Britain 

Lena,  H.  F.,  Johns  Hopkins  ’16,  New  London 

Lencz,  E.,  U.  Vienna  ’36,  Ansonia 

Lenehan,  J.  R.,  Jefferson  ’37,  Hartford 

Lengyel,  P.,  Budapest  ’31,  Bridgeport 

Leonard,  J.  C.,  Yale  ’32,  Hartford 

Leonard,  G.  A.,  Md.  Coll.  Med.  ’05,  Waterbury 

Leonard,  M.,  Yale  ’31,  New  Haven 

Leonard,  R.  J.,  Georgetown  ’38,  Mansfield  Depot 

Lesko,  J.  M.,  Duke  ’38,  Bridgeport 

Levenson,  A.,  Tufts  ’22,  Bridgeport 

Leverty,  C.  J.,  Univ.  & Bellevue  ’01,  Bridgeport 

Levin,  A.  E.,  Tufts  ’30,  Hartford 

Levin,  C.  A.,  Johns  Hopkins  ’20,  Hartford 

Levin,  H.  A.,  Univ.  & Bellevue  ’18,  New  Haven 

Levine,  L.  W.,  Maryland  ’37,  Ellington 

Levine,  S.  S.,  P.  & S.,  Balt.  ’12,  Hartford 

Levinsky,  M.,  Maryland  ’28,  Bridgeport 

Levy,  A.,  Tufts  ’31,  Winsted 

Levy,  D.  F.,  Yale  ’19,  New  Haven 

Levy,  M.  N„  Tufts  ’23,  Bridgeport 

Levy,  N.,  Yale  ’27,  Branford 

Levy,  S.  H.,  Tufts  ’35,  Stratford 

Levy,  W„  Yale  ’ 1 1 , Suffield 

Lewicki,  E.  S.,  Georgetown  ’35,  Waterbury 

Lewis,  D.  M.,  Johns  Hopkins  ’01,  New  Haven 

Lewis,  R.  M.,  Pennsylvania  ’10,  New  Haven 

Lewis,  S.  D.,  George  Washington  ’31,  Hartford 

L’Heureux,  J.  A.,  Boston  ’34,  Meriden 

Lieberman,  D.  L.,  N.  Y.  U.  ’26,  Chester 


Lieberthal,  M.  AT,  N.  Y.  U.  ’35,  Bridgeport 
Liebow,  A.  A.,  Yale  ’35,  Meriden 
Linde,  J.  1.,  Yale  ’08,  New  Haven 

Lindsay,  M.  K.,  P.  & S.,  N.  Y.  ’10,  Bethesda,  Md.  (New 
Haven  County) 

Lindsay,  M.  S.,  Tufts  ’ 1 1 , Aliddletown 
Lindskog,  G.  E.,  Harvard  ’28,  New  Haven 
Lirot,  S.  L.  R.,  McGill  ’32,  Meriden 
Lischner,  M.  D.,  Yale  ’30,  Hartford 
Little,  H.  C.,  Aale  ’10,  New  Haven 
Little,  M.  F.,  Yale  ’28,  Hartford 
Little,  AT  IT,  Harvard  ’35,  Fairfield 
Little,  O.  A.  G.,  Boston  ’35,  Bridgeport 
Littwin,  R.  J.,  L.  I.  Coll.  Hosp.  ’36,  Bristol 
Lobb,  R.  A.,  Hahnemann  ’37,  Deep  River 
Locke,  H.  L.  F.,  Tufts  ’12,  Hartford 
Lockhart,  R.  H.,  Yale  ’28,  Bridgeport 
Lockwood,  H.  DeF.,  Yale  ’01,  Aleriden 
Lockwood,  J.,  Johns  Hopkins  ’30,  Greenwich 
Loffredo,  L.,  Pennsylvania  ’22,  Aiiddletown 
Logan,  W.  J.,  Yale  ’25,  New  Haven 
Loiacono,  A.  J.,  Harvard  ’27,  New  London 
Lombardi,  P.  F.,  Tufts  ’21,  Waterbury 
Lopatin,  C.,  Louisville  ’41,  New  Haven 
LoRusso,  D.  L.,  Marquette  ’34,  Torrington 
Loveland,  E.  K.,  A’ale  ’97,  Watertown 
LoVetere,  A.  A.,  George  Washington  ’35,  Kensington 
Lowell,  W.  H.,  Jr.,  Harvard  ’37,  Hartford 
Lowman,  R.  AT,  Adaryland  ’36,  New  Haven 
Lubchansky,  J.  H.,  Bellevue  ’33,  Uncasville 
Lublin,  R.  D.,  Johns  Hopkins  ’29,  East  Hartford 
Luby,  T.  J.,  McGill  ’14,  Hartford 
Luckner,  W.  G.,  Jefferson  ’38,  Stafford  Springs 
Ludlow,  G.  C.,  Harvard  ’19,  New  Canaan 
Lukoski,  W.  A.,  Georgetown  ’32,  Norwich 
Lund,  F.  A.,  N.  Y.  Aled.  ’00,  New  York  City  (New  London 
County) 

Lundberg,  G.  A.  F.,  Jefferson,  ’19,  South  Manchester 

Lundborg,  F.  L.,  Aale  ’30,  West  Hartford 

Lutz,  W.  G.,  U.  Alunich  ’36,  New  Haven 

Lyman,  D.  R.,  Virginia  ’99,  Wallingford 

Lynch,  E.  J.,  Pennsylvania  ’09,  Shelton 

Lynch,  H.,  N.  Y.  U.  ’24,  Bridgeport 

Lynch,  J.  C.,  U.  City  N.  Y.  ’86,  Bridgeport 

Lynch,  R.  J.,  Bellevue  ’97,  Bridgeport 

Lyon,  G.  A.,  Cornell  ’41,  Bridgeport 

AlacCready,  P.  B.,  Johns  Hopkins  ’21,  New  Haven 
MacCready,  W.  H.,  Harvard  ’27,  Windsor 
Alackay,  W.  D.,  Indiana  State  ’28,  Sharon 
AlacLean,  E.  AT,  AlcGill  ’30,  East  Hartford 
AlacLeod,  E.  A.,  Worn.  Aled.  Pa.  ’25,  Niantic 
Madden,  L.  I.,  Harvard  ’10,  Hartford 
Magnano,  J.,  Yale  ’27,  Middletown 
Maher,  J.  R.,  Boston  ’27,  Stratford 

Mahoney,  D.  F.  C.,  Georgetown  ’24,  Redlands,  Calif.  (Hart- 
ford County) 

Mahoney,  J.  J.,  McGill  ’33,  Norwich 
Alaine,  T.  P.,  Aled.  Chi.  Phila.  ’12,  Mystic 
Maislen,  S.,  Vermont  ’14,  Hartford 
Malloy,  E.  F.,  Cornell  ’28,  Stamford 
Mancoll,  M.  AT,  Jefferson  ’28,  Hartford 
Manwaring,  I.  J.,  Pennsylvania  ’95,  Norwich 
Alarglis,  B.,  Bowdoin  ’20,  Bridgeport 
Margolick,  AT,  AlcGill  ’35,  Putnam 
Alargolius,  N.,  Cornell  ’33,  AVaterbury 
Marinaro,  N.  A.,  St.  Louis  ’30,  Hartford 
Markle,  R.  D.,  Syracuse  ’37,  North  AVoodbury 
Markoff,  K.  Iv.,  ATrmont  ’19,  Norwich 
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Markwald,  H.  W.,  Berlin  ’37,  Torrington 
Marranzini,  S.,  Univ.  & Bellevue  ’28,  Hartford 
Marsh,  A.  D.,  Yale  ’08,  Hampton 
Marshall,  C.  L.,  Howard  ’24,  New  Haven 
Martin,  J.  G.,  Yale  ’33,  West  Hartford 
Martin,  J.  S.,  Yale  ’05,  Watertown 
Martin,  R.  A.,  Vermont  ’37,  Bridgeport 
Marvin,  IT.  Ad.,  Harvard  ’18,  New  Haven 
Maslak,  R.,  Louisville  ’34,  Warehouse  Point 
Adassa,  A.  F.,  Yale  T8,  New  Haven 
Massey,  D.  M.,  Hahnemann  ’36,  Bridgeport 
Mastroianni,  L.,  Padua  ’17,  New  Haven 
Mathews,  F.  P.,  Harvard  ’30,  Southport 
Matteis,  J.  T.,  Yale  ’26,  New  Britain 
Alaurer,  L.  L.,  Yale  ’16,  New  Haven 
Maxwell,  J.  A.,  Med.  Coll.  Va.  ’17,  Bridgeport 
Maynard,  H.  H.,  Yale  ’16,  New  Haven 
Mayo,  E.  R.,  Tufts  ’38,  Waterbury 
McAlenney,  P.  F.,  Yale  ’29,  New  Haven 
AdcCabe,  E.  J.,  Yale  ’26,  New  Haven 
McClellan,  W.  E.,  Toronto  ’04,  Hartford 
McCombs,  A.  P.,  Cornell  ’29,  Wilton 
McCook,  J.  B.,  P.  & S.,  N.  Y.,  ’94,  Hartford 
McCormack,  C.  J.,  Yale  ’29,  Hartford 
McCrann,  D.  J.,  Tufts  ’34,  Hartford 
McCreery,  J.  A.,  P.  & S.,  N.  Y.  ’10,  Greenwich 
McCue,  M.  P.,  Harvard  ’34,  East  Hartford 
McDermott,  J.  F.,  Cornell  ’23,  Hartford 
McDonnell,  R.  E.,  Yale  ’20,  New  Haven 
McFarland,  F.  W.,  Vermont  ’28,  Stamford 
McGaughey,  J.  D.,  Jefferson  To,  Wallingford 
McGourty,  A.  F.,  N.  Y.  Homeo.  T8,  Stamford 
McGourty,  D.  P.,  Jefferson  ’27,  Stamford 
McGrath,  J.  F.,  McGill  ’23,  Hartford 
McGrath,  J.  FL,  Yale  ’08,  Waterbury 
McGuire,  F.  J.,  Boston  ’37,  Guilford 
McGuire,  W.  C.,  Yale  ’09,  New  Haven 
McHugh,  J.  F.,  Harvard  ’01,  Thompsonville 
Mcllroy,  P.  T.,  Queen’s  ’21,  New  Canaan 
McIntosh,  E.  F.,  Yale  ’97,  New  Haven 
McKeon,  J.  J.,  Hahnemann  ’39,  Hamden 
McLarney,  T.  J.,  P.  & S.,  Balt.  ’97,  Hartford  (New  Haven 
County) 

McLaughlin,  J.  H.,  P.  & S.,  Balt.  ’09,  Jewett  City 
AdcLean,  J.  J.,  Tufts  ’20,  Hartford 
McLean,  T.  S.,  Jr.,  Vermont  ’34,  Bridgeport 
McLellan,  P.  G.,  Harvard  ’25,  Fdartford 
AdcLeod,  C.  E.,  Vermont  ’34,  Middletown 
McMahon,  F.  C.,  Fordham  ’19,  Stamford 
McMahon,  G.  W.,  Tufts  ’37,  New  Britain 
McMahon,  J.  D.,  Creighton  ’37,  South  Norwalk 
AlcMahon,  W.  H.,  Jr.,  Fordham  ’20,  South  Norwalk 
McManus,  J.  P.,  P.  & S.,  Balt.  ’14,  Bridgeport 
AdcNulty,  T.  F.,  Georgetown  ’32,  Hartford 
McPartland,  C.  E.,  Johns  Hopkins  ’23,  West  Hartford 
McPartland,  P.  F.,  Baltimore  ’05,  Hartford 
AdcPherson,  S.  IT.,  Tufts  T3,  Hartford 
AIcQueen,  A.  S.,  Yale  ’01,  Branford 
AdcQueeney,  A.  M.,  Yale  ’05,  Bridgeport 
Adeehan,  Ad.  C.,  Johns  Hopkins  ’32,  El  Paso,  Texas 
Mekrut,  J.  A..  St.  Louis  ’31,  Aderiden 
Adendelsohn,  W.,  Johns  Hopkins  ’33,  New  Haven 
Adendillo,  A.  J.,  Yale  ’07,  New  Haven 
Adendillo,  J.  C.  F.,  Yale  ’30,  New  Haven 
Menousek,  J.  A.,  Vermont  ’32,  Plainville 
Adeo,  R.  C.,  George  Washington  ’34,  Waterbury 
Aderrill,  W.  T.,  Dartmouth  ’90,  East  Milton,  Mass.  (New 
Haven  County) 

Aderriman,  IT.,  P.  & S.,  N.  Y.  ’36,  New  Haven 


Merriman,  M.  H.,  P.  & S.,  N.  Y.  ’06,  Waterbury 
Adeschter,  E.  F.,  Aded.  Chi.  Phila.  ’98,  Stamford 
Adetcalf,  E.  IT.,  Jefferson  ’14,  Rockville 
Adeyer,  F.  Ad.,  Indiana  ’28,  Bridgeport 
Adeyers,  R.  A.,  Adichigan  ’31,  AVatertown 
Miehalowski,  V.  S.,  Boston  ’29,  New  Britain 
Adiddlebrook,  L.  F.,  Jr.,  Johns  Hopkins  ’30,  Hartford 
Adignone,  J.,  Yale  ’33,  New  Haven 
Adilano,  N.  A.,  Georgetown  ’27,  West  Haven 
Miles,  H.  S.,  P.  & S.,  N.  Y.  ’91,  Bridgeport 
Adillen,  S.  R.,  George  Washington  ’38  Rocky  Hill  (New 
Haven  County) 

Miller,  H.  B.,  Rush  ’33,  New  Britain 
Adiller,  H.  C.,  Yale  ’34,  New  Haven 
Miller,  J.,  Cornell  ’15,  Norwalk 
Adiller,  J.  R.,  Johns  Hopkins  Ti,  Hartford 
Adills,  B.  L.,  Vermont  ’25,  Aderiden 
Adinor,  L.  W.,  Yale  ’32,  Middletown 
Adirabile,  C.  S.,  AdcGill  ’30,  Hartford 
Adirabile,  T.  J.,  Georgetown  ’37,  East  Hartford 
Adisuk,  J.  F.,  Georgetown  ’32,  Aderiden 
Mitchell,  G.  V.,  McGill  ’38,  Bridgeport 
Adogil,  Ad.,  Buffalo  ’39,  New  Haven 
Monacella,  J.  Ad.,  P.  & S.,  N.  Y.  ’35,  Windsor 
Monahan,  D.  T.,  Yale  ’33,  Bridgeport 
Mongillo,  F.,  Med.  Coll.  Va.  ’28,  New  Haven 
Montano,  C.  C.,  Tufts  ’35,  Hartford 
Montano,  R.  A.,  Tufts  ’33,  Hartford 
Adooney,  S.,  Tufts  ’27,  Bridgeport 
Adoorad,  P.  J.,  Rochester  ’31,  New  Britain 
Adoore,  C.  D.,  Queen’s  ’28,  Newtown 
Adoore,  D.  B.,  Tufts  ’35,  New  Haven 

Adoore,  D.  DeC.  Y.,  N.  Y.  Homeo.  ’95,  South  Adanchester 
Adoore,  G.  E.,  Yale  ’34,  Darien 
Adoore,  H.  D.,  Hahnemann  ’93,  Danbury 
Adoore,  H.  F.,  Adissouri  ’98,  Bethel 
Adoore,  M.  R.,  Queen’s  ’29,  Norwich 
Adoore,  W.  J.,  P.  & S.,  N.  Y.  ’21,  Cheshire 
Moran,  J.  P.,  Maryland  ’36,  New  London 
Morgan,  W.  O.,  Georgetown  ’30,  Westport 
Moriarity,  J.  L.,  Harvard  ’96,  YVaterbury 
Adoriarty,  Ad.  E.,  Yale  ’26,  South  Manchester 
Morrill,  H.  F.,  Harvard  ’25,  Waterbury 
Morris,  J.  S.,  Texas  ’27,  New  London 
Adorriss,  YV.  H.,  Johns  Hopkins  ’12,  Wallingford 
Morrissett,  L.  E.,  Aded.  Coll,  of  Virginia  ’36.  Greenwich 
Morrissey,  Ad.  J.,  P.  & S.,  Balt.  ’97,  Hartford 
Morse,  A.  H.,  Johns  Hopkins,  ’06,  New  Haven 
Adorse,  L.  R.,  Queen’s  ’26,  Hartford 
Morse,  W.  J.,  Vermont  ’31,  New  London 
Moser,  O.  A.,  Yale  ’02,  Rocky  Hill 
Adott,  F.  E.,  U.  Buffalo  ’41,  New  Haven 
Adouradian,  M.  G.,  Worn.  Med.  Pa.  ’13,  New  Britain 
Adoxness,  B.  A.,  Georgetown  ’25,  Hartford 
Adoylan,  T.  P.,  Buffalo  ’22,  Hartford 
Adoyle,  H.  B.,  Toronto  To,  Hartford 
Adozzer,  A.  J.,  Hahnemann  ’38,  Adiddletown 
Aducci,  L.  A.,  Rochester  ’34,  New  Britain  (New  Haven 
County) 

Adullen,  J.  J.,  Tufts  ’29,  Waterbury 
Mullins,  S.  F.,  Univ.  & Bellevue  ’06,  Danbury 
Adulville,  Ad.  F.,  Tufts  ’37,  Hartford 
Adurcko,  W.  J.,  Adarquette  ’37,  Torrington 
Murdock,  T.  P.,  Baltimore  To,  Aderiden 
Murphy,  C.  A.,  L.  I.  Coll.  Hosp.  ’33,  Stamford 
Murphy,  J.,  Pennsylvania  ’95,  Adiddletown 
Murphy,  J.  J.,  Georgetown  ’35,  Danbury 
Adurphy,  O.  L.,  Vermont  ’21,  Simsbury 
Adurphy,  T.  B.,  Harvard  ’23,  Wallingford 
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Murphy,  T.  D.,  P.  & S.,  N.  Y.  ’30,  West  Hartford 
Murphy,  T.  F.,  Jefferson  ’33,  Hartford 
Murray,  H.  J.,  Jefferson  ’16,  Stamford 
Murray,  T.  J.,  Maryland  ’io,  New  London 
Murray,  T.  O.,  Tufts  ’32,  Danbury 
Murray,  W.  J.,  Jefferson  ’32,  Bridgeport 
Musselman,  L.  K.,  Johns  Hopkins  ’19,  New  Haven 

Nagle,  W.  T.,  Med.  Chi.  Phila.  ’14,  Southington 

Nahum,  L.  H.,  Yale  ’16,  New  Haven 

Narowski,  J.  J.,  Tufts  ’43,  Derby 

Naylor,  J.  H.,  Vermont  ’95,  Hartford 

Neff,  W.  E.,  Jr.,  P.  & S.,  N.  Y.,  ’33,  Cheshire 

Neidlinger,  W.  J.,  Cornell  ’33,  Hartford 

Nelson,  R.  B.,  Cornell  ’34,  Waterbury 

Nelson,  W.  N.,  George  Washington  ’26,  Cromwell 

Nemoitin,  B.  O.,  L.  I.  Coll.  Hosp.  ’34,  Stamford 

Nemoitin,  J.,  P.  & S.,  N.  Y.  ’05,  Stamford 

Nesbit,  R.  R.,  Albany  ’29,  New  Haven 

Nesbitt,  S.,  Harvard  ’35,  New  Haven 

Nespeco,  J.  V.,  Georgetown  ’32,  Bridgeport 

Nespor,  R.  W.,  Boston  ’33,  Westport 

Nestos,  P.  A.,  Rush  ’14,  Bristol 

Nettleton,  I.  LaF.,  L.  I.  Coll.  Hosp.  ’98,  Bridgeport 

Neumann,  H.  A.,  L.  I.  Coll.  Hosp.  ’09,  Bridgeport 

Neumann,  V.  F.,  Michigan  ’29,  Norwich 

Neuswanger,  C.  H.,  Ffarvard  ’23,  Waterbury 

Nevulis,  A.  V.,  Vermont  ’38,  New  Britain 

Newman,  J.  T.,  Yale  ’19,  New  Haven 

Newton,  L.,  N.  Y.  Homeo.  ’31,  Bridgeport 

Nichols,  C.  W.,  Vermont  ’20,  Bridgeport 

Nichols,  R.  W.,  Johns  Hopkins  ’12,  New  Haven 

Nickum,  J.  S.,  Tufts  ’18,  Bridgeport 

Nodelman,  J.,  Yale  ’29,  New  Haven 

Nolan,  J.  F.,  AfcGill  ’32,  Bridgeport 

Northrop,  R.  A.,  Jefferson  ’32,  Norwalk 

Oberg,  F.  T.,  Harvard  T6,  Bridgeport 
O’Brasky,  L.,  Jefferson  ’22,  New  Haven 
O’Brien,  H.  R.,  Michigan  ’19,  Hartford 
O’Brien,  J.  F.,  Yale  ’08,  Waterford 
O’Brien,  W.  H.  J.,  Yale  ’12,  New  Haven 
O’Connell,  E.  J.,  Tufts  ’34,  Unionville 
O’Connell,  J.  F.,  Vermont  ’21,  Hartford 
O’Connell,  J.  G.,  Tufts  ’17,  Bridgeport 
O’Connell,  M.  F.,  Yale  ’22,  Hartford 
O’Connell,  P.  H.,  Loyola  ’29,  Norwich 
O’Connell,  W.  Af.,  Yale  ’17,  West  Haven 
O’Connor,  D.  S.,  Bowdoin  ’19,  New  Haven 
O’Donnell,  T.  J.,  Syracuse  ’08,  Greenwich 
Oelschlegel,  IT.  C.,  Jefferson,  Ti,  Torrington 
Oesau,  H.  T.,  Jefferson  ’26,  Stratford 
O’Flaherty,  E.  P.,  Cornell  ’01,  Hartford 
Ogden,  R.  T.,  Harvard  ’24,  Hartford 
Olmsted,  J.  G.  M.,  AfcGill  ’25,  Hartford 
O’Loughlin,  T.  F.,  U.  City  N.  Y.  ’96,  Rockville 
Oltman,  J.  E.,  Minnesota  ’34,  Newtown 
O’Afeara,  F.  P.,  N.  Y.  Med.  Coll.  ’36,  Glenbrook 
Onderdonk,  H.  J.,  N.  Y.  U.  ’97,  East  Hartford 
O’Neil,  M.  L.,  Yale  ’29,  Jewett  City 
O’Neil,  W.  H.,  Baltimore  ’n,  Ansonia 
O’Neill,  C.  W.,  Yale  ’26,  Flartford 
O’Neill,  John  J.,  Tufts  ’32,  Bridgeport 
Oppenheimer,  K.,  Heidelberg  ’20,  Norwich 
Opper,  L.,  Munich  ’33,  Norwich 

Orbach,  E.  J.,  Friedrich  Wilhelm  Univ.,  Berlin  ’24,  New 
Britain 

Orlowski,  A.  W.,  Tufts  ’36,  Rockville  (Litchfield  County) 
Oros,  L.  M.,  Budapest  ’37,  Bridgeport 


Osborn,  S.  H.,  Tufts  ’14,  Hartford 

Osgood,  C.,  P.  & S.,  N.  Y.  ’03,  Norwich 

Osmond,  R.  IT.,  Yale  ’23,  Hartford 

Otis,  F.  N.,  Tufts  T8,  Meriden 

Otis,  I.  S.,  George  Washington  ’17,  Meriden 

Ottenheimer,  E.  J.,  Virginia  ’22,  Willimantic 

Oughterson,  A.  W.,  Harvard  ’29,  New  Haven 

Owen,  P.  S.,  Yale  ’37,  Chester 

Oxnard,  E.  W.,  Harvard  ’36,  Cheshire 

Padula,  R.  D.,  Cincinnati  ’30,  Norwalk 
Padula,  V.  D.,  Rome  ’35,  Hartford 
Pagliaro,  J.  J.,  Georgetown  ’37,  Shelton 
Paine,  R.  C.,  Dartmouth  ’00,  Thompson 
Palmieri,  M.  L.,  Yale  ’32,  Afiddletown 
Palmieri,  M.  W.,  Naples  ’33,  New  Haven 
Panettieri,  A.  J.,  Vermont  ’37,  Bridgeport 
Paolillo,  C.  G.,  Yale  ’35,  New  Britain 
Papa,  J.  S.,  Tufts  ’28,  Bristol 
Parente,  L.,  Emory  ’31,  Hamden 
Paris,  Af.,  N.  Y.  U.  ’30,  South  Norwalk 
Park,  P.  A.,  Iowa  Homeo.  To,  Bristol 
Parker,  J.  W.,  Yale  ’06,  Hartford 
Parker,  R.  L.,  Western  Ontario  ’41,  Bridgeport 
Parlato,  H.  A.,  N.  Y.  U.  ’36,  New  Britain 
Parlato,  Af.  A.,  Yale  ’08,  Derby 
Parmelee,  B.  Af.,  Vermont  ’19,  Bridgeport 
Parmelee,  E.  K.,  L.  I.  Coll.  Hosp.  ’89,  Ansonia 
Parrella,  L.  A.,  Tufts  ’34,  North  Haven 
Parshley,  P.  F.,  Pennsylvania  ’27,  West  Hartford 
Partridge,  W.  P.,  Harvard  ’20,  Hartford 
Pascal,  T.  J.,  Rush  ’31,  Bridgeport 
Pasetto,  E.,  Vermont  ’36,  Waterbury 
Pasquariello,  D.  W.,  Naples  ’36,  Bridgeport 
Patterson,  D.  C.,  P.  & S.,  Balt.  ’06,  Bridgeport 
Patterson,  F.  A.,  Harvard  ’27,  Norwalk 
Paul,  F.,  Ludwig- Afaximilians-Universitat  Medizinicshe  Fa- 
kultat  ’24,  Greens  Farms 
Paul,  J.  R.,  Johns  Hopkins  ’19,  New  Haven 
Paul,  V.  A.,  Hahnemann,  Chicago  ’13,  Stamford 
Payne,  F.,  Harvard  ’37,  New  York,  N.  Y.  (New  Haven 
County) 

Peacock,  A.  U.,  Rush,  ’33,  Hartford 

Peck,  B.  C.,  Long  Island  ’31,  New  Britain 

Peck,  R.  E.,  Yale  ’93,  New  Haven 

Pelliccia,  O.,  Jr.,  Johns  Hopkins  ’39,  New  Haven 

Peltz,  W.  L.,  Harvard  ’36,  New  Haven 

Pelz,  S.,  Austria  ’32,  Wallingford 

Pendleton,  C.  E.,  Yale  ’03,  Colchester 

Pendleton,  E.  R.,  P.  & S.,  Boston  ’04,  Granby 

Penner,  S.  L.,  P.  & S.,  N.  Y.,  ’34,  Stratford 

Pennington,  H.  F.,  Harvard  ’27,  Meriden 

Pepe,  A.  J.,  Maryland  ’35,  Norwich 

Pcrakos,  G.  P.,  Georgetown  ’32,  New  Britain 

Perdue,  R.  E.,  Starling  ’95,  Norwalk 

Perham,  W.  S.,  Afichigan  ’32,  Woodbridge 

Perkins,  C.  W.,  Hahnemann  ’01,  Norwalk 

Perkins,  J.  A.,  AfcGill  ’41,  Hartford 

Perreault,  J.  N.,  Tufts  ’07,  Danielson 

Perrins,  H.  B.,  Yale  T8,  New  Haven 

Perry,  Af.  J.,  Worn.  Afed.  Homeo.  N.  Y.  ’03,  Norwalk 

Peters,  J.  P.,  P.  & S.,  N.  Y.  ’13,  New  Haven 

Peterson,  C.  K.,  Tufts  ’05,  Lakeville 

Petrclli,  J.,  Yale  ’25,  New  Haven 

Petrucelli  R.  J.,  P.  & S.,  N.  Y.  ’34,  Meriden 

Pharris,  C.,  U.  of  Tennessee  ’29,  East  Hartford 

Phelps,  Af.  O.,  AfcGill  ’29,  Hartford 

Phelps,  P.  S.,  AfcGill  ’30,  Hartford 

Philipson,  S.,  N.  Y.  Homeo.  T8,  New  Haven 
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Phillips,  A.  N.,  P.  & S.,  N.  Y.  ’83,  Glenbrook 
Phillips,  F.  L.,  Yale  ’06,  New  Haven 
Phillips,  H.  S.,  Toronto  ’22,  Westport 
Phillips,  K.  T.,  Tufts  ’19,  Putnam 

Phillips,  P.  L.,  Cornell  ’30,  Norfolk,  Va.  (Hartford  County) 

Piasecki,  J.  L.,  Maryland  ’12,  Norwalk 

Piasta,  P.  F.,  Boston  ’24,  Middletown 

Piazza,  G.  J.,  Boston  ’32,  New  Haven 

Piccolo,  P.  A.,  Maryland  ’37,  New  Haven 

Pierson,  E.  M.,  Yale  ’24,  Cromwell 

Pierson,  L.  A.,  Tufts  ’2.7,  Aderiden 

Pike,  E.  R.,  Michigan  ’98,  East  Woodstock 

Pike,  M.  Ad.,  Harvard  ’25,  Hartford 

Pileggi,  P.,  Maryland  ’28,  Bridgeport 

Pinn,  A.  S.,  Laval  ’29,  New  Haven 

Pinney,  A.  W.,  Hahnemann  ’00,  Norfolk 

Pinney,  R.  W.,  P.  & S.,  N.  Y.  ’88,  Derby 

Pitegoff,  C.  H.,  St.  Louis  ’40,  East  Hartford 

Pitock,  Ad.  P.  Tufts  ’30,  Fairfield 

Platt,  I.  S.,  Southern  California  ’12,  Waterbury 

Platt,  W.  L.,  P.  & S.,  N.  Y.  ’8 1,  Newtown  (Litchfield  County) 

Plukas,  J.  M.,  Georgetown  ’32,  Bridgeport 

Pola,  W.  E.,  Louisville  ’32,  New  Britain 

Polito,  F.  L.,  Yale  ’21,  Torrington 

Pollard,  R.  L.,  Tufts  ’36,  Waterbury 

Pomeroy,  N.  A.,  P.  & S.,  N.  Y.  ’96,  Waterbury 

Poole,  A.  Iv.,  Johns  Hopkins  ’23,  New  Haven 

Popkin,  Ad.  S.,  George  Washington  ’35,  Bridgeport 

Post,  E.  A.,  Georgetown  ’33,  Waterbury 

Potter,  F.  E.,  P.  & S.,  N.  Y.  ’89,  Middletown 

Poverman,  D.,  Vermont  ’32,  New  Haven 

Powell,  W.,  Queen’s  ’24,  New  Haven 

Powers,  G.  F.,  Johns  Hopkins  ’13,  New  Haven 

Pratt,  A.  Ad.,  Bellevue  ’92,  Deep  River 

Pratt,  A.  P.,  Harvard  ’22,  Windsor 

Pratt,  E.,  P.  & S.,  N.  Y.  ’87,  Torrington 

Pratt,  G.  K.,  Detroit  ’15,  Bridgeport 

Pratt,  N.  T.,  Yale  ’04,  Old  Saybrook  (Fairfield  County) 

Preston,  T.  R.,  Yale  ’25,  Hartford 

Priddy,  F.  E.,  Northwestern  ’28,  Hartford 

Prior,  J.  D.,  Toronto  ’28,  Waterbury 

Prosser,  F.  D.,  Cornell  ’28,  Putnam 

Prout,  E.  B.,  Syracuse  ’14,  Portland 

Pullen,  R.  W.,  Yale  ’21,  New  Britain 

Purinton,  C.  O.,  Yale  ’00,  Sunmount,  N.  Y.  (Hartford 
County) 

Purple,  Ad.  R.,  Yale  ’37,  East  Hampton  (New  Haven  County) 
Pyle,  E.,  P.  & S.,  N.  Y.  ’15,  Waterbury 

Quatrano,  J.  C.,  Vermont  ’31,  Bridgeport 
Quarrier,  S.  S.,  P.  & S.,  N.  Y.  ’32,  Hartford 
Quinlan,  R.  AT,  Baltimore  ’10,  Aderiden 
Quinn,  J.  F.,  Baltimore  ’06,  Bridgeport 
Quinn,  K.  S.,  Temple  ’35,  Bridgeport 
Quinn,  R.  J.,  P.  & S.,  Balt.  ’13,  Waterbury 
Quintiliani,  A.,  Harvard  ’29,  Norwich 

Rabinovitch,  A.,  Vermont  ’19,  Norwich 
Rademacher,  E.  S.,  Iowa  ’23,  New  Haven 
Radin,  Ad.  J.,  P.  & S.,  N.  Y.,  ’16,  Hartford 
Radom,  Ad.  Ad.,  Jefferson  ’25,  Hartford 
Raffa,  J.,  P.  & S.,  N.  Y.  ’34,  Glastonbury 
Rafferty,  B.,  Jefferson  ’28,  Willimantic 
Rafkind,  A.  B.,  Paris  ’37,  Adiddletown 
Rand,  R.  F.,  Johns  Hopkins  ’00,  New  Haven 
Randall,  W.  S.,  P.  & S.,  N.  Y.  ’86,  Shelton 
Rankin,  B.  F.,  McGill  ’19,  Hartford 
Rapp,  A.  G.,  Cornell  ’29,  New  London 
Rasmussen,  H.  N.,  Tufts  ’25,  Uncasville 


Rawls,  E.  C.,  Aded.  Coll.  AH.  ’31,  Stamford 
Raymer,  J.  G.,  Harvard  ’25,  Norwich 

Raynolds,  R.,  P.  & S.,  N.  Y.  ’14,  Rocky  Hill  (New  London 
County) 

Read,  F.  A.,  Yale  ’34,  Old  Greenwich 

Reade,  E.  G.,  Jefferson  ’16,  Watertown 

Reardon,  W.  F.,  Baltimore  ’04,  Hartford 

Redlich,  F.  C.,  U.  Vienna  ’35,  New  Haven 

Reich,  U.  S.,  Virginia  ’09,  Bridgeport 

Reichenbach,  A.  E.,  Tufts  ’38,  Waterbury 

Reichenbach,  F.,  Tufts  ’33,  Watertown 

Reid,  L.  R.,  Pennsylvania  ’33,  Shelton 

Reidy,  D.  D.,  P.  & S.,  N.  Y.  ’27,  Hartford 

Reidy,  Ad.  J.,  P.  & S.;  N.  Y.  ’10,  AATnsted 

Reilly,  W.  [.,  Tufts  ’35,  Naugatuck 

Reiter,  B.  R.,  Harvard  ’34,  Bridgeport 

Renehan,  J.  Ad.,  Tufts  ’28,  Ansonia 

Rentsch,  S.  B.,  Adichigan  ’23,  Derby 

Resnik,  E.,  AdcGill  ’30,  New  Britain 

Resnik,  H.,  Johns  Hopkins  ’31,  Bridgeport 

Resnik,  W.  H.,  Johns  Hopkins  ’21,  Stamford 

Resnisky,  A.  F.,  Georgetown  ’23,  Hartford 

Reynolds,  IT.  St.  C.,  Yale  ’10,  Hartford 

Reynolds,  IT.  S.,  Albany  ’14,  Hartford 

Reynolds,  J.  A.,  Tufts  ’36,  Waterbury 

Reynolds,  R.  G.,  Harvard  ’26,  Hartford 

Reynolds,  W.  Ad.,  P.  & S.,  N.  Y.  ’31,  Greenwich 

Ribner,  H.,  Tufts  ’34,  Bridgeport 

Riccio,  J.  S.,  St.  Louis  ’37,  New  Haven 

Riccitelli,  Ad.  L.,  Yale  ’22,  New  Haven 

Richardson,  R.  A.,  Vermont  ’14,  Bristol 

Richter,  H.  G.,  Yale  ’31,  New  Haven 

Riendeau,  F.  Ad.,  Paris  ’27,  Torrington 

Riendeau,  P.  L.,  Paris  ’27,  Torrington 

Rilance,  A.  B.,  AdcGill  ’31,  New  Haven 

Rindge,  Ad.  E.,  Duke  ’41,  Adadison 

Rindge,  Ad.  P.,  P.  & S.,  Cleveland  ’05,  Adadison 

Rindge,  N.  P.,  Yale  ’35,  Clinton 

Riordan,  Ad.  D.,  Vermont  ’12,  Willimantic 

Robbins,  B.  B.,  U.  City  N.  Y.  ’94,  Bristol 

Robbins,  C.  L.,  Yale  ’29,  New  Haven 

Roberge,  G.  E.,  A’ale  ’38,  Stratford 

Roberts,  D.  J.,  Vermont  ’16,  Hartford 

Roberts,  E.  R.,  Maine  ’13,  Bridgeport 

Roberts,  F.  W.,  Johns  Hopkins  ’24,  New  Haven 

Robey,  Nathaniel  C.,  Yale  ’17,  Newtown 

Robinson,  A.  J.,  Toronto  ’23,  Hartford 

Robinson,  W.  J.  T.,  L.  I.  Coll.  Hosp.  ’21,  Broad  Brook 

Robison,  R.  C.,  Yale  ’36,  New  Canaan 

Roccapriore,  B.  A.,  Jefferson  ’31,  Adiddletown 

Rocco,  Ad.  P.,  Georgetown  ’41,  Hartford 

Roch,  G.  E.,  Tufts  ’34,  Willimantic 

Roche,  A.  F.,  Georgetown  ’17,  Hartford 

Roche,  T.  J.,  P.  & S.  Balt,  ’n,  Bridgeport 

Rockwell,  A.  E.,  Johns  Hopkins  ’21,  Bridgeport 

Rogawski,  A.  S.,  Vienna  ’38,  AVaterbury 

Rogers,  F.  P.,  Syracuse  ’33,  West  Hartford 

Rogers,  O.  F.,  Jr.,  Harvard  ’12,  New  Haven 

Rogers,  P.  H.,  Yale  ’12,  AVest  Haven 

Rogers,  R.  P.,  Harvard  ’25,  Greenwich 

Rogol,  L.,  L.  I.  Coll.  Hosp.  ’33,  Danbury 

Rogol,  O.,  Dalhousie  ’32,  Seymour 

Rogowski,  B.  A.,  Yale  ’24,  New  Haven 

Rollins,  H.  B.,  Yale  ’22,  Hartford 

Romaniello,  R.  J.,  P.  & S.,  N.  Y.  ’27,  Hartford 

Rooney,  J.  F.,  Baltimore  ’03,  Hartford 

Root,  J.  H.,  Harvard  ’18,  AVaterbury 

Root,  Ad.  T.,  Cornell  ’18,  West  Hartford 

Root,  S.  A.,  Cornell  ’19,  AATst  Hartford 
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Rosahn,  P.  D.,  N.  Y.  U.  ’28,  New  Britain 

Rose,  S.  A.,  Univ.  & Bellevue  ’23,  Stamford 

Rosenbaum,  G.  J.,  Tufts  ’34,  Hartford 

Rosenberg,  H.  A.,  Vienna  ’37,  Bridgeport 

Rosenthal,  E.,  Wurtenberg  & Munich  ’24,  Hartford 

Rosenthal,  I.,  L.  I.  Coll.  Hosp.  ’10,  South  Norwalk 

Ross,  A.  M.,  Basel  ’35,  Darien 

Roth,  F.  E.,  Univ.  & Bellevue  ’25,  Hartford 

Roth,  O.,  Vienna  ’37,  New  Haven 

Roth,  S.  Z.,  Vienna  ’36,  New  Haven 

Rothblatt,  R.,  Harvard  ’37,  Willimantic 

Rothschild,  M.  L.,  Paris  ’26,  New  Haven 

Rowell,  E.  E.,  Hahnemann  ’99,  Stamford 

Rowley,  J.  C.,  Harvard  ’06,  West  Hartford 

Rowley,  R.  L.,  Yale  ’03,  Hartford 

Roy,  J.  L.,  Tufts  ’34,  North  Grosvenordale 

Rozen,  A.  A.,  Yale  ’37,  New  Elaven 

Rubin,  G.  A.,  Edinburgh  ’32,  New  Haven 

Ruby,  M.  H.,  P.  & S„  N.  Y.  ’21,  Waterbury 

Ruby,  R.  J.,  Baylor  ’36,  Waterbury 

Russell,  G.  G.,  Harvard  ’19,  Hartford 

Russell,  J.  J.,  N.  Y.  Homeo.  ’87,  Putnam 

Russell,  T.  H.,  Yale  ’10,  New  Haven 

Russell,  W.  I.,  Yale  ’09,  New  Haven 

Russman,  C.,  Tufts  ’23,  Middletown 

Russo,  J.  D.,  Yale  ’16,  New  Haven 

Ryan,  A.  J.,  P.  & S.,  N.  Y.  ’40,  New  Haven 

Rvan,  F.  j.,  Tufts  ’35,  Ft.  Howard,  Md.  (Hartford  County) 

Ryan,  V.  G.,  Yale  ’34,  Portland 

Ryder,  C.  F.,  Western  Reserve  ’33,  Stamford 

Ryder,  R.  H.,  P.  & S.,  Balt.  ’13,  Waterbury 

Ryder,  W.  H.,  Jefferson  ’20,  New  Haven 

Ryley,  R.  N.,  Yale  ’39,  Mystic 

Rynard,  W.  M.  W.,  Toronto  ’24,  Stamford 

Sabloff,  J.,  L.  I.  Coll.  Hosp.  ’34,  New  London 
Sadusk,  J.  F.,  Jr.,  Johns  Hopkins  ’35,  New  Haven 
St.  John,  L.  A.,  Fordham  ’20,  Hartford 
Salinger,  R.,  Johns  Hopkins  ’25,  New  Haven 
Salvin,  B.  L.,  George  Washington  ’21,  Hartford 
Saltzman,  J.  A.,  N.  Y.  Homeo.  ’33,  Waterbury 
Samponaro,  N.,  Johns  Hopkins  ’29,  Hartford 
Sanderson,  R.  V.,  Vermont  ’20,  Winsted 
Sandulli,  G.  R.,  Tufts  ’29,  Waterbury 
Sanford,  C.  E.,  Yale  ’06,  New  Haven 
Santoro,  G.  M.,  Cornell  ’24,  Waterbury 
Satti,  C.  J.,  Yale  ’23,  New  London 
Savage,  P.  J.,  Maryland  ’21,  New  London 
Savarese,  Ad.  F.  R.,  L.  I.  Coll.  Hosp.  hi,  New  Haven 
Sayers,  D.  O’C.,  Tufts  ’35,  Waterbury 
Sayers,  J.  J.,  Tufts  ’35,  Hartford 
Scafarello,  P.  J.,  Tufts  ’26,  Hartford 
Scalzi,  L.  C.,  Bologna  ’37,  Bridgeport 
Scanlon,  J.  J.,  Georgetown  ’35,  Norwalk 
Scanlon,  T.  F.,  Yale  ’07,  Norwalk 
Scarbrough,  Ad.  AdcR.,  Yale  ’07,  New  Haven 
Schaefer,  A.  Ad.,  Yale  ’25,  Hartford 
Schaefer,  J.,  Tufts  ’17,  West  Hartford 
Schechtman,  C.  T.,  Vermont  ’26,  New  Britain 
Schiavetti,  A.,  Tufts  ’30,  Stafford  Springs 
Schmidt,  N.  L.,  Vanderbilt  ’27,  Stamford 
Schneider,  W.,  George  AVashington  ’30,  Rockville 
Scholl,  R.  F.,  Yale  ’12,  New  Haven 
1 Schuman,  D.  H.,  P.  & S.,  N.  Y.  ’22,  Hartford 
Schupack,  S.  D„  Tufts  ’24,  New  Britain 
Schwartz,  IT.  P.,  Vienna  ’38,  Colchester 
Schwartz,  P.  E.,  Tufts  ’31,  Portland 
Sciortino,  Ad.  V.,  Naples  ’37,  Bridgeport 
Scott,  C.  R.,  Yale  ’19,  New  Haven 


Scott,  W.  J.,  Fordham  ’16,  Derby 
Scoville,  D.  H.,  Cincinnati  ’30,  New  London 
Scoville,  W.  B.,  Pennsylvania  ’32,  Hartford 
Scully,  R.  T.,  Georgetown  ’35,  New  Britain 
Seabury,  R.  B.,  Harvard  ’18,  New  Haven 
Sears,  L.,  Harvard  ’29,  Norwich 
Segal,  J.  A.,  Tufts  ’28,  Manchester 
Segel,  S.,  Vermont  ’35,  Norwich 
Segnalla,  E.,  Yale  ’12,  New  Haven 
Seibert,  A.  F.,  Yale  ’27,  Hartford 
Sekerak,  A.  J.,  Maryland  ’22,  Bridgeport 
Sekerak,  R.  A.,  Adaryland  ’29,  Bridgeport 
Sekerak,  R.  J.,  Adaryland  ’34,  Bridgeport 
Selinger,  J.,  Georgetown  ’13,  New  Canaan 
Selleck,  N.  B.,  L.  I.  Coll.  ITosp.  ’24,  Danbury 
Sellew,  R.  C.,  AAle  ’98,  Canaan 

Sellew,  R.  C.,  Jr.,  L.  I.  Coll.  Hosp.  ’36,  North  Canaan 

Senfield,  Ad.  Ad.,  Vienna  ’20,  Ansonia 

Serafin,  P.  J.,  N.  Y.  U.  ’21,  New  Haven 

Serbin,  A.  F.,  Rush  ’33,  Hartford 

Serrell,  H.  P.,  Cornell  ’32,  Greenwich 

Sette,  A.  J.,  George  Washington  ’27,  Stamford 

Sewall,  S.,  Adaryland  ’37,  Elmwood 

Shafer,  A.  S.,  Pennsylvania  ’18,  Hartford 

Shaffer,  T.  E.,  Cornell  ’32,  New  Haven 

Shain,  J.  H.,  Tufts  ’28,  South  Norwalk 

Shaw,  G.  H.,  Syracuse  ’08,  Hartford 

Shaw,  L.  E.,  Worn.  Med.  Pa.  ’22,  Greenwich 

Shay,  F.  L.,  Tufts  ’25,  New  Haven 

Shea,  C.  J.,  Adaryland  ’33,  Bridgeport 

Shea,  D.  E.,  Loyola  ’ ij,  Flartford 

Shea,  J.  F.,  P.  & S.,  Balt.  ’ 1 1 , Bridgeport 

Shea,  Ad.  S.,  AYrmont  ’21,  New  Haven 

Shea,  R.  E.,  Yale  ’30,  Willimantic 

Shea,  R.  O.,  P.  & S.,  Balt.  ’14,  Bridgeport 

Shea,  V.  T.,  Tufts  ’31,  Waterbury 

Sheahan,  AV.  L.,  P.  & S.,  Balt.  ’12,  New  Haven 

Sheehan,  Ad.  T.,  Yale  ’10.  Wallingford 

Shepard,  M.  D.,  N.  Y.  U.  ’37,  Hartford 

Shepard,  AV.  Ad.,  P.  &.  S.,  N.  Y.  ’29,  Putnam 

Shepherd,  AV.  G.,  Toronto  ’08,  Hazardville 

Sherer,  H.  C.,  U.  City  N.  Y.  ’92,  South  Norwalk 

Shermak,  J.  V.,  Vienna  ’19,  Old  Greenwich 

Sherman,  S.  H.,  P.  & S.,  N.  Y.  ’34,  Stamford 

Sherwood,  H.,  N.  Y.  Aded.  ’37,  Durham 

Shirk,  S.  Ad..  Hahnemann  ’97,  Stamford 

Shoup,  H.  B.,  Jr.,  Indiana  ’35,  Westport 

Shull,  J.  C.,  Harvard  ’36,  Hartford 

Shulman,  D.  N.,  Johns  Hopkins  ’17,  Hartford 

Shupis,  A.,  Jr.,  Hahnemann  ’38,  Hartford 

Shure,  A.  L.,  Tufts  ’27,  New  Haven 

Sigal,  J.  B.,  Yale  ’23,  Hartford 

Siliciano,  R.  A.  V.,  Hahnemann,  Chicago  ’24,  Bristol 
Sills,  T.  IT.,  Yale  ’27,  Newington 

Silver,  G.  B.,  Tufts  ’37^  Long  Island,  N.  Y.  (Hartford 
County) 

Silverberg,  S.  J.,  P.  & S.,  N.  Y.  ’21,  New  Haven 
Simmons,  E.  Ad.,  Yale  ’23,  Southington 
Simon,  B.,  Washington  ’31,  Adiddletown 
Simon,  L.  G.,  N.  Y.  U.  ’27,  South  Norwalk 
Simonton,  F.  F.,  Alaine  ’03,  Thompsonville 
Simses,  J.  P„  Tufts  ’37,  Washington,  D.  C.  (Fairfield  County) 
Sinclair,  S.  E.,  Pennsylvania  ’36,  LaPorte,  Pa.  (New  Haven 
County) 

Sisson,  E.  P.,  Harvard  ’ 1 8,  New  Haven 

Skiff,  S.  E.,  Hahnemann  ’03,  New  Haven 

Skinner,  C.  E.,  Yale  ’91,  Darien  (New  Haven  County) 

Sklaver,  J.,  Adichigan  ’37,  Waterbury 

Slater,  Ad.,  Yale  ’24,  Hamden 
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Slavin,  J.  E.,  Vermont  ’12,  Waterbury 

Slossberg,  D.  S.,  Tufts  ’34,  Hartford 

Slysz,  L.  B.,  Boston  ’27,  New  Britain 

Smilgin,  V.  E.,  George  Washington  ’38,  New  London 

Smirnow,  M.  R.,  Yale  ’06,  New  Haven 

Smith,  A.  C.,  P.  & S.,  Balt,  ho,  Danbury 

Smith,  C.  S.,  Hahnemann  ’16,  New  Haven 

Smith,  D.  P.,  Yale  ’12,  Aderiden 

Smith,  E.  D.,  Yale  ’99,  Bridgeport 

Smith,  E.  L.,  Yale  ’96,  Waterbury 

Smith,  E.  R.,  Yale  ’40,  Meriden 

Smith,  E.  T.,  Yale  ’97,  West  Hartford 

Smith,  F.  DeW.,  Hahnemann  ho,  Guilford 

Smith,  F.  F.,  Howard  ’30,  New  Haven 

Smith,  F.  Ad.,  Vermont  hi,  Willimantic 

Smith,  G.  A.,  Johns  Hopkins  ’07,  Long  Hill 

Smith,  G.  Ad.,  P.  & S.,  N.  Y.  ’05,  Pine  Orchard,  Branford 

Smith,  H.  A.,  Yale  ’36,  Hartford 

Smith,  J.  J.,  Adaryland  ’30,  Bridgeport 

Smith,  L.  Ad.,  Tufts  ’37,  Stamford 

Smith,  Ad.,  U.  City  N.  Y.  ’83,  New  Haven 

Smith,  N.  N.,  Yale  ’24,  New  Haven 

Smith,  S.  Ad.,  Tufts  ’20,  Danbury 

Smith,  S.  R.,  Med.  Chi.  Phila.  ’16,  Bridgeport 

Smith,  V.  J.,  Pennsylvania  ’20,  New  Britain 

Smith,  W.  B.,  Pennsylvania  ’22,  Wethersfield 

Smith,  W.  E.,  Adichigan  ho,  Stamford 

Smith,  W.  F.,  Cornell  ’34,  Hartford 

Smith,  W.  L.,  Columbia  ’37,  Hartford 

Smykowski,  B.  L.,  Baltimore  hi,  Bridgeport 

Snavely,  M.  E.,  Yale  ’25,  West  Haven 

Sneidman,  G.  I.,  Virginia  ’36,  Hartford 

Snelling,  P.  W.,  Harvard  hi,  Hartford 

Snurkowski,  C.  Ah,  Georgetown  ’25,  New  Haven 

Soley,  P.  J.,  Cornell  ’27,  Darien 

Sollosy,  A.,  Tufts  ’27,  Bridgeport 

Solomkin,  M.,  St.  Louis  ’42,  Hartford 

Solomon,  C.  I.,  Yale  ’25,  Aderiden 

Solomon,  R.  Z.,  Yale  ’39,  Meriden 

Soltz,  T.,  Jefferson  hi.  New  London 

Solway,  R.  I.,  Toronto  ’40,  Westport 

Soreff,  L.,  Tufts  ’32,  East  Hampton 

Spector,  N.,  Tufts  ’24,  Willimantic 

Speight,  H.  E.,  Georgetown  ’27,  Adiddletown 

Spekter,  L.,  Rochester  ’33,  Hartford 

Sperandeo,  A.,  Yale  ’25,  New  Haven 

Sperry,  F.  N.,  Yale  ’94,  New  Haven 

Spicer,  E.,  Yale  ’05,  YVaterbury 

Spiegel,  C.  M.,  Hahnemann  ’36,  New  Haven 

Spignesi,  J.  T.,  Georgetown  ’30,  Wallingford 

Spillane,  B.,  Tufts  ’16,  Hartford 

Spinelli,  N.  V.,  Adarquette  ’39,  Bridgeport 

Spinner,  S.,  Tufts  ’35,  New  Haven 

Sponzo,  J.  J.,  Tufts  ’38,  Hartford 

Sprague,  C.  IT,  P.  & S.,  N.  Y.  ’04,  Bridgeport 

Squier,  R.  R.,  Johns  Hopkins  ’26,  Greenwich 

Squillacote,  V.  J.,  Rome  ’34,  New  Britain 

Stahl,  W.  Ad.,  Maryland  ’14,  Danbury 

Standish,  E.  Ad.,  Harvard  ’22,  Hartford 

Standish,  F.  B.,  Yale  ’03,  New  Haven 

Standish,  H.  C.,  Cornell  ’28,  West  Hartford 

Standish,  J.  IT,  U.  City  N.  Y.  ’95,  Hartford 

Standish,  W.  A.,  Yale  ’25,  Hartford 

Staneslow,  J.  S.,  Cornell  ’26,  Waterbury 

Stankard,  W.  F.,  Jefferson  ’38,  Springdale 

Starr,  R.  Ad.,  Yale  ’26,  New  London 

Starr,  R.  S.,  P.  & S.,  N.  Y.  ’01,  Hartford 

Starrett,  J.  E.,  Tufts  ’30,  Stamford 

Statham,  J.  C.,  Georgia  h8,  Middletown 


Staub,  J.  H.,  L.  I.  Coll.  Hosp.  ’99,  Stamford 
Steinberger,  L.,  Royal  Hungarian  Eliz.  ’37,  South  Norwalk 
Steincrohn,  P.  J.,  Maryland  ’23,  Hartford 
Stempa,  H.,  Berlin  ’98,  Hartford 

Stephenson,  C.  W.,  Harvard  ’22,  Ademphis,  Tenn.  (Hartford 
County) 

Stetson,  C.  G.,  Cornell  ’35,  Denver,  Colo.  (New  Haven 
County) 

Stetson,  H.  W.,  Vermont  ’06,  Adilford 
Stetson,  W.  P.,  Vermont  ’38,  New  Haven 
Stettbacher,  H.  J.,  Harvard  ’22,  Waterbury 
Stevens,  H.  G.,  Adaryland  ’04,  New  Adilford 
Stevens,  Ad.  A.,  Yale  ’29,  New  Haven 
Stevenson,  W.  R.,  Boston  ’31,  Bristol 
Stewart,  H.  E.,  Yale  ho.  New  Haven 
Stewart,  L.  Q.,  Yale  ’33,  West  Hartford 
Stietzel,  E.  E.,  P.  & S.,  N.  Y.  ’34,  South  Norwalk 
Stoddard,  J.  E.,  Boston  ’04,  Aderiden 
Stone,  E.  L.,  Johns  Hopkins  ho,  New  Haven 
Stone,  H.  R.,  Johns  Hopkins  ’04,  Clinton 
Stone,  M.  J.,  Rush  ’22,  Stamford 
Storms,  W.  F.,  Harvard  ’30,  Wethersfield 
Storrs,  E.  R.,  Jefferson  ’oo,  Hartford 
Storrs,  R.  W.,  Harvard  ho,  Hartford 
Stoughton,  D.  H.,  McGill  ’18,  Hartford 
Strauss,  M.  J.,  P.  & S.,  N.  Y.  ’17,  New  Haven 
Strayer,  E.  M.,  P.  & S.,  N.  Y.  ’33,  Stratford 
Strayer,  L.  M.,  Jr.,  Harvard  ’30,  Bridgeport 
Stretch,  J.  E.,  George  Washington  ’28,  Simsbury 
Strickland,  H.,  McGill  ’30,  Meriden 
Stringfield,  O.  L.,  Univ.  & Bellevue  ’16,  Stamford 
Strobel,  J.  E.,  Temple  ’09,  Waterford 
Sturtevant,  J.  Ad.,  N.  Y.  U.  ’35,  New  London 
Stygar,  J.  S.,  St.  Louis  ’33,  Derby 
Sullivan,  A.  B.,  Yale  ’38,  AVest  Hartford 
Sullivan,  A.  J.,  Harvard  ’27,  Washington,  D.  C.  (New  Haven 
County) 

Sullivan,  C.  N.,  AdcGill  ’30,  New  Britain 
Sullivan,  D.,  N.  Y.  U.  ’97,  New  London 
Sullivan,  J.  F.,  P.  & S.,  N.  Y.  ’94,  New  Haven 
Sullivan,  T.  J.,  Yale  ’17,  New  Haven 
Sulman,  Ad.,  P.  & S.,  N.  Y.  ’36,  New  London 
Sunderland,  P.  U.,  N.  Y.  Homeo.  ’94,  Danbury 
Sunderland,  W.  A.,  Yale  ’26,  Danbury 
Sundquist,  A.  B.,  Tufts  ’33,  Manchester 
Suplicki,  J.  W.,  Tufts  ’26,  Norwich 
Sussler,  D.,  Fordham  ’16,  Norwich 
Sutherland,  F.  A.,  Harvard  ’26,  Torrington 
Swan,  H.  C.,  Tufts  ’03,  Hartford 
Swarts,  W.  B.,  Pennsylvania  ’34,  Stamford 
Sweet,  A.  N.,  Adaryland  ’18,  Adiddletown 
Sweet,  G.  C.,  P.  & S.,  Balt.  ’12,  Rocky  Hill  (New  Haven 
County) 

Sweet,  J.  H.  T.,  Jr.,  Tufts  ’12,  Hartford 
Swenson,  A.  C.,  Yale  ’02,  Waterbury 
Swett,  P.  P.,  Univ.  & Bellevue  ’04,  Hartford 
Sword,  B.  C.,  N.  Y.  Homeo.  ’18,  Yonkers,  N.  Y.  (New  Haven 
County) 

Szlemko,  E.  A.,  Switzerland  ’38,  Groton 

Tait,  A.  A.,  Illinois  ’30,  West  Hartford 
Talbot,  H.  P.,  Adaryland  ’27,  Hartford 
Tanner,  W.  A.,  Vermont  ’12,  Danielson 
Tarasovic,  T.  J.,  Tufts  ’36,  Bridgeport 
Tarbell,  L.  A.,  Vermont  ’25,  Beacon  Falls 
Tate,  W.  J.,  Yale  ’29,  Deep  River 
Taylor,  A.,  Rush  ’29,  Hartford 
Taylor,  C.  C.,  Harvard  ’16,  Bridgeport 
Taylor,  J.  C.,  Michigan  ’91,  New  London 
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Taylor,  Ad.  W.,  Tufts  ’05,  Hartford 
Taylor,  R.  Ad.,  George  Washington  ’22,  East  Haven 
Taylor,  R.  N.,  Yale  ’30,  New  London 
Taylor,  S.  P.,  George  Washington  ’16,  North  Haven 
Teele,  J.  E.,  Worn.  Aded.  Pa.  ’88,  Greens  Farms  (New  Haven 
County) 

Tennant,  R.,  Yale  ’29,  Hartford 
Terhune,  W.  B.,  Tulane  ’15,  New  Canaan 
TerKuile,  R.  C.,  Rochester  ’32,  Bridgeport 
Teuscher,  AV.  P.,  Tufts  ’32,  Westport 
Thalberg,  R.  E.,  Yale  ’26,  Southington 
Thale,  T.,  Loyola  ’40,  Norwich 
Thayer,  R.  B.,  Bowdoin  ’20,  Somers 
Thenebe,  C.  L.,  Pennsylvania  ’18,  West  Hartford 
Thomas,  J.  J.,  Fordham  ’21,  Ansonia 
Thomases,  S.,  N.  Y.  U.  ’39,  Stratford 
Thompson,  C.  G.,  N.  Y.  Homeo.  ’18,  Norwich 
Thompson,  H.  G.,  Harvard  ’17,  Hartford 
Thompson,  K.  W.,  ITarvard  ’29,  New  Haven 
Thompson,  L.  E.,  Boston  ’25,  Aderiden 
Thompson,  L.  J.,  Washington  ’19,  New  Haven 
Thompson,  S.  A.,  Cornell  ’23,  Greenwich 
Thoms,  H.,  Yale  ’10,  New  Haven 
Thomson,  T.  L.,  Hahnemann  ’01,  Torrington 
Thorne,  L.,  Yale  ’36,  Atlanta,  Ga.  (New  Haven  County) 
Throckmorton,  V.  J.,  Boston  ’23,  Farmington  (Fairfield 
County) 

Tiebout,  H.  Ad.,  Johns  Hopkins  ’21,  Greenwich 
Tileston,  W.,  Harvard  ’99,  New  Haven 
Tinkess,  D.  E.,  AdcGill  ’25,  Greenwich 
Tirella,  F.  F.,  Tufts  ’37,  Bristol 
Tisher,  P.  W.,  Iowa  ’35,  New  Britain 
Tissenbaum,  Ad.  J.,  Paris  ’36,  Norwich 
Todd,  F.  P.,  Boston  ’89,  Danielson 
Tokarczyk,  J.  J.,  Vermont  ’20,  New  Britain 
Tolk,  N.  R.,  Univ.  & Bellevue  ’20,  Bridgeport 
Tomaino,  F.  F.,  Yale  ’29,  Danbury 
Tombari,  S.  P.,  Boston  ’34,  Hartford 
Tonken,  L.  C.,  Tufts  ’34,  Hartford 
Tortolani,  A.  P.,  AdcGill  ’34,  Plainville 
Tovell,  R.  Ad.,  Queen’s  ’26,  Hartford 
Tower,  A.  A.,  P.  & S.,  N.  Y.  ’19,  Aderiden 
Towne,  N.  A.,  Vermont  ’31,  Naugatuck 
Townsend,  W.  C.,  Harvard  ’25,  Hartford 
Toy,  C.  Ad.,  Buffalo  ’40,  Norwich 
Tracey,  E.  J.,  Pennsylvania  ’24,  Norwalk 
Tracey,  W.  J.,  U.  City  N.  Y.  ’89,  Norwalk 
Tracey,  W.  AV.,  P.  & S.,  N.  Y.  ’16,  Norwalk 
Tracy,  F.  E.,  Yale  ’29,  Adiddletown 
Trantolo,  A.,  Tufts  ’39,  East  Hartford 
Trapp,  F.  W„  Georgetown  ’36,  New  Britain 
Trautman,  E.  F.,  Temple  ’40,  Bridgeport 
Treat,  AV.  H.,  Yale  ’06,  Derby 
Trimpert,  A.  J.,  Georgetown  ’33,  Bethel 
Troy,  W.  D.,  Jefferson  ’36,  Stamford 
Truex,  E.  H.,  Louisville  ’08,  Hartford 
Truex,  E.  H.,  Jr.,  Harvard  ’36,  Hartford 
Tuch,  Ad.,  Univ.  & Bellevue  ’06,  Hartford 
Tunick,  G.  L.,  Jefferson  ’35,  Greenwich 
Turbert,  E.  J.,  Baltimore  ’04,  Hartford 
Turchik,  F.,  Jefferson  ’27,  Bridgeport 
Turkington,  C.  H.,  Johns  Hopkins  ’07,  Litchfield 
Turnley,  AV.  H.,  Virginia  ’24,  Stamford 
Tutles,  A.  J.,  Tufts  ’30,  Bridgeport 
Twachtman,  E.,  Virginia  ’36,  New  Canaan 
Twaddle,  P.  H.,  Yale  ’35,  Rocky  Hill 
Tylec,  L.  L.,  Virginia  ’35,  Union  City 
Tyler,  Ad.,  Johns  Hopkins  ’17,  New  Haven 


Unger,  Ad.,  Hahnemann  ’37,  Bridgeport 
Unsworth,  A.  C.,  Vermont  ’31,  Hartford 
Upham,  C.  E.  H.,  Pennsylvania  ’19,  Norwalk 
Upson,  W.  H.,  Tufts  ’27,  Suffield 
Uricchio,  J.  G.,  Georgetown  ’31,  Hartford 
Urquhart,  R.  G.,  AdcGill  ’24,  Norwich 
Ursone,  F.  D.,  Tufts  ’29,  Norfolk 
Uvitsky,  I.  H.,  Boston  ’27,  Bridgeport 

Vail,  G.  F.,  Pennsylvania  ’02,  Hartford 
AYiil,  T.  E.,  Johns  Hopkins  ’11,  Thompsonville 
Valenski,  T.  J.,  Tufts  ’37,  Thompsonville 
Van  Antwerp,  L.  D.,  Adichigan  ’31,  Aderiden 
Van  Cor,  C.  A.,  Arermont  ’14,  Adiddletown 
Van  Kleeck,  E.,  P.  & S.,  N.  Y.  ’12,  Hartford 
Van  Leuvan,  J.  S.,  Yale  ’27,  Aderiden 
Van  Strander,  W.  H.,  Vermont  ’00,  Hartford 
Van  Tassel,  AV.,  N.  Y.  U.  ’27,  Darien 
A^an  AVart,  AV.  H.,  Harvard  ’22,  Hartford 
Vastola,  A.  P.,  Fordham  ’12,  Waterbury 
Veal,  AV.  T.,  Jefferson  ’12,  Stonington 
Vegliante,  Ad.  E.,  Tufts  ’27,  New  Haven 
Verdi,  AV.  F.,  Yale  ’94,  New  Haven 

Vermooten,  V.,  Johns  Hopkins  ’23,  Germantown,  Penna. 

(New  Haven  County) 

Vernlund,  C.  F.,  Harvard  ’14,  Hartford 
Vernon,  S.,  L.  I.  Coll.  Hosp.  ’30,  AVillimantic 
Vershbow,  N.,  Tufts  ’19,  Hartford 

Verstandig,  C.  C.,  Tennessee  ’39,  New  Haven  (Fairfield 

County) 

ATstal,  P.  AV.,  Harvard  ’22,  New  Haven 
Vickers,  J.  L.,  Johns  Hopkins  ’24,  Greenwich 
Vinci,  V.  J.,  N.  Y.  U.  ’39,  Adiddletown 
Viola,  C.  P.,  Tufts  ’36,  Adilford 
Vioni,  R.  E.,  Naples  ’35,  Bridgeport 
Vogel,  S.,  Vienna  ’27,  Bristol 
Vollero,  A.,  Tufts  ’30,  New  Haven 
Vollmer,  J.  AV.,  Yale  ’06,  Norwalk 

AVadhams,  S.  H.,  Yale  ’96,  Torrington 
AVadsworth,  R.  F.,  Cornell  ’19,  New  Canaan 
AVaite,  R.  L.,  Johns  Hopkins  ’09,  Hartford 
AVakeman,  E.  T.,  Yale  ’22,  New  Haven 
AVales,  F.  J.,  N.  Y.  U.  ’97,  Stepney  Depot 
AValker,  R.,  Rochester  ’37,  Cornwall 
AValker,  AV.  B.,  Yale  ’20,  Cornwall 

AValker,  AV.  H.,  Harvard  ’03,  Newtown  (Hartford  County) 

AVallace,  C.  K.,  Queen’s  ’13,  Hartford 

AVallace,  V.  G.  H.,  Edinburgli  ’26,  Norwalk 

AA^allach,  G.  Ad.  K.,  Bern  ’39,  Torrington 

Walsh,  J.  F„  P.  & S.,  N.  Y.  ’19,  Bridgeport 

Walton,  L.  L.,  Johns  Hopkins  ’33,  AVest  Hartford 

Ward,  J.  P.,  Georgetown  ’36,  Bridgeport 

AVard,  J.  AV.,  P.  & S.,  Balt.  ’07,  South  Glastonbury 

Ward,  L.  S.,  Cornell  ’31,  Niantic 

Warner,  C.  N.,  Jefferson  ’96,  Litchfield 

AVarner,  C.  N.,  jr.,  Tufts  ’36,  Litchfield 

Warner,  G.  H.,  Yale  ’97,  Bridgeport 

AA^arren,  H.  F.,  Vanderbilt  ’15,  New  London 

Warren,  H.  S.,  Harvard  ’36,  Wethersfield 

AA^arring,  H.  L.,  Howard  ’28,  Hartford 

Washburn,  AV.  J.,  Indiana  ’21,  Stamford 

AA^askovitz,  D.,  Yale  ’20,  New  Britain 

Waterman,  C.,  AdcGill  ’05,  Portland 

AA^atson,  AV.  J.,  Univ.  & Bellevue  ’31,  New  Britain 

AVatts,  J.  F.,  Georgetown  ’12,  Bridgeport 

Weadon,  W.  L.,  Univ.  Coll  Aded.  ’05,  Bridgeport 

AVeaver,  B.  S.,  Adichigan  ’10,  Stamford 
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Webber,  E.  R.,  Jefferson  ’14,  Waterbury 
Weber,  F.  C.,  Jr.,  Johns  Hopkins  ’36,  Greenwich 
Weed,  F.  A.,  Albany  ’12,  Torrington 
Wehger,  R.  T.,  Yale  ’32,  Bridgeport 
Weidman,  W.  H.,  AlcGill  ’31,  Norwich 
Weigle,  L.  A.,  Jr.,  Yale  ’39,  New  Haven  (Hartford 
County) 

Weil,  A.,  Univ.  & Bellevue  ’14,  New  Haven 

Weile,  F.  W.,  Breslau  ’22,  Naugatuck 

Weiner,  J.  G.,  Yale  ’29,  Hartford 

Weiner,  S.,  P.  & S.,  N.  Y.  ’35,  Hartford 

Weiner,  W.,  Tufts  ’38,  Hartford 

Weinstein,  N.,  Trinity  (Dublin)  ’34,  Norwalk 

Weir,  M.  L.  B.,  Johns  Hopkins  ’22,  New  Haven 

W eise,  E.  C.,  Jefferson  ’20,  Bridgeport 

Weisenfeld,  N.,  Maryland  ’28,  Hartford 

Weissenborn,  W.,  Johns  Hopkins  ’32,  Hartford 

Welch,  H.  L.,  Yale  ’97,  Sea  Cliff,  L.  1.  (New  Haven  County) 

Weld,  S.  B.,  Harvard  ’16,  Hartford 

Weldon,  E.  B.,  P.  & S.,  Balt.  ’13,  Bridgeport 

Wellington,  IT.  W.,  P.  & S.,  N.  Y.  ’13,  New  London 

Wells,  D.  B.,  Johns  Hopkins  ’12,  Hartford 

Wells,  E.  C.,  Women’s  Med.  ’12,  Hartford 

Wells,  J.,  Yale  ’37,  West  Hartford 

Welt,  L.  G.,  Yale  ’38,  New  Haven 

Wener,  W.  V.,  AlcGill  ’27,  Norwich 

Wentworth,  J.  A.,  Harvard  ’13,  Hartford 

Wentworth,  J.  H.,  Yale  ’39,  New  Haven 

Wersebe,  F.  W.,  N.  Y.  U.  ’98,  Washington 

Whalen,  E.  J.,  Yale  ’08,  Hartford 

Wheatley,  L.  F.,  Tufts  ’03,  New  Haven 

Whipple,  B.  N.,  Yale  ’07,  Bristol 

Whitcomb,  B.  B.,  AlcGill  ’35,  Hartford 

White,  B.  V.,  Harvard  ’34,  Hartford 

White,  J.  C.,  Harvard  ’29,  New  Britain 

Whiting,  H.  St.  J.,  McGill  ’21,  Middletown 

Whiting,  L.  C.,  Aid.  Coll.  Aled.  ’12,  New  Haven 

Whiting,  R.  C.,  AlcGill  ’24,  Hartford 

Whittemore,  E.  R.,  P.  & S.,  N.  Y.,  ’02,  New  Haven 

Whittles,  L.  J.,  P.  & S.,  N.  Y.  ’21,  Glastonbury 

Whitty,  C.  A.,  Queens  ’29,  Hartford 

Wiedman,  O.  G.,  Pennsylvania  ’05,  Hartford 

Wider,  H.  J.,  P.  & S.,  N.  Y.  ’28,  Lakeville 

Wienski,  J.  C.,  Hahnemann  ’21,  Hartford 

Wiepert,  W.  AT.,  Yale  ’37,  Avon 

Wies,  C.  H.,  A’ale  ’32,  New  London 

Wies,  F.  A.,  Yale  ’33,  New  Haven 

Wight,  W.  E.,  Bowdoin  ’20,  Thomaston 

Wilcox,  F.  C.,  Medical  Evangelists  ’34,  Hamden 

Wilcox,  L.  AT.,  Tufts  ’33,  Terryville 

Wilder,  E.  A.,  Boston  ’23,  Middletown 

Wilk,  E.  K.,  Baylor  ’36,  Middletown 

Wilkinson,  A.  G.,  Maryland  ’36,  New  Haven 

Williams,  C.  AT.,  P.  & S.,  N.  Y.  ’98,  Stonington 

Williams,  E.  E.,  P.  & S.,  N.  Y.  ’23,  Naugatuck 

Willis,  T.,  Yale  ’36,  Norwalk 

Willner,  O.,  Vienna  ’05,  New  Haven 

Wilson,  A.  C.,  U.  Toronto  ’34,  West  Hartford 

AVilson,  D.  E.,  Jefferson  ’30,  Berlin  (New  Haven  County) 

Wilson,  F.  E.,  A’ermont  Ti,  New  London 


Wilson,  G.  C.,  A’ale  ’28,  Wallingford 
Wilson,  H.  AT.,  Washington  ’27,  New  Haven 
Wilson,  J.  A.,  Jefferson  ’19,  Meriden 
AVilson,  W.  A.,  Louisville  ’28,  Hartford 
Wilson,  W.  R.,  Johns  Hopkins  ’25,  New  Haven 
AVineck,  AT.  S.,  Vermont  15,  Hartford 
Winkler,  A.  AAV,  Harvard  ’31,  New  Haven 
Winne,  W.  N.,  N.  A’.  U.  ’97,  New  Haven 
Winternitz,  AT.  C.,  Johns  Hopkins  ’07,  New  Haven 
AVinters,  H.  W.,  John  Hopkins  ’29,  Bristol 
Winters,  J.  T.,  Pennsylvania  ’31,  West  Hartford 
AVinters,  S.,  Baylor  ’20,  New  Haven 
Witter,  O.  R.,  P.  & S.,  N.  Y.  ’01,  Hartford 
Wolfson,  D.,  Boston  ’33,  Bethel 
Wood,  F.  O.,  Rush  ’31,  Hartford 
Wood,  H.  C.,  3rd,  Pennsylvania  ’38,  New  Canaan 
Woodford,  C.  N.,  Louisville  ’08,  Hartford 
Woodford,  F.  B.,  Yale  ’24,  Ridgefield 

Woodruff,  L.  AT.,  A’ale  ’37,  Boston,  ATass.  (New  Haven 
County) 

Woodward,  H.  B.,  Johns  Hopkins  ’12,  Bristol 
AVoodward,  J.  C.,  P.  & S.,  N.  A.  ’35,  New  London 
Worthen,  T.  W.,  Dartmouth  T 1 , Hartford 
Wrang,  AV.  E.,  Jefferson  ’19,  Middletown 
AVray,  E.  H.,  Jr.,  A’ale  ’32,  Litchfield 
Wright,  AV.  AV.,  Harvard  ’19,  Hartford 
AVulp,  G.  A.,  Michigan  ’30,  Hartford 
Wurtenberg,  AV.  C.,  A’ale  ’93,  New  Haven 

A’annet,  H.,  Yale  ’29,  Southbury 
Yavis,  J.  C.,  Athens  ’18,  New  Haven 
Yeager,  C.  F.,  Hahnemann  ’33,  Bridgeport 
Yerbury,  C.  C.,  N.  Y.  Med.  ’16,  Hartford 
Yergason,  R.  AT.,  P.  & S.,  N.  Y.  ’09,  Hartford 
A’ohn,  A.  K.,  P.  & S.,  N.  Y.  ’35,  Norwalk 
Young,  AV.  G.,  Toronto  ’30,  Hartford 
Yudkin,  A.  AT.,  A’ale  ’17,  New  Haven 

Zaff,  F.,  Michigan  ’37,  Chelsea,  Mass.  (New  Haven  County) 

Zaglio,  E.  R.,  P.  & S.,  N.  A’.  ’33,  Manchester 

Zariphes,  C.  A.  P.,  Boston  ’24,  Hartford 

Zaur,  1.  S.,  A’ale  ’32,  Bridgeport 

Zeman,  B.,  Kentucky  ’08,  Hartford 

Zerkowitz,  F.,  Graz  ’22,  Waterbury 

Zimmerman,  H.  AT.,  A’ale  ’27,  New  Haven 

Zonn,  S.  I.,  Tufts  ’17,  Naugatuck 

Zsiga,  E.  D.,  Marquette  ’38,  Bridgeport 

Zweben,  A.,  ATiddlesex  ’22,  South  Norwalk 

ASSOCIATE  MEMBERS 
Burr,  H.  S.,  New  Haven 
Fulton,  J.  F.,  New  Haven 
Haggard,  H.  AV.,  New  Haven 
Hamilton,  J.  A.,  New  Haven 
Hiscock,  I.  V.,  New  Haven 
Long,  C.  N.  H.,  New  Haven 
Mickle,  F.  L.,  Hartford 
Schneider,  E.  C.,  ATiddletown 
AA’elling,  W.  C.,  Hartford 
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A HUNDRED  THOUSAND  PEOPLE  IN  CENTERVILLE 


* Walter  Morgan  runs  the  Centerville  drug  store.  Although  his  place 
is  small.  Pharmacist  Morgan’s  professional  service  is  supported  by  the 
combined  efforts  of  more  than  a hundred  thousand  people.  Scattered 
among  the  research  laboratories  of  the  world,  trained  scientists  dili- 
gently seek  better  methods  of  disease  prevention  and  control.  Workers 
in  manufacturing  laboratories  labor  year  in  and  year  out,  turning 
medical  discoveries  to  practical  account,  producing  drugs  and  medicines 
to  meet  the  demands  of  an  ever-changing  health  structure.  The  achieve- 
ments of  all  these  people  are  concentrated  in  prescription  departments 
everywhere  and  thus  made  available  to  physicians  without  delay. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana,  U.S.A. 

BUY  WAR  BONDS  FOR  VICTORY 
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PROGRAM  OF  THE  TWENTIETH  CLINICAL  CONGRESS 

September  28,  29,  1944 


NEW  HAVEN  LAWN  CLUB,  1 93  WHITNEY  AVENUE 


New  Haven,  Connecticut 


Thursday,  September  28 


9:30  a.  m. 

Psychiatric  Problems  of  the  Returning  Soldier 
William  B.  Terhune,  New  Canaan 

10:00  a.  m. 

Infectious  Hepatitis 

John  R.  Paul,  New  Haven 


10:13  a.  m. 


How  to  Choose  the  Correct  Digitalis 
Preparation 


Harry  Gold,  New  York  City 


LUNCHEON 

NEW  HAVEN  MEDICAL  ASSOCIATION 
364  WHITNEY  AVENUE 

2:00  p.  m. 

Symposium  on  Penicillin 
General  Considerations 

1.  Streptococcus  infection 

2.  Pneumococcus  infection 

3.  Staphylococcus  infection 

4.  Gonococcus  infection 

5.  Syphilis  infection 

6.  Infections  resistant  to  penicillin 

Francis  G.  Blake,  New  Haven 

7.  Bacterial  endocarditis 

Arthur  J.  Geiger,  New  Haven 


10:43  a.  m. 

The  Modern  Treatment  of  Angina  Pectoris 

Joseph  E.  F.  Riseman,  Boston 

11:15  a.  m. 

The  Relation  of  Effort  to  Myocardial 
Infarction 

Lt.  Col.  Herrman  L.  Blumgart,  MC— AUS 


3:30  p.  m. 

Penicillin  in  Surgery 

1 . Septic  wounds 

2.  Gas  gangrene 

3.  Head  wounds 

4.  Compound  fractures 

5.  Osteomyelitis 

Samuel  C.  Harvey  and  Staff,  New  Haven 


11:45  a.  m. 


Thiourecil  in  the  Treatment  of  Hyper- 
thyroidism 


Robert  H.  Williams,  Boston 


4:30  p.  m. 

WOMEN’S  MEDICAL  SOCIETY 
There  will  be  a tea  for  members  of  the  Women’s 
Medical  Society  at  4:30.  Members  will  be  notified  of 
the  place  and  name  of  the  speaker. 
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WOMAN’S  AUXILIARY 

T he  first  general  meeting  of  the  Woman’s  Auxiliary  of  the  Connecticut  State 
Medical  Society  will  be  held  on  Thursday,  September  28,  at  3:00  p.  m.,  in  the 
auditorium  of  the  New  Haven  Medical  Association  Building.  Dr.  Albert  N. 
Jorgenson,  President  of  the  University  of  Connecticut,  will  address  the  Auxiliary 
following  the  business  meeting.  The  wives  of  members  of  the  State  Medical 
Society  are  cordially  invited  to  attend. 


Friday,  September  29 
9:30  a.  m. 

Metallic  Fixation  of  Fractures  by  the  Use  of 
Recently  Devised  Methods  and  Appliances. 
Special  Reference  to  Kirschner  Wire,  Vital- 
lium  Screws,  Tentalum  Foil  and  Plates 

Robert  M.  Yergason,  Hartford 

10:00  a.  m. 

Recent  Advances  in  Common  Duct  Surgery 

Herman  E.  Pearse,  Rochester 

10:30  a.  m. 

Resuscitation 

Joseph  Kreiselman,  Washington,  D.  C. 

10:30  a.  m. 

Present  Trends  in  the  Treatment  of  Varicose 
Veins 

Kenneth  W.  Thompson,  New  Haven 

11:20  a.  m. 

Recent  Advances  in  the  Treatment  of  Cancer  of 
the  Breast 

Julian  B.  Herrmann,  New  York  City 

11:45  a.  m. 

Progress  in  Cancer  Research 

John  J.  Morton,  Rochester,  New  York 

LUNCHEON 

NEW  HAVEN  MEDICAL  ASSOCIATION  BUILDING 


2:30  p.  m. 

Demonstrations  at  New  Haven  Hospital 
a.  Treatment  of  Burns 

1.  Treatment  of  primary  shock 

2.  Treatment  of  secondary  shock 

3.  Treatment  of  burn  wounds 

4.  Methods  of  wound  preparation  for  skin 
grafting 

5.  The  use  of  pliofilm  to  prevent  graft  from 
rolling 

6.  Correction  of  deformities 

Samuel  C.  Harvey  and  Staff,  New  Haven 

7.  The  care  of  extremities  with  deficient  arterial 
circulation 

Kenneth  W.  Thompson,  New  Haven 

4:00  p.  m. 

The  Section  on  Surgery  of  the  Connecticut  State 
Medical  Society  will  hold  an  organization  meeting 
in  the  auditorium  of  Brady  Memorial  Laboratory, 
310  Cedar  Street,  immediately  following  the  demon- 
strations on  treatment  of  burns.  Donald  B.  Wells, 
Hartford,  is  temporary  chairman  of  the  section. 

4:00  p.  m. 

The  Connecticut  Fracture  Committee  of  the 
American  College  of  Surgeons  will  meet  in  the  New 
Haven  Hospital. 

4:30  p.  m. 

RECEPTION 

There  will  be  a social  hour  in  the  Beaumont 
Room,  Historical  Library,  Yale  School  of  Medicine. 
Refreshments  will  be  served  and  various  historical 
exhibits  are  being  planned. 


CLINICAL 


CONGRESS 
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SECTION  ON  SURGERY 
Organization  Meeting 

All  members  of  the  Society  interested  in  a 
Section  on  Surgery  are  invited  to  an  organiza- 
tion meeting  for  the  Section  to  be  held  during 
the  Clinical  Congress  in  the  Brady  Amphi- 
theater, Yale  Medical  School,  at  4:30  p.  m., 
Friday,  September  29. 

Donald  B.  Wells,  m.d., 

T emporary  Chairman 


Speakers 


Francis  G.  Blake,  Dean,  Yale  School  of  Medicine; 
Sterling  Professor  of  Medicine,  Yale  School  of 
Medicine,  New  Haven 

Herrmann  L.  Blumgart,  Lieutenant  Colonel,  MC— 
AUS;  Associate  Professor  of  Medicine,  Harvard 
Medical  School,  Boston 

Arthur  J.  Geiger,  Assistant  Professor  of  Medicine, 
Yale  School  of  Medicine,  New  Haven 

Harry  Gold,  Assistant  Professor  of  Pharmacology, 
Cornell  University  Medical  College;  Attending 
Cardiologist,  Beth  Israel  Hospital,  New  York  City 

Samuel  C.  Harvey,  William  H.  Carmalt  Professor 
of  Surgery,  Yale  School  of  Medicine,  New  Haven 

Julian  B.  Herrmann,  Clinical  Assistant  in  Surgery, 
Memorial  Hospital,  New  York  City 

Joseph  Kreiselman,  Consultant  in  Anesthesia, 
Emergency  Hospital;  Department  of  Surgery, 
George  Washington  University  Medical  School, 
Washington,  D.  C. 
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PLANNING  FOR  MEDICAL  CARE 

James  R.  Miller,  m.d.,  Hartford 


The  Author.  Chairman  of  the  Council  of  the 
Connecticut  State  Medical  Society 


Tt  must  be  confessed  that  I feel  somewhat  as  if  I 
-*•  were  bringing  coals  to  Newcastle  in  addressing 
you  on  the  general  subject  of  prepaid  medical  care, 
for  I know  how  actively  you  have  been  engaged  in 
marshaling  your  resources  to  study  this  subject 
and  I am  reminded  that  you  have  done  this  with 
a background  of  more  than  a year’s  experience 
with  Sickness  Insurance  by  statute  and  also  perhaps 
with  the  knowledge  that  because  of  many  obvious 
conditions,  your  State  is  looked  upon  as  a laboratory 
of  social  experimentation  by  many,  even  as  far 
away  as  the  banks  of  the  Potomac. 

I shall  endeavor  to  show,  first,  that  we  must  be 
satisfied  to  make  progress  step  by  step  in  our  efforts 
to  attain  an  ideal  society,  realizing  that  all  along  the 
way  we  must  make  many  compromises  in  order  that 
advances  may  be  made  in  our  field  without  dis- 
locating affairs  in  others.  Second,  that  there  are 
some  features  of  medical  care  which  lend  them- 
selves easily  to  the  so  called  socializing  process  and 
others  which  do  not  and  that  we  should  facilitate 
this  process  in  the  one  and  discourage  it  in  the  other. 
Third,  that  tax  supported  medical  and  hospital  care 
now  given  by  the  State  and  by  municipalities  is 
closely  related  to  that  care  which  is  given  to  the 
economic  class  just  above  it,  and  should  be  improved 
in  quality  and  should  be  given  without  stigma  and, 
fourth,  that  self  supporting  wage  earners  should  be 
given  every  encouragement  to  procure  medical  and 
hospital  care  by  prepaid  voluntary  plans  which 
make  the  utmost  use  of  present  facilities. 

The  problem  of  adequate  distribution  of  our 
medical  resources  is  one  in  common  with  the  ade- 
quate distribution  of  food,  shelter  and  clothing. 
Many  honest  social  planners  think  that  only  revolu- 
tionary changes  can  possibly  provide  adequate 
medical  care.  Every  legislature  in  the  land  has  felt 
this  pressure.  It  is  greatest  in  times  of  depression 
but  it  behooves  us  now  in  times  of  relative  pros- 
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perity  to  plan  for  the  post-war  period.  We  see  this 
issue  used  already  as  a potent  political  force 
accepted  by  both  major  political  parties,  though  the 
implications  of  many  parts  of  the  problem  are  not 
well  understood. 

Some  of  the  high  costs  of  medical  care  are  inevit-  j 
able  and  have  to  do  with  our  increasing  ability  to 
keep  alive  many  who  formerly  would  have  passed 
on  to  their  reward  with  speed  and  economy.  We 
must  admit  the  enormous  increase  in  cost  which 
these  advances  have  brought  in  their  train.  Appar- 
ently, physicians  are  somewhat  held  to  blame  for 
keeping  Aunt  Sally  alive  and  running  up  the  cost 
to  many  times  that  of  a first-class  funeral,  but  any-  j 
one  who  would  make  obvious  suggestions  at  this 
point  would  quickly  find  himself  in  disrepute. 

Coming  to  Rhode  Island,  I am  reminded  of  the 
words  of  Samuel  Johnson.  “The  reader  will  dis-  ! 
cover  what  always  will  be  discovered  by  a diligent 
and  impartial  enquirer,  that  wherever  human  nature 
is  to  be  found,  there  is  a mixture  of  vice  and  virtue, 
a contest  of  passion  and  reason;  that  the  Creator 
doth  not  appear  partial  in  in  His  distribution,  but  has 
balanced  in  most  countries  their  particular  incon- 
veniences by  particular  favours.”  I am  not  ac- 
quainted with  your  “particular  inconveniences”  in  i 
Rhode  Island— though  I know  that  you  must  have 
them— for  my  experiences  have  been  pleasurably  ; 
bounded  on  the  west  by  Watch  Hill  and  on  the 
east  by  the  Squantum  Club.  I judge,  however,  that 
you  have  at  least  one  compensating  “particular 
favour”  for  I read  in  the  April  number  of  The 
Modern  Hospital  an  article  by  your  Governor,  Mr. 
AdcGrath,  in  which  he  proposes  State  compulsory 
insurance  through  the  medium  of  a voluntary  plan 
which  though  you  may  know  it  by  heart,  I wish  to 
restate: 

“1.  Utilization  of  existing  facilities  wherever  pos- 
sible, always  avoiding  the  expense  incident  to  the 
creation  of  new  and  duplicating  features. 

“2.  Compliance  with  the  principles  and  practices 
of  the  profession  or  institution  to  be  affected  by  a 
proffered  program. 
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“3.  Coverage  in  any  program  devised  for  as  many 
people  as  can  possibly  be  included. 

“4.  Encouragement  of  the  participation  in  a pro- 
gram which  usually  means  industry  and  the  worker 
to  assume  and  share  together  financial  responsibility 
for  a program  with  a minimum  State  participation. 

“5.  Avoidance  of  Federal  or  State  domination  and 
control  of  programs  and  utilization  of  the  organi- 
zation and  facilities  of  the  institution  most  affected 
by  the  program.” 

In  closing  he  says,  “States  must  meet  their  obliga- 
tion or  stop  talking  about  States’  rights.  The  same 
advice  could  perhaps  be  given  appropriately  to 
hospitals  and  the  medical  profession.”  I thoroughly 
approve  of  Governor  McGrath’s  proposal  and  am 
reminded  how  shortly  after  I became  engaged,  I 
had  the  misfortune  to  have  a letter,  through  mis- 
direction, fall  into  the  hands  of  an  acquaintance 
who  returned  it  to  me  with  the  comment,  “Young 
man,  if  you  mean  all  you  say,  God  bless  you,  my 
children.” 

PROBLEMS  IN  CERTIFYING  DISABILITY 

The  Rhode  Island  Cash  Sickness  Act  provides 
cash  benefits  as  insurance  against  loss  of  income 
through  sickness  and  I understand  that  certification 
of  disability  has  presented  some  of  the  difficulties 
which  might  have  been  anticipated.  If  the  family 
physician  is  inclined  to  be  too  liberal,  the  fund  is 
depleted  whereas  if  the  decisions  are  reviewed  by 
employees  of  the  Compensation  Board  with  a view 
to  maintaining  the  fund,  both  the  patient  and  his 
physician  are  unhappy. 

Under  the  old  Federal  Emergency  Relief  Admin- 
istration, such  reviews  were  accomplished  with 
justice  and  with  great  satisfaction  in  many  States 
by  a medical  board  appointed  not  by  the  Govern- 
ment, but  by  the  County  Medical  Association.  The 
action  of  a physician  was  subject  to  review  by  a 
jury  of  his  peers  whose  chief  concern  was  giving 
medical  justice  to  the  patient  and  also  to  see  that 
no  fraud  should  besmirch  the  good  name  of  Medi- 
cine. Given  such  a job  to  do,  a Board  of  Review 
can  be  counted  on  to  deal  fairly  with  the  situation. 
I expect  that  the  fund  might  become  depleted  if 
rates  have  not  been  calculated  at  a level  high  enough 
to  pay  for  adequate  compensation,  but  I doubt  that 
expenses  would  be  increased  as  much  as  some  fear 
and  if  they  are,  the  rates  should  be  increased  to  suit 
the  needs. 

So  long  as  payments  are  made  in  cash,  there  is 
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great  elasticity  and  ease  of  administration;  the 
patient  may  be  able  to  make  up  the  difference 
between  benefits  and  costs  and  the  quality  of  medi- 
cal care  is  not  greatly  affected,  but  if  medical  serv- 
ices as  such  are  guaranteed  instead  of  cash  payments, 
then  we  run  the  danger  which  all  physicians  fear, 
namely,  that  the  professional  services  will  be  less 
and  less  well  paid  in  order  to  conserve  the  funds 
and  the  inevitable  result  is  that  the  quality  of  medi- 
cal care  will  deteriorate. 

It  is  difficult  for  the  public  to  understand  how 
genuinely  concerned  we  are  with  the  debasement 
of  the  quality  of  medical  care  though  as  individuals 
they  understand  it  only  too  well,  especially  if  they 
have  suffered  because  of  poor  care.  It  is  our  duty 
through  good  public  relations  to  make  this  phase 
of  the  subject  absolutely  clear. 

It  may  interest  you  to  know  that  a commercial 
insurance  company  with  which  we  in  Connecticut 
are  negotiating,  is  willing  to  place  in  its  contract 
a provision  for  just  such  a medical  advisory  com- 
mittee, consisting  of  four,  three  to  be  appointed  by 
the  Society  and  one  by  the  company.  When  you 
realize  that  this  committee  would  settle  disputed 
claims,  you  will  see  that  at  least  one  company  thinks 
well  of  the  integrity  of  any  committee  that  our 
Society  would  appoint.  I am  sure  that  your  Society 
also  could  be  counted  on  to  perform  such  a duty. 
Many  disputes  would  settle  themselves  if  the  proper 
atmosphere  of  mutual  trust  is  developed.  The  first 
move  in  the  creation  of  this  confidence  is  the  will- 
ingness of  the  medical  society  to  assume  this  polic- 
ing function. 

BASIC  INSURANCE  FEATURES  IMPORTANT 

We  must  keep  clearly  in  mind  some  of  the  funda- 
mental features  of  insurance  if  we  are  to  apply 
this  method  to  the  provision  of  medical  care  with 
success.  The  situation  here  differs  from  that  in  many 
countries  which  have  compulsory  health  insurance. 
In  those  countries  when  sickness  overtook  the 
worker  who  lived  constantly  on  the  verge  of 
destitution,  there  were  no  systems  of  organized 
charities  both  public  and  private  as  we  have  to 
relieve  them.  We  have  no  such  destitution  in  New 
England.  Our  wage  levels  are  high  and  medical  care 
can  be  had  even  though  some  of  our  public  wel- 
fare practices  may  still  be  Elizabethan  in  their  lack 
of  human  kindness.  The  phenomenal  growth  of 
non  profit  and  commercial  plans  for  hospital,  and 
more  recently  for  medical  care  is  clearing  the  scene 
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and  there  is  hope  that  the  self  respecting  wage 
earner  will  soon  be  able  everywhere  to  provide 
against  his  major  calamities. 

We  have  two  broad  fields  to  cover,  the  wage 
earner  who  should  be  assisted  to  provide  for  him- 
self and  the  indigent  who  must  be  helped  by  the 
use  of  tax  funds.  These  two  fields  overlap.  Insur- 
ance after  all  is  a device  for  fairly  distributing 
among  all  those  participating  the  actual  losses  or 
costs  occurring  to  a minority  from  risks  of  a kind  to 
which  all  are  exposed.  Unless  Social  Security  plans 
are  founded  upon  proper  insurance  principles, 
Social  Security  and  insurance  may  be  two  entirely 
different  things.  If  a person  is  unable  to  contribute 
to  his  own  care,  he  should  be  given  public  or  private 
help  in  an  adequate  amount  and  in  a humane 
manner.  It  would  appear  conducive  to  the  main- 
tenance of  self  respect,  provided  he  is  of  sound 
mind,  if  he  were  given  money  or  cash  credit  to  buy 
his  insurance  through  the  regular  channels  just  as 
he  is  given  money  to  buy  his  groceries  and  to  pay 
his  rent.  The  Federal  Government  calls  for  this  sort 
of  a program  when  State  public  assistance  author- 
ities dispense  Federal  funds  to  the  poor,  but  the 
same  Government  in  the  Children’s  Bureau  has 
developed  a coddling  type  of  program  in  the  care 
of  the  wives  and  children  of  service  men. 

Physicians  generally,  and  organized  medicine  in 
particular,  sense  a struggle  on  this  policy.  If  one 
wished  to  view  the  matter  philosophically,  one 
could  say  that  Medicine  objects  to  service  contracts 
in  the  E.M.I.C.  program  but  is  developing  them 
in  its  own  prepaid  medical  plans  in  many  States. 
Precisely  at  this  point,  we  find  an  explanation  for 
Medicine’s  attitude,  for  so  long  as  service  plans  are 
under  the  control  of  the  profession,  adjustments 
can  be  made  without  the  danger  of  deteriorating  the 
quality  of  medical  care.  In  service  contracts  physi- 
cians themselves  underwrite  the  plan  and  it  is  prob- 
able that  they  would  be  willing  to  work  under 
medical  society  control  whereas  they  would  not  be 
willing,  except  as  a patriotic  duty  in  time  of  war,  to 
participate  in  a Government  controlled  plan  of  this 
type. 

Every  prepaid  medical  plan  must  be  set  up  with 
the  knowledge  that  a great  initial  overload  will  be 
experienced  in  the  first  years.  This  is  due  to  the 
inability  of  many  to  obtain  a certain  expensive 
surgical  procedure  which  under  the  insurance  plan 
they  find  available  for  the  asking  and  the  accumu- 
lations of  some  years  are  enough  to  wreck  any  plan 


which  does  not  anticipate  this  load.  For  example, 
the  Hollinger  Consolidated  Mines  in  Canada  found 
that  with  the  coming  into  force  of  its  plan,  tonsil- 
lectomies increased  400%  (it  took  four  years  to 
clean  out  this  accumulation.)  The  same  is  true  in 
varying  degrees  for  the  operative  treatment  of 
chronic  appendices,  hemorrhoids,  hernias,  etc.  Here 
then  is  a knotty  problem  which  the  inexperienced 
social  planner  ignores.  In  a given  group  of  patients, 
should  all  the  removable  appendages  be  ablated  and 
if  so,  who  is  to  decide  what  are  the  medical  needs,  j 
medical  demands  or  perhaps  only  medical  fads?  Can 
the  administrator  of  such  a plan  turn  to  the  medical 
profession  in  confidence  that  his  answer  in  Con- 
necticut will  resemble  that  given  in  Michigan.  In 
this  connection,  I call  your  attention  to  an  article 
entitled  “Economics  of  Obstetrics”  by  J.  D.  Laux  in 
the  Journal  of  the  American  Medical  Association— 
April  8,  1944.  Mr.  Laux  reports  the  very  consdier-  ; 
able  experience  of  the  Michigan  Plan  and  he  ob- 
serves that  based  on  3,500,000  member  months’  j 
experience,  the  frequency  of  obstetric  and  gyne-  j 
cological  operations  is  as  follows:  (1)  Suspensions, 
(2)  Hysterectomies,  (3)  Salpingectomies,  (4)  Dila- 
tations and  Curettages,  (5)  Deliveries  (normal, 
Cesarean,  ectopic  and  miscarriages,  (6)  Oophorec- 
tomies and  (7)  Ovariotomies.  He  adds  that  gyne- 
cological operations  are  required  by  12%  of  all 
patients  and  represent  25%  of  total  payments. 

Now  we  know— at  least  we  do  in  Connecticut— 
that  the  best  thought  in  gynecology  for  the  past 
20  years  has  not  recognized  the  need  for  such  a ; 
high  frequency  of  suspension  operations,  even  if 
they  include  all  procedures  for  prolapse.  One  might 
be  cynical  enough  to  paraphrase  Churchill  by  say- 
ing “the  magic  of  averages  has  come  to  the  rescue 
of  the  gynecologist.”  No  wonder  the  commercial 
companies  are  cautious  about  underwriting  depend- 
ents, as  I believe  they  informed  your  advisory 
committee. 

Some  of  our  extreme  leftists  think  that  all  would 
be  well  if  we  could  only  adopt  some  medical  care 
plans  which  seem  to  work  so  well  in  Russia.  The 
other  day  I read  the  following  in  Paul  Mallon’s 
column:  “The  Surgeon  General’s  office  has  an- 
nounced that  25,000  to  30,000  men  are  being  let 
out  for  physical  disability  each  month  and  of  these, 
40%  are  classified  as  P-NS  (psychoneurotics).  A 
competent  authority  says  that  not  a man  has  been 
discharged  from  the  Russian  Army  for  that  reason.” 
Whether  or  not  these  statements  can  be  taken  at 
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their  full  face  value,  it  seems  clear  that  there  is  a 
difference  in  the  attitudes  of  the  authorities  in 
Russia  and  in  this  country  toward  those  who  are 
not  well  adjusted  to  the  demands  of  the  Army  and 
it  would  occur  to  me  that  some  of  these  fundamental 
differences  in  the  makeup  of  our  peoples  or  in  the 
attitude  of  the  authorities  in  handling  them  might 
account  for  the  success  of  a plan  in  Russia  which 
would  fail  utterly  in  this  country. 

It  might  be  marked  in  passing  that  there  is  an 
increasing  feeling  in  this  country  that  it  is  not  a 
good  thing  for  the  moral  fibre  of  the  nation  that 
everyone  should  be  guaranteed  freedom  from  the 
consequences  of  his  own  lack  of  industry  and  fore- 
sight. 

PUBLIC  MISUNDERSTANDINGS  ON  MEDICAL  INSURANCE 

For  some,  there  is  a sort  of  magic  in  the  idea  of 
prepaid  medical  insurance  which  leads  them  to 
believe  that  they  are  going  to  get  more  and  better 
and  cheaper  medical  care  by  the  simple  process  of 
insurance  against  the  need  of  such  care.  This  may  be 
true  in  the  lower  income  brackets  but  the  following 
story  will  illustrate  how  prosperous  and  presumably 
intelligent  people  are  charmed  by  the  Churchillian 
phrase  of  “the  magic  of  averages  coming  to  the 
rescue  of  the  millions.” 

A friend  of  mine,  a pediatrician  of  top  rank,  had 
cared  for  two  boys  from  birth  until  they  were  ten 
and  twelve  years  of  age.  Their  mother  came  to  him 
and  said,  “When  Johnny  was  sick  this  Summer  in 
Nova  Scotia,  we  took  him  to  a pediatrician.  He  was 
a very  fine  doctor  and  he  had  a most  interesting 
method  of  practice  which  he  used  for  his  regular 
patients,  charging  I believe,  $50  a head  per  year. 
When  I realized  all  that  we  have  paid  you  in  the 
years  you  have  cared  for  our  boys,  I wish  that  we 
had  been  able  to  take  advantage  of  such  a plan.  I 
know  that  people  who  have  little  sickness  might  be 
less  interested  than  we,  but  our  boys  have  had 
! expensive  illnesses  and  we  have  never  hesitated  to 
call  you  whenever  there  was  the  slightest  need  nor 
have  we  questioned  your  prices.” 

My  friend  then  said,  “Let’s  take  a look  at  the 
record,”  and  it  turned  out  that  over  the  years  from 
birth  to  the  present  time,  it  would  have  cost  this 
, family  about  25%  more  than  was  actually  paid. 

No  one  was  more  surprised  than  she  but  I would 
i wager  she  still  believes  that  somehow  the  “magic 
of  averages”  would  have  helped  her. 

In  my  opinion,  the  position  of  organized  medi- 


cine in  regard  to  prepaid  medical  care  has  never 
been  better  stated  than  in  the  joint  document  signed 
by  our  six  New  England  States.  I am  prepared  to 
carry  that  statement  even  further  and  say  that  we 
should  not  oppose  furnishing  at  no  cost  facilities 
for  any  technical  diagnostic  procedure  which  has 
established  its  usefulness.  We  have  accepted  already 
the  blood  test  for  syphilis  in  this  category  and  I 
believe  likewise  that  any  person  should  be  able  on 
request  of  his  physician  to  have  x-ray  and  labora- 
tory examinations  for  the  diagnosis  of  tuberculosis 
and  other  infectious  diseases  and  for  cancer,  at  pub- 
lic expense.  I believe  that  we  should  interest  our- 
selves in  seeing  that  the  physicians  and  other 
technicians  who  furnish  such  service  are  adequately 
paid  and  work  under  conditions  which  insure  an 
ever  improving  quality  of  technical  proficiency. 
Such  a position,  if  taken  by  our  profession,  would 
dispell  any  imputation  that  we  are  less  interested 
in  rendering  adequate  medical  care  than  in  pre- 
serving economic  advantages. 

THERAPEUTIC  PROCEDURES  NOT  CONSIDERED 

I have  not  included  therapeutic  procedures  for 
two  reasons.  First,  because  that  would  be  altogether 
too  revolutionary  a move  whereas  to  include  most 
diagnostic  procedures  would  not  require  much 
change  and,  second,  because  I am  not  at  all  sure 
that  therapy  would  thrive  in  a salaried,  institutional 
setting.  It  is  not  enough  to  point  to  certain  famous 
clinics  whose  reputations  make  it  possible  for  them 
to  secure  the  services  of  ambitious  young  men  as 
apprentices  almost  without  cost.  Such  systems  in  my 
opinion  cannot  be  multiplied  without  limit  to  fur- 
nish medical  service  throughout  the  country,  nor  is 
there  available  the  specialist  personnel  to  man  such 
a system.  It  may  be  that  private  enterprise  in  the 
field  of  therapeutics  needs  no  artificial  protection.  I 
believe  that  it  can  be  relied  on  to  give  better  medical 
care  than  a salaried  system  would  furnish.  You  may 
have  noticed  how  definitely  the  British  Medical 
Association  has  come  out  against  a salaried  medical 
service  as  being  against  public  interest.  Is  it  not 
possible  then  for  us  to  come  to  a decision  as  to  which 
branches  of  medical  care  can  be  institutionalized  and 
which  can  not?  Of  one  thing  I am  certain,  that  house 
and  office  calls  as  you  and  I understand  them,  can- 
not be  subjected  to  severe  regimentation.  Our  prob- 
lem is,  therefore,  to  determine  the  relationships 
which  would  most  certainly  assure  good  medical 
care  in  each  particular  field  and  for  each  economic 
category.  One  rigid  system  is  not  adequate. 
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With  the  development  of  prepaid  medical  care 
plans,  especially  if  they  are  sponsored  by  state 
governments,  it  is  inevitable  that  inferiorly  trained 
physicians  will  clamor  for  courtesy  privileges  in 
hospitals  which  have  previously  denied  them.  Cries 
of  discrimination  are  sure  to  arise  and  if  the  patient’s 
safety  is  to  be  guaranteed  and  if  at  the  same  time 
unfair  discrimination  is  to  be  avoided,  hospital  staffs 
must  agree  on  rules  and  regulations,  making  use  if 
possible,  of  accepted  national  standards  and  prefer- 
ably with  legal  advice.  Hospitals  must  be  prepared 
to  shoulder  their  own  responsibilities  to  the  patient 
no  matter  what  the  political  pressure  may  be  and 
the  State  Medical  Society  may  be  forced  to  use  its 
influence,  taking  care  that  it  is  exerted  not  in 
“restraint  of  trade”  but  clearly  in  the  interest  of  the 
patient.  Membership  in  a medical  society  should 
not  be  required  but  adequate  training  and  integrity 
must  be  the  test. 

Connecticut’s  approach  to  the  problem 

You  may  be  interested  in  some  of  the  thoughts 
which  have  developed  in  Connecticut  during  the 
past  six  years  in  our  study  of  prepaid  medical  serv- 
ice. Like  most  thrifty  Yankees,  our  first  thought 
is  that  we  have  profited  greatly  by  experience  which 
has  been  dearly  bought  by  others.  We  are  convinced 
that  we  should  proceed  step  by  step  covering  at 
first  hospitalized  illness  of  a surgical  or  obstetrical 
nature  because  its  duration  is  known,  because  in 
the  case  of  surgery  it  is  usually  undesired  by  the 
patient  and  because  natural  professional  controls 
in  force  in  all  hospitals  are  exercised  without  any 
expense  to  the  plan.  As  Governor  McGrath  sug- 
gests, “We  should  utilize  existing  facilities  where 
ever  possible.”  If  these  cases  are  insured,  we  cover 
not  all  but  a large  part  of  the  expensive  illnesses 
but  what  is  more  important,  we  shall  at  first  deal 
only  with  insurable  risks.  While  having  babies  is 
usually  a desirable  occurrence  and  is  not  properly 
a good  insurance  item,  still  there  are  natural  limits 
to  the  rate  of  production,  the  case  load  can  be  cal- 
culated and  there  is  a big  sales  value;  in  fact,  it 
would  be  hard  to  sell  a policy  if  wives  were  not 
covered  during  the  lying-in  period. 

It  seems  obvious  that  there  would  be  no  great 
increase  in  the  case  load  if  we  should  cover  obstet- 
rics in  the  home  and  there  is  no  reason  why  bona 
fide  accidents  including  setting  of  fractures,  open- 
ing of  abscesses,  etc.,  should  not  be  covered  both 
in  the  home  and  in  the  office  for  these  claims  are 
not  subject  to  abuse  and  patients  should  not  be 


compelled  to  go  to  a hospital  to  qualify  for  pay- 
ment. Desirable  as  it  may  be  to  lift  the  load  of  ex-  ; 
pensive  medical  illnesses,  this  field  cannot  be  under- 
taken safely  by  any  infant  organization  as  has  been 
shown  disastrously  already.  It  may  be  possible  later 

Up  to  a year  ago,  we  followed  the  conventional 
pattern  of  thought,  namely,  that  we  should  develop 
a non  profit  organization  in  which  the  physician 
should  have  a substantial  voice  and  should  develop 
a service  contract  with  a fee  table  bogey,  calculat- 
ing payments  on  a unit  system  which  would  be  paid 
on  a par  value  or  less,  according  to  the  amount  of 
the  physician’s  services  and  depending  on  the  funds 
available  each  month  for  payment. 

Wherever  a service  contract  is  carried,  the  physi- 
cian must  understand  that  he  is  the  underwriter 
of  the  risk.  If  there  is  a greater  demand  than  has 
been  calculated,  as  in  an  epidemic,  the  unit  pay- 
ment for  his  services  might  be  less  than  par.  Because 
the  rates  have  been  calculated  as  appropriate  for 
medical  care  of  the  middle  economic  group,  physi- 
cians have  been  willing  to  underwrite  such  a plan 
only  for  people  with  a family  income  up  to  a certain 
limit,  above  which  the  insured  would  be  paid  not 
in  service  but  in  cash  and  the  physician  would 
charge  his  usual  fee,  even  though  it  might  be  greater 
than  the  cash  indemnity  which  the  patient  receives. 

In  a static  society  where  wage  levels  are  stable, 
where  employment  is  reasonably  uniform  and  where 
labor  turnover  is  at  a minimum,  such  a means  test 
is  not  too  difficult  to  apply  but  in  our  present 
situation  there  are  many  difficulties,  just  as  there 
will  be  when  work  is  slack,  and  the  income  level  ; 
of  the  means  test  which  would  be  fair  at  one  time, 
would  be  inappropriate  at  another.  It  may  be  diffi-  : 
cult  at  any  time  to  tell  how  much  the  family  income 
of  a worker  totals  and  borderline  decisions  will  be 
largely  guesswork.  Certainly  the  clerical  staff  would 
be  busy  with  this  feature. 

It  is  understandable,  therefore,  that  in  the  Insur- 
ance State  of  Connecticut,  we  begin  to  wonder 
whether  it  would  not  be  much  simpler  to  manage 
this  whole  affair  by  cash  payments  and  let  the 
patient  negotiate  for  his  care  in  the  open  market. 
We  believe  that  the  market  in  Connecticut  is  rela- 
tively free  and  fair-priced.  Administrative  diffi- 
culties will  be  fewer  under  a cash  indemnity  system 
and  they  might  even  disappear  almost  to  a vanish- 
ing point  if  we  could  persuade  insurance  companies 
to  expand  the  scope  of  their  activities  which  already 


MEDICAL  CARE-MILLER 


591 


cover  10%  of  all  Connecticut  people.  We  noted 
also  that  one-third  of  our  people  were  already 
covered  by  prepaid  hospital  insurance  contracts. 

The  House  of  Delegates  of  the  Connecticut  State 
Medical  Society  last  December  authorized  the 
development  of  a commercial  carrier  plan  and  this 
would  by  now  be  well  under  way  were  it  not  that 
we  have  all  been  so  busy  and  especially  because  of 
the  serious  illness  of  a key  individual  in  the  insur- 
ance company.  We  hope,  however,  to  see  these 
contracts  offered  to  the  public  before  long  and  it  is 
significant  that  one  other  company  has  approached 
us  for  approval  of  its  contracts. 

During  the  Spring,  renewed  interest  in  the  orig- 
inal non  profit  contract  plan  began  to  appear  chiefly 
among  the  sponsors  of  the  Connecticut  Plan  for 
Hospital  Care.  They  feel  the  need  of  satisfying  a 
demand  for  this  coverage.  To  what  extent  there  is 
actual  competition  between  the  commercial  carrier 
and  the  non  profit  plan,  I am  unable  to  say.  Cer- 
tainly, all  the  elements  of  a competitive  situation 
are  present  and  it  is  to  our  interest  to  see  that  proper 
advantage  is  taken  on  behalf  of  the  public. 

SHORTCOMINGS  OF  INSURANCE  PLANS 

I have  long  entertained  a pet  idea  that  the  whole 
development  of  prepaid  hospital  insurance  in  this 
country  has  been  somewhat  queer.  It  seems  to  have 
been  devised  by  salesmen  and  not  by  good  insurance 
thinkers  though  I do  not  under-estimate  “sales 
appeal”  as  a necessary  part  of  insurance.  I mean 
that  the  standard  prepaid  hospital  insurance  begins 
to  pay  from  the  first  day  and  will  reimburse  for 
relatively  small  hospital  expenses  which  certainly 
cannot  be  a great  financial  strain  to  anyone.  On  the 
other  hand,  it  offers  little  or  no  protection  to  the 
poor  chap  who  has  to  pay  for  prolonged  hospital 
care.  These  plans  lack  to  a considerable  extent  one 
of  the  prime  requisites  of  sound  insurance,  that  is, 
the  coinsurance  feature;  the  insured  should  have  to 
dig  into  his  own  pocket  a little.  From  a social  stand- 
point, the  real  catastrophies  should  be  provided  for. 
It  is  as  if  we  insured  against  the  loss  of  toes  but  not 
of  legs.  I believe  that  it  is  possible  to  calculate  insur- 
ance premiums  which  will  cover  the  costly  episodes 
of  illness  if  every  patient  who  enters  the  hospital  has 
to  pay  for  a part  of  his  first  week’s  expense. 

Medical  and  hospital  care  given  by  States  vary 


widely  in  different  parts  of  the  country  and  within 
a single  state  may  differ  according  to  the  type  of 
patient  treated.  It  has  always  been  easier  to  obtain 
funds  from  the  legislature  for  the  treatment  of  the 
tuberculous  than  for  the  insane.  Perhaps  it  is  because 
of  the  menace  of  infection  from  tuberculosis  but  I 
have  wondered  whether  it  might  not  be  due  also  to 
the  fact  that  the  mentally  ill  are  no  longer  voters 
and  their  complaints  do  not  register  seriously  with 
the  authorities. 

Our  Societies  might  well  interest  themselves  more 
than  they  have  done  in  securing  a high  grade  of 
medical  care  for  all  our  municipal  and  State  wards 
and  in  removing  the  stigma  of  pauperism  from  those 
who  must  accept  public  assistance  through  no  fault 
of  their  own.  There  is  a borderland  between  medi- 
cal and  hospital  care  which  is  given  by  tax  funds 
and  that  which  is  given  by  insurance  funds  and  there 
must  be  worked  out  a proper  humane  formula  to 
integrate  these  two  methods  of  assistance  so  that 
the  sick  may  receive  good  care  no  matter  who  pays 
for  it. 

RESPONSIBILITY  OF  MEDICAL  PROFESSION 

I have  tried  to  portray  some  of  the  difficulties 
in  the  development  of  prepaid  medical  care,  indica- 
ting that  a step  by  step  program  should  be  planned. 
I have  viewed  with  great  satisfaction  the  proposals 
of  your  Governor.  I have  suggested  some  changes 
in  the  pattern  of  medical  practice  which  you  will 
find  less  radical  five  years  from  now  than  they 
appear  today  and  I have  touched  on  the  need  of 
bettering  our  tax  supported  medical  program. 

Physicians  have  been  slow  in  interesting  them- 
selves in  these  matters  and  are  only  too  willing  to 
let  a few  hard  working  committeemen  do  all  the 
planning  though  they  reserve  for  themselves  the 
right  to  criticise.  They  must  become  interested. 
De  Toqueville  said,  “It  is  democracy’s  leading  task 
to  persuade  men  to  busy  themselves  with  their  own 
affairs,”  and  as  our  Secretary,  Dr.  Creighton  Barker 
once  said,  “The  medical  profession  has  a definite 
responsibility  toward  Society  as  a whole  that  cannot 
be  completely  discharged  by  the  individual  physi- 
cian. We  are  not  just  odd  little  men  here  and  there 
with  a private  enterprise  of  doctoring;  we  must  be 
concerned  with  the  affairs  that  are  larger  than  our- 
selves.” 
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CANCER  OF  THE  CERVIX  IN  PREGNANCY 


Arthur  H.  Morse, 


I he  Author.  Professor  ' of  Obstetrics  and  Gyne- 
cology, Yale  University  School  of  Medicine 


C ince  cancer  of  the  cervix  usually  occurs  in 
^ women  who  are  hearing  the  end  of  their  repro- 
ductive period,  the  association  of  cervical  malig- 
nancy with  pregnancy  is  relatively  rare.  For  this 
reason  it  may  prove  of  interest  to  review  briefly  the 
histories  and  to  comment  upon  the  results  in  three 
patients  with  this  complication  who  have  been 
observed  in  the  New  Haven  Hospital  during  the  past 
few  years,  and  whose  lesions  have  been  treated  by 
x-ray  and  radium  therapy. 

In  connection  with  our  plan  of  procedure  in 
patients  with  cervical  cancer,  it  should  be  said  that, 
in  addition  to  the  usual  general  physical  examination, 
sigmoidoscopy  and  cystoscopy  are  done,  together 
with  a metastatic  series  and  a cervical  biopsy.  When 
the  results  of  these  various  examinations  have  been 
received,  the  pelvis  is  examined  by  the  Gynecologist 
with  the  Roentgenologist-in-Chief,  or  with  one  of 
his  associates,  and  the  character  and  extent  of  the 
lesion  studied.  This  combined  study,  which  we 
emphasize  as  of  major  importance,  determines  the 
type  and  amount  of  therapy  which  is  to  be  em- 
ployed in  the  individual  patient.  Ordinarily  this  con- 
sists first  of  deep  x-ray  therapy  to  be  followed  after 
an  interval  of  four  to  six  weeks  by  the  administration 
of  radium  to  the  cervix  and  its  canal. 

I he  first  patient,  a white  woman  42  years  of  age, 
was  admitted  February  18,  1943  because  of  uterine 
bleeding.  Her  seventh  pregnancy  had  terminated 
November  14,  1942  in  a full  term  spontaneous  de- 
livery at  another  institution.  At  the  fourth  month  of 
this  gestation  she  had  noticed  a white,  moderatelv 
odorous  vaginal  discharge.  At  the  fifth  month  vagi- 
nal bleeding  began.  This  was  at  first  associated  with 
intercourse,  then  became  continuous  requiring  the 
daily  use  of  two  or  three  vulval  pads,  and  continued 
throughout  the  course  of  the  pregnancy.  Otherwise 
the  prenatal  period  was  reported  as  uncomplicated. 
The  possible  pathology  underlying  the  bleeding  was 
apparently  never  investigated.  The  pregnancy  prog- 
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ressed  to  term  and,  following  a premature  rupture 
of  the  membranes,  the  patient  was  delivered  spon- 
taneously upon  November  12,  1942.  Apparently 
there  were  no  lacerations,  and  blood  loss  during  and 
after  labor  was  reported  as  normal. 

The  patient  returned  to  her  home  upon  the  10th 
postpartum  day.  For  a short  interval  there  was 
cessation  of  bleeding,  but  the  symptoms  recurred 
upon  intercourse.  Subsequent  to  this  episode  bleed- 
ing became  continuous  and  she  was  referred  to  this 
hospital.  Upon  admission,  abdominal  examination 
revealed  the  uterus  more  readily  palpable  than  usual 
behind  the  symphysis.  Vaginal  examination  showed 
an  everting  friable  growth  of  the  cervix  and  an 
almost  complete  involvement  of  the  vaginal  portion 
of  the  structure.  There  was  lateral  extension  on  the 
right.  Biopsy  evidenced  an  epidermoid  carcinoma  of 
the  cervix,  Grade  II,  rich  in  mitoses.  Cystoscopic 
examination  was  negative  for  bladder  involvement. 
Sigmoidoscopy  and  a metastatic  series  were  likewise 
negative  for  pathology.  Following  the  usual  plan  of 
procedure,  the  patient  first  received  x-ray  therapy, 
1826  1.  measured  in  air  to  each  anterior  and  posterior 
lower  quadrant,  and  1606  r.  to  each  of  two  lateral 
ports.  Four  weeks  later  40  mgm.  of  radium  screened 
by  0.5  mm.  of  platinum  was  inserted  into  the  cervi- 
cal canal  and  a trilobed  colpostat  containing  40 
mgm.  of  radium  screened  by  the  equivalent  of  1.0 
mm.  of  platinum  was  applied  to  the  cervix  and 
fornices.  Thus  2960  mgm.  hours  of  radium  was  ad- 
ministered to  the  cervical  canal  and  an  equal  dosage 
to  the  vaginal  portion  of  the  cervix.  There  were  no 
complications  resulting  from  either  x-ray  or  radium 
therapy. 

For  a period  of  six  months  this  patient  did  rela- 
tively well,  but  since  that  time  there  has  been  an 
extension  of  the  lesion  with  profuse  uterine  bleeding 
and  at  the  present  time  she  is  rapidly  going  downhill. 

The  second  patient,  white  and  33  years  of  age, 
had  been  delivered  spontaneously  of  her  first  term 
pregnancy  in  1938  in  another  hospital.  She  was 
admitted  to  the  New  Haven  Hospital  in  October 
1940  with  an  infected  incomplete  abortion  due  to 
the  colon  bacillus  and  a nonhemolytic  streptococcus, 
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which  was  later  complicated  by  a pelvic  cellulitis, 
pulmonary  infarction  and  effusion,  and  a saphenous 
thrombophlebitis.  Recovery  followed  the  usual 
methods  of  treatment  and  the  repeated  drainage  by 
vagina  of  a pelvic  abscess. 

One  year  later  the  patient  returned  to  the  Clinic, 
when  she  was  found  to  be  two  months  pregnant. 
During  the  prenatal  examination,  a slight  irregular- 
ity of  the  mucosa  of  the  posterior  cervical  lip  was 
noted  and  the  examiner,  although  he  believed  a 
biopsy  at  this  time  unnecessary,  advised  that  the 
area  be  closely  watched.  The  pregnancy  progressed 
uneventfully  to  term.  There  was  neither  unusual  dis- 
charge nor  bleeding.  She  was  delivered  spontane- 
ously upon  April  25,  1942  after  a labor  of  twenty 
seven  hours.  The  total  loss  of  blood  was  150  ccs. 
The  puerperium  was  uneventful;  the  lochial  dis- 
charge was  normal  in  quantity  and  character.  Early 
in  June  1942  the  patient  returned  for  a routine  post- 
partum checkup.  At  this  visit,  pelvic  examination 
was  negative  for  pathology,  except  that  there  was  a 
slight  piling  up  of  the  mucosa  upon  the  posterior 
cervical  lip.  The  microscopic  examination  of  several 
pieces  of  tissue  excised  from  this  area  revealed  the 
presence  of  an  epidermoid  cancer  of  the  cervix 
(Grade  II). 

X-radiation,  1725  roentgens  (measured  in  air) 
were  delivered  to  each  anterior  and  posterior  lower 
quadrant,  and  1450  roentgens  to  the  right  and  to  the 
left  lateral  pelvic  ports.  This  treatment,  which  con- 
tinued for  twenty-seven  days,  was  associated  with 
very  slight  constitutional  symptoms. 

Upon  September  9,  1942  the  patient  was  read- 
mitted for  the  administration  of  radium.  There  had 
been  no  bleeding  since  the  latter  part  of  July.  The 
cervix  was  found  to  be  small  and  freely  mobile  and 
there  was  now  no  evidence  of  the  lesion  previously 
seen  upon  the  posterior  lip. 

At  this  admission,  40  mgm.  of  radium  screened  by 
0.5  mm.  of  platinum  was  inserted  into  the  cervical 
canal  and  simultaneously  a trilobed  colpostat  con- 
taining 40  mgm.  of  radium,  screened  by  the  equiva- 
lent of  1 .0  mm.  of  platinum,  was  applied  by  vagina. 
Thus  2800  mgm.  hours  of  radium  was  administered 
to  the  cervical  canal  and  2800  mgm.  hours  to  the 
vaginal  portion  of  the  cervix.  No  untoward  symp- 
toms were  associated  with  this  procedure,  and  the 
patient  was  discharged  upon  September  14,  1942  in 
excellent  condition.  She  has  been  examined  at  regu- 
lar intervals  since  her  discharge  and,  up  to  the 
present  date,  there  are  neither  symptoms  nor  visible 
evidence  of  a recurrence  of  the  growth. 


The  third  patient,  a white  secundipara  thirty-two 
years  of  age,  entered  the  hospital  December  7, 
1937.  Her  last  menstruation  had  occurred  upon 
October  23,  1937.  Because  of  bleeding  associated 
with  the  present  pregnancy  the  patient  thought  that 
she  was  threatened  with  an  abortion.  She,  therefore, 
visited  her  physician  who  found  cancer  of  the  cer- 
vix and  who  immediately  referred  her  to  the  hospital. 

A general  physical  examination  was  negative. 
Vaginal  examination  revealed  an  irregular  and  firm 
cervix  which  was  freely  movable,  and  which  bled 
slightly  upon  touch.  No  extension  of  the  lesion 
beyond  the  cervix  could  be  determined.  The  retro- 
flexed  body  of  the  uterus,  palpated  with  some 
difficulty,  was  softened  and  enlarged  to  the  size  of 
a two  months  pregnancy.  A specimen  excised  from 
the  cervix  showed  squamous  cell  carcinoma,  Grade 
II. 

In  accord  with  our  plan  followed  in  patients  with 
pelvic  malignancy,  the  patient  was  seen  in  consulta- 
tion with  Dr.  Hugh  Wilson,  Roentgenologist-in- 
Chief  of  the  New  Haven  Hospital.  It  was  felt  that 
the  carcinoma  should  be  treated  as  if  pregnancy 
were  nonexistent.  On  the  other  hand  it  was  believed 
wise  to  avoid,  if  possible,  the  risk  of  infection,  which 
would  be  incurred  by  invading  the  uterine  cavity 
from  below  or  by  the  immediate  performance  of 
abdominal  hysterotomy,  and  to  rely  upon  the  x-ray 
for  the  termination  of  the  pregnancy.  Accordingly, 
the  usual  course  of  treatment  for  cancer  of  the 
cervix  was  begun  December  14,  1937  and  over  a 
period  of  thirty-one  days  x-ray  therapy  was  admin- 
istered in  a dosage  of  1550  r (measured  in  air) 
delivered  to  each  of  six  fields. 

Upon  January  9,  1938  the  patient  was  readmitted 
to  the  ward  complaining  of  abdominal  cramps  and 
vaginal  bleeding.  Shortly  thereafter  the  fetus  was 
expelled.  The  following  day  placental  tissue  pro- 
truding from  the  external  os  was  removed  with  an 
ovum  forceps.  The  uterus  contracted  satisfactorily 
and  within  twenty-four  hours  bleeding  ceased. 

X-ray  therapy  was  completed  upon  January  13 
and  the  patient  left  the  hospital  upon  January  17. 
A discharge  examination  at  this  time  revealed  a 
notable  shrinking  of  the  cervix  as  a result  of  x-ray 
administration.  The  body  of  the  uterus  was  well 
involuted  and  firm. 

Upon  February  23,  1938  the  patient  re-entered 
the  hospital  for  the  administration  of  radium.  The 
cervix  was  now  freely  movable  and  still  more 
shrunken  than  previously.  There  was  no  evidence 
of  lateral  extension  of  the  growth.  Upon  February 
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24,  40  mgm.  of  radium  screened  by  0.5  mm.  of 
platinum  was  inserted  into  the  uterine  cavity  and 
simultaneously  a trilobed  colpostat  containing  40 
mgm.  of  radium  screened  by  the  equivalent  of  1.0 
mm.  of  platinum  was  applied  to  the  fornices  and 
cervix.  Thus  3,000  mgm.  hours  of  radium  was  ad- 
ministered to  the  cervical  canal  and  uterine  cavity, 
and  an  additional  3,000  mgm.  hours  to  the  vaginal 
portion  of  the  cervix.  The  patient  withstood  the 
procedure  without  untoward  symptoms  and  was 
discharged  from  the  hospital  upon  March  1,  1938. 
In  June  1938,  a microscopic  examination  of  tissue 
excised  from  the  posterior  lip  of  the  cervix  showed 
a chronic  cervicitis  but  no  evidence  of  malignancy. 

Since  her  discharge  from  the  ward  in  March  1938, 
the  patient  has  been  followed  at  the  usual  intervals 
in  the  Tumor  Clinic.  Her  weight  has  been  retained 
and  when  seen  upon  March  17,  1944  seven  years  and 
three  months  from  the  date  of  her  first  admission, 
her  general  condition  was  excellent  and  there  was 
no  evidence  of  recurrence  of  the  original  neoplasm. 

In  connection  with  this  small  group  of  patients, 
there  are  certain  points  which  seem  worthy  of 
comment. 

It  seems  likely  that  in  all  three  cases  the  malignant 
lesion  was  either  present  before  the  onset  of  preg- 
nancy or  at  least  originated  in  the  earliest  stages  of 
pregnancy.  It  will  be  recalled  that  in  the  first  patient 
there  was  a malodorous  discharge  as  early  as  the 
fourth  month  of  gestation,  while  free  bleeding 
occurred  at  the  fifth  month  and  was  practically 
continuous  from  that  time. 

In  the  second  case  there  was  noted  early  in  the 
prenatal  period  a slight  irregularity  of  the  posterior 
cervical  lip.  Unfortunately,  no  biopsy  was  taken  at 
this  time  because  the  examiner  regarded  the  lesion 
as  one  of  those  irregularities  of  the  cervix  frequently 
associated  with  pregnancy.  Throughout  the  entire 
prenatal  period,  labor,  and  the  puerperium  the 
patient  was  without  symptoms  of  malignancy.  In- 
deed, the  presence  of  cancer  was  discovered  only 
because  the  house  officer  who  performed  the  post- 
partum examination  was  suspicious  of  the  appear- 
ance of  the  posterior  cervical  lip  and  fortunately 
removed  tissue  for  microscopic  study. 

In  the  third  patient  the  malignant  lesion  was 
already  advanced  at  the  second  month  of  gestation. 

In  this  connection  it  is  worthy  of  note  that  the 
patient  sought  medical  advice  because  of  the  bleed- 
ing which  alarmed  her  but  which  she  regarded  as 
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a symptom  of  a beginning  abortion.  Fortunately,  her 
physician  was  cancer  conscious,  made  a diagnosis 
of  malignancy,  and  referred  her  immediately  for 
treatment.  Had  deep  x-ray  therapy  not  terminated 
the  pregnancy  in  this  patient,  it  was  planned,  fol- 
lowing such  treatment,  to  evacuate  the  products  of 
gestation  by  abdominal  hysterotomy. 

It  is  surprising  that  in  the  case  of  the  first  patient 
the  bleeding  beginning  in  the  fifth  month  was  not 
investigated.  It  is  remarkable,  also,  that  during  labor 
the  densely  indurated  cervix  offered  no  difficulty  in 
dilatation,  and  that  there  were  no  cervical  lacera- 
tions associated  with  profuse  bleeding  and  infection. 
So  advanced  was  the  growth  when  the  patient  was 
first  seen  that  the  outcome  was  regarded  as  hopeless 
and  the  rapidity  of  the  spread  in  spite  of  treatment 
fits  in  well  with  the  histological  findings  of  a cancer 
rich  in  mitoses. 

Respecting  the  second  patient,  it  is  of  interest,  if 
it  is  assumed  that  the  irregularity  of  the  cervix  noted 
in  the  second  month  of  gestation  was  a very  early 
malignancy,  that  there  was  so  little  increase  in  the 
size  of  the  lesion  during  the  remainder  of  the  preg- 
nancy. In  this  connection  there  is  no  uniformity  of 
opinion  regarding  the  effect  of  pregnancy  upon 
cancer  of  the  cervix.  On  the  one  hand  are  those  who 
hold  that  the  presence  of  pregnancy  inhibits  the  j 
spread  of  malignancy,  and  on  the  other  those  who  i 
believe  that  the  growth  of  malignant  lesions  is  in- 
creased by  gestation.  While  no  conclusive  statement 
can  be  made  upon  this  point,  the  opinion  of  most 
observers  coincides  with  the  latter  view. 

Finally,  the  question  arises  as  to  the  proper  treat- 
ment of  patients  in  whom  pregnancy  may  be  com- 
plicated by  cancer  of  the  cervix.  The  literature  con- 
tains numerous  statements  on  this  point,  but,  since 
the  association  in  question  is  uncommon,  and  be- 
cause most  observers  have  seen  but  a limited  number 
of  cases,  the  over-all  methods  of  treatment  which 
are  usually  advocated  seem  commonly  to  be  based 
upon  a restricted  individual  clinical  experience.  For 
example,  in  the  case  previously  mentioned  in  which 
a two  months  pregnancy  was  complicated  by  malig- 
nancy of  the  cervix,  treatment  by  x-radiation  and 
radium  appears  to  have  given  a permanently  success- 
ful result;  but  it  would  be  rash,  indeed,  to  state  that 
this  method  of  treatment  is  equally  applicable  to  all 
similar  cases.  In  coming  to  a decision  as  to  what 
therapeutic  measures  are  to  be  followed,  many  fac- 
tors are  involved  and,  at  the  risk  of  platitudinizing, 
it  is  likely  that  the  best  results  will  be  obtained  only 
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if  the  particular  clinical  picture  is  thoroughly  sur- 
veyed and  the  method  of  treatment  then  adopted 
which,  after  careful  consideration  seems  to  offer 
most  in  the  individual  patient.  As  a means  of  ap- 


proaching this  ideal,  our  experience  has  convinced 
me  that  a joint  study  of  the  patient  and  of  her 
lesion  by  the  roentgenologist  and  the  gynecologist 
is  of  major  significance. 


A STUDY  OF  FETAL  MORTALITY  AT  THE  HARTFORD  HOSPITAL 

Ruth  M.  Anderson,  m.d.,  West  Roxbury , Massachusetts 


The  Author.  Anesthetist,  Faulkner  Hospital,  Bos- 
ton; formerly  Resident  in  Anesthesia,  Hartford  Hos- 
pital, Hartford,  Conn. 


A study  of  the  fetal  mortality  at  the  Hartford 
Hospital  in  1942  was  undertaken  to  determine 
if  anesthesia  or  premedication  had  any  part  in  con- 
tributing to  the  fetal  loss.  Prior  to  1941  the  fetal 
loss  had  been  steadily  decreasing  each  year.  How- 
ever, in  the  period  October  1940  to  October  1941 
there  was  a slight  increase  over  the  corresponding 
period  for  the  previous  year.  This  was  from  2.7  per 
cent  for  the  latter  period  to  3.1  per  cent  for  the 
former.  The  study  reported  here  is  for  the  period 
of  January  1942  to  January  1943.  Besides  data  re- 
lated to  the  original  problem,  other  figures  of  inter- 
est are  presented. 

In  1942  there  were  4,189  deliveries  and  4,243 
babies  born.  Of  the  latter,  76,  or  1.8  per  cent,  died 
within  two  weeks  of  birth;  43,  or  1.0  per  cent,  were 
stillborn;  and  15,  or  0.3  per  cent,  were,  non  viable, 
i.e.,  were  born  following  a period  of  gestation  of  less 
than  twenty-six  weeks.  Exclusive  of  the  non  viables, 
the  fetal  loss  was  2.8  per  cent.  Of  this  there  was 
only  one  case,  or  0.8  per  cent  of  the  fetal  loss,  which 
could  in  any  way  be  attributed  to  the  anesthesia  or 
premedication.  This  case  is  as  follows: 

Airs.  F.L.B.,  a 30  year  old  gravida  9,  pam  6,  was  seen  by 
the  Anesthesia  Department  when  the  cervix  was  3-4  finger- 
breadths  dilated  following  about  twenty-three  hours  of  labor. 
However,  in  only  the  last  three  hours  of  this  period  had  the 
labor  been  active.  Premedication  consisted  of  seconal  gr. 
'/1  seven  hours  before  delivery,  morphine  sulphate  gr.  1/6 
four  and  one-half  hours  before  delivery,  and  seconal  gr.  3 
two  hours  before  delivery.  Of  the  six  full  term  deliveries, 
no  labor  had  been  longer  than  three  hours  and  no  baby 
had  weighed  more  than  seven  pounds.  Injection  of  30  cc. 
of  1.5  per  cent  metycaine  into  the  caudal  canal  was  made 
after  the  usual  preliminary  precautions.  The  patient  was  in 
the  knee  chest  position.  The  injection  was  made  through  a 

Department  of  Anesthesia,  Hartford  Hospital 


No.  13  stiff  caudal  needle,  after  which  a No.  5 French 
ureteral  catheter  was  inserted  through  the  caudal  needle, 
the  latter  removed,  and  the  catheter  secured  in  place  prepara- 
tory to  further  injections.  The  patient  was  turned  onto 
her  back  The  blood  pressure  was  130/80  and  the  fetal  heart 
120  and  of  good  quality.  After  ten  minutes  there  was  good 
sensory  anesthesia  to  Dio  with  no  motor  paralysis.  About 
twenty  minutes  after  the  injection,  there  was  a sudden  drop 
in  blood  pressure  to  80/40,  and  the  fetal  heart  became 
20-30/miri  Oxygen  was  given  following  which  the  fetal 
heart  improved  to  100.  Flowever,  it  was  felt  that  immediate 
delivery  was  advisable.  This  was  done  with  great  difficulty 
by  midforceps  after  manual  rotation  of  the  head  from  ROT 
to  ROA.  The  cervix  was  not  quite  fully  dilated  and  a thick 
anterior  lip  had  to  be  pushed  over  the  head  An  eight  pound 
two  ounce  male  was  resuscitated  with  oxygen  and  artificial 
respiration  for  over  an  hour  before  spontaneous  respirations 
occurred.  The  fetal  heart  was  20-30/minute  when  the  baby 
was  born,  but  became  100-120/minute  after  oxygen  therapy. 
Once  spontaneous  respirations  began,  color  was  good  and  re- 
mained so.  However,  breathing  was  labored  and  deep,  rapid 
respiration,  sternal  retraction  and  an  expiratory  grunt.  The 
infant  never  had  a good  cry  and  expired  two  days  later. 
Autopsy  showed  persistent  atelectasis.  The  mother  was 
known  to  be  rh  negative,  and  the  baby  was  found  to  be 
rh  positive,  but  there  were  only  a few  nucleated  red  blood 
cells  present.  If  erythroblastosis  fetalis  was  present,  we  do 
not  feel  that  it  contributed  to  the  death  of  this  baby  which 
was  most  likely  due  to  intra-uterine  asphyxia.1  In  1942  there 
were  only  four  continuous  caudal  anesthesias  done,  all  by 
the  same  method  and  in  the  knee  chest  position.  The  other 
three  babies  were  living  and  well.  It  has  been  reported2  by 
Dr.  Francis  Irving  that  the  knee  chest  position  often  alters 
the  position  of  the  baby  sufficiently  to  cause  pressure  on  the 
cord  with  resultant  interference  with  circulation  and  partial 
to  complete  intra-uterine  asphyxia.  We  feel  this  was  the  cause 
of  the  neonatal  death  in  this  case.  The  fall  in  blood  pressure 
probably  had  no  relationship  to  the  change  in  fetal  heart 
since  similar  falls  are  often  seen  after  spinal  anesthesia  for 
delivery  without  any  effect  on  the  fetal  heart  rate  or  qual- 
ity. The  mother’s  postpartum  course  in  this  case  was  un- 
eventful. 

The  anesthesia  which  the  mothers  received  is 
shown  in  Table  1 classified  as  to  primiparae  and 
multiparae.  Unfortunately,  the  same  data  is  not  avail- 
able for  the  mothers  of  babies  who  lived,  but  the 
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relative  percentages  are  very  similar.  Cyclopropane 
was  used  in  70  per  cent  of  multiparae  and  primi- 
parae.  In  all  but  one  instance  spinal  anesthesia  was 
given  for  cesarean  section. 

Table  i 

TYPE  OF  ANESTHESIA  USED  FOR  DELIVERY 

CYCI.O-  NITROUS  CONT.  NO  ANES- 

PROPANE  OXIDE  SPINAL  CAUDAL  THESIA 

Primiparae  41(70%)  5(8%)  7(12%)  o 6(10%) 

Multiparae  42(71%)  11(18%)  o 1(2%)  6(10%) 


For  premedication,  a nembutal  and  scopolamine 
combination  was  the  most  popular  and  was  used  in 
22  per  cent  of  both  primiparae  and  multiparae.  The 
nembutal  ranged  from  3-15  grains,  averaging  5.5 
grains  for  multiparae  and  7.0  grains  for  primiparae. 
The  scopolamine  ranged  from  y150  to  %00,  aver- 
aging %oo-  Seconal  or  nembutal  alone  varied  from 
1 .5-7.5  grains,  averaging  3 grains.  Morphine  alone  or 
combined  ranged  from  l/8  to  %,  averaging  %. 
Sodium  amytal  in  this  series  ranged  from  4-18  grains, 
averaging  12.4.  It  was  usually  combined  with  %0 0 of 
scopolamine,  or  occasionally  with  morphine  or 
pantopon.  Although  the  sodium  amytal  did  not 
appear  to  contribute  to  the  fetal  mortality  in  this 
series,  it  was  felt  that  these  babies  needed  more 
resuscitation  than  others. 


Table 


TYPE  OF  DELIVERY 


y cd 


Primiparae  20(34%)  20(34%)  5(8%)  5(8%)  5(8%)  4(7%) 

Multiparae  34(58%)  10(16%)  7(11%)  4(6%)  4(6%)  1(2%) 


Table  2 shows  the  type  of  delivery  by  which  these 
babies  were  born.  The  finding  of  most  interest  in 
this  regard  is  shown  in  Table  3 and  Figure  1.  Here 
the  percentage  of  fetal  loss  each  year  is  compared 
to  the  forceps  deliveries  per  100  deliveries,  and  the 
number  of  cesarean  sections  per  100  deliveries.  It  is 
obvious  that  there  is  a rather  constant  inverse  ratio. 
Even  xvhen  there  is  a slight  rise  in  the  progressively 
decreasing  fetal  loss,  there  is  a slight  fall  in  the 
number  of  forceps  deliveries.  The  rate  for  cesarean 
sections  on  the  other  hand  has  remained  fairly  con- 
stant. It  will  be  noted  that  8 per  cent  of  the  multi- 
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Figure  i 

parae  and  1 1 per  cent  of  the  primiparae  were  de- 
livered by  cesarean  section.  Of  the  187  cesarean  sec- 
tions done  in  1942,  14  babies  or  7.5  per  cent  were 
lost. 

Table  3 

COMPARISON  OF  THE  PERCENTAGE  OF  FETAL  LOSS  WITH  THE 
NUMBER  OF  FORCEPS  DELIVERIES  PER  IOO  DELIVERIES  AND  THE 
NUMBER  OF  CESAREAN  SECTIONS  PER  IOO  DELIVERIES 
1916- 


YEARS  1921  21-26  26-31  31-36  36-40  39-4O  4O-4I  4I-42  42-43  42 


No.  Forceps 
Per  100 
Deliveries  84 

I 1.2 

1 5.5  21.6 

37-i 

45 

44 

5i-3 

57 

54.6 

Per  Ceni  of 
Fetal  Loss 

8.0 

5.6  4.1 

3.0 

2 -7 

3-i 

2.6 

2 -5 

2.8 

Cesarean 
Sections 
Per  100 
Deliveries  2.9 

4-2 

4.4  5.0 

4-9 

4.2 

2 .6  4.6 

4-2 

4.4 

’'The  years  represent  the  period  from  October  to  October 
each  year  except  for  1942  which  is  from  January  to  January. 

Except  for  1942,  these  figures  are  available  through  the 
courtesy  of  Dr.  K.  R.  Holt,  Hartford  Hospital. 

Table  4 shows  the  causes  of  all  the  neonatal  deaths 
compared  with  the  causes  in  only  those  babies 
where  the  diagnosis  was  confirmed  by  autopsy  or 
other  unquestionable  means.  The  only  national 
figures  for  comparison  are  those  of  1940.3  After 
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Table  4 

CAUSES  OF  NEONATAL  DEATHS 


CLINICAL 

DIAGNOSIS 

DIAGNOSIS 

CONFIRMED 

Prematurity 

37 

(48%) 

2 

(6%) 

Congenital  Abnormality 

19 

(25%) 

18 

(52%) 

Atelectasis 

9 

(12%) 

5 

(15%) 

Intracranial  Hemorrhage 

5 

(7%) 

3 

(9%) 

Erythroblastosis 

3 

(4%) 

3 

(9%) 

Focal  Pneumonia 

I 

(1.3%) 

I 

(3%) 

Hemorrhagic  Disease  of 

Newborn  1 

(1.3%) 

I 

(3%) 

Other 

I 

(1.3%) 

I 

(3%) 

adapting  the  causes  in  this  series  into  the  categories 
which  were  used  by  the  United  States  Bureau  of  the 
Census,  a comparison  is  made  in  Table  5.  In  the  cases 
where  diagnosis  was  only  clinical,  the  figures  fol- 
low fairly  closely,  but  in  the  cases  where  the  diag- 
nosis was  confirmed,  the  congenital  anomalies  and 
the  prematures  are  reversed.  This  is  significant  be- 

Table  5 

COMPARISON  OF  CAUSES  OF  NEONATAL  DEATHS  IN  THIS  SERIES 
WITH  THE  NATIONAL  FIGURES  FOR  CAUSES  OF  NEONATAL  DEATHS 

CLINICAL  CONFIRMED 


NATIONAL 

DIAGNOSIS 

DIAGNOSIS 

Prematurity 

46% 

48% 

6% 

Birth  Injury 

15% 

7% 

9% 

Congenital  Abnormality 

11% 

25% 

52% 

Other  Prenatal  or  Natal 

Cause 

12% 

16% 

24% 

Respiratory  Disease 

5% 

1.3% 

3% 

Gastro-intestinal  Disease 

2% 

O 

O 

Other  Specific  Cause 

4% 

2.6% 

3% 

ill-defined  or  Unknown 

Cause 

5% 

O 

3% 

cause  prematurity  is 

so  often  used 

as  a “waste  has- 

ket”  diagnosis  if  the  baby  is  at  all  small  and  no  other 
cause  can  be  found.  Many  times  another  cause  might 
be  found  at  autopsy.  The  low  percentage  of  intra- 
cranial hemorrhage  is  noteworthy.  Although  there 
are  no  figures  available  for  comparison,  unless  it  is 
assumed  that  the  national  figures  for  birth  injury 
include  a high  percentage  of  intracranial  hem- 
orrhage, this  is  much  lower  than  formerly.  It  may 
be  assumed  that  the  increasing  rate  of  forceps  deliv- 
eries has  probably  improved  this  percentage  also. 

Table  6 shows  the  causes  of  all  stillbirths  in  this 
series  compared  with  the  stillbirths  where  the  diag- 
nosis was  confirmed  by  autopsy  or  other  unques- 
tionable means.  The  latest  year  for  which  the  United 
States  Bureau  of  the  Census4  figures  on  stillbirths 
are  available  for  comparison  is  1936.  About  one- 


third  of  their  cases  are  proved  by  autopsy.  The 
national  figure  for  that  year  was  thirty-seven  still- 
births per  1,000  live  births.  The  rate  for  the  white 
race  alone  was  27  per  1,000  live  births,  while  among 
the  black  race  it  was  58  per  1,000  live  births.  The 


Table  6 

CAUSES  OF  STILLBIRTHS 


CLINICAI 

DIAGNOSIS 

DIAGNOSIS 

CONFIRMED 

Congenital  Abnormality 

8 

(18%) 

8 

(47%) 

Difficulty  of  Labor  and  Delivery* 

12 

(28%) 

I 

(6%) 

Intracranial  Hemorrhage 

I 

(2%) 

2 

(12%) 

Erythroblastosis 

5 

(11%) 

I 

(6%) 

Cause  Unknown  (Rh**  Positive) 

2 

(5%) 

I 

(6%) 

Cause  Unknown  (Rh  Unknown) 

10 

(23%) 

4 

(23%) 

Toxicity  of  Mother 

5 

(12%) 

0 

including  Intra-uterine  Asphyxia. 
**Rh  in  Mother. 


figure  at  the  Hartford  Hospital  for  1942  was  10  per 
1,000  live  births.  The  national  figure  included  as  a 
stillborn,  “any  product  of  more  than  twenty  weeks 
gestation  which  after  complete  delivery  shows  no 
signs  of  life,  i.e.,  no  breathing,  heart  action,  or  move- 
ment of  voluntary  muscle.”  In  the  series  reported 
here,  any  baby  of  less  than  twenty-six  weeks  gesta- 
tion is  considered  non  viable.  Therefore,  correcting 
the  figure  to  include  the  non  viables,  the  rate  for 
1942  would  be  13.6/1000  live  births.  There  was  no 
serological  or  pathological  syphilis. 


Table  7 

TYPES  OF  CONGENITAL  ANOMALIES 

CASES 


Anencephalic  Monster 

9 

(33%) 

Congenital  Heart  Disease 

(proven  by  autopsy) 

5 

(19%) 

Congenital  Heart  Disease 

(clinical  diagnosis  only) 

2 

(7%) 

Tracheo-esophageal  Fistula 

4 

(15%) 

Intestinal  Abnormality 

2 

(7%) 

Diaphragmatic  Hernia 

2 

(7%) 

Congenital  Polycystic  Kidney 

I 

(4%) 

Spina  Bifida  witli  or  without  Meningocele 

2 

(7%) 

Table  7 shows  the  types  of  congenital  anomalies 
present  in  this  series.  Table  8 shows  data  on  all  the 
twins  born  in  1942.  Of  the  10.5  sets  of  twins  who 
were  born  dead  or  who  died  within  two  weeks,  85.7 
per  cent  were  premature. 
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Table  8 

DATA  ON  TWINS 


Living  and  Well 
Neonatal  Deaths 

Non-viables  

Stillbirths  


SETS 


35-5  (77%) 

7.5  (16%) 

2.5  (5.4%) 
■5  (1%) 


CONCLUSIONS 

1 . A study  was  made  of  the  fetal  mortality  at  the 
Hartford  Hospital  in  1942. 

2.  There  were  4,243  babies  born.  The  total  fetal 
loss  was  2.8  per  cent.  Of  this,  1.8  per  cent  was  due 
to  neonatal  deaths  and  1 .0  per  cent  due  to  stillbirths. 

3.  In  only  one  case  could  anesthesia  be  found  to 
play  a significant  part  in  contributing  to  this  loss, 
and  in  no  case  premedication. 

4.  As  the  forceps  rate  has  increased,  the  fetal  loss 
has  decreased. 


5.  There  has  been  a marked  decrease  in  intra- 
cranial hemorrhage  in  the  newborn. 

6.  In  those  neonatal  deaths  where  only  a clinical 
diagnosis  was  made,  prematurity  was  assumed  to  be 
the  outstanding  factor,  whereas  in  those  cases  where 
the  diagnosis  was  made  at  autopsy  the  presence  of 
congenital  anomaly  was  the  greatest  single  factor. 
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DISEASES  OF  THE  SPINE 
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absence );  Roentgenologist,  Laconia  Hospital,  La- 
conia, New  Hampshire 


W7  ith  the  roentgen  methods  developed  during 
the  past  two  decades,  the  diagnosis  of  verte- 
bral lesions  no  longer  presents  major  problems;  but 
the  clinical  significance  of  the  morbid  changes  ob- 
served is  not  yet  clear.  Since  only  about  one-fourth 
of  all  vertebral  lesions  produce  clinical  manifesta- 
tions, and  since  most  of  these  manifestations  may 
also  be  induced  by  diseases  not  involving  the  spine, 
it  is  not  easy  to  decide  whether,  in  a given  case,  the 
complaint  should  be  ascribed  to  a vertebral  lesion 
seen  on  roentgenographs  or  to  some  other  cause. 
Experience  has  shown  that,  when  such  a question 
arises,  it  is  useful  to  reexamine  traditional  concepts 
and  definitions,  to  ascertain  whether  correlations 
can  be  established  between  clinical  and  anatomical 
(or  roentgenologic)  findings,  and  to  verify  the  re- 
sults by  means  of  control  series.  On  the  basis  of  such 
a study,  carried  out  during  the  past  nine  years,  the 


impression  has  been  gained  that  the  diseases  of  the 
spine  fall  into  four  main  groups  with  fairly  distinc-  !l 
tive  clinical  and  morphologic  characters:  Diseases  of  , 
vertebral  bone,  or  vertebral  symphyses,  of  verebral 
synovial  joints,  and  of  vertebral  ligaments. 

I.  DISEASES  OF  VERTEBRAL  BONE 

Bone  diseases  follow  the  same  general  pattern  in 
the  vertebrae  as  in  other  parts  of  the  skeleton. 
Variations  are  due  to  the  particular  structure  of  the 
spine.  I he  vertebral  bodies  are  fragile  cancellous 
bones  with  abundant  blood  supply  and  are  involved 
more  readily  and  frequently  than  the  neural  arches; 
and  since  the  bodies  are  weight  bearing,  bone  disease 
produces  deformity  in  the  spine  more  commonly  ! 
than  in  other  parts  of  the  osseous  system.  The  course 
and  appearances  of  bone  diseases  in  the  spine  may 
also  be  modified  as  the  result  of  the  intimate  con- 
nection  between  vertebrae  and  disc  cartilage,  and 
of  the  absence  of  a true  periosteum  and  of  primary 
epiphyses  in  the  spine. 

Bone  necrosis,  with  or  without  abscess  formation, 
and  usually  the  result  of  tuberculous  or  pyogenic 
infection,  occurs  in  the  spine  in  the  same  forms  and  j 
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varieties  as  in  other  parts  of  the  skeleton;  but  sys- 
temic reactions  are  frequently  more  pronounced 
than  the  local  signs  of  bone  involvement.  As  known 
from  the  unusually  high  incidence  of  silent  frac- 
tures of  the  vertebrae,  vertebral  bone  is  relatively 
insensitive,  possibly  because  of  the  absence  of  a true 
periosteum.  The  significance  of  necrosing  lesions  in 
the  spine  lies  more  in  the  danger  of  involvement  of 
the  meninges  and  spinal  cord  than  in  the  bone 
changes  themselves,  and  unless  necrosis  involves 
large  parts  of  one  or  a number  of  vertebrae,  deform- 
ity need  not  develop.  Rarefaction  — a common  re- 
sponse of  bone  to  a great  many  physiologic  and 
morbid  stimuli,— is  rarely  associated  with  clinical 
symptoms  when  it  affects  the  spine,  except  for  the 
development  of  a progressive  kyphosis  and,  occa- 
sionally, of  compression  fractures,  many  of  which, 
however,  fail  to  produce  definite  clinical  manifesta- 
tions. Since  the  vertebral  bodies  rarefy  readily, 
systemic  rarefaction  of  the  whole  ossoues  system 
often  becomes  evident  in  the  spine  before  being 
definite  in  other  bones;  the  rarefied  vertebrae  yield 
to  postural  stress,  and  kyphosis  develops  usually  long- 
before  other  bones  become  bent  or  deformed.  Local- 
ized rarefaction,  confined  to  one  vertebra,  seems  to 
be  caused  chiefly  by  trauma;  but  the  etiologic  cause 
of  any  type  of  rarefaction,  no  matter  in  what  part 
of  the  skeleton,,  can  rarely  be  inferred  from  the 
roentgen  findings  alone.  Similarly,  condensation 
and/or  overgrowth  of  bone  are  not  characteristic 
of  any  particular  disease  and  may  be  the  result  of 
trauma,  wear  and  tear,  recurrent  or  chronic  infec- 
tion, neoplasm,  and  of  healing  processes.  In  the 
spine,  bony  overgrowth  usually  takes  place  along 
the  edges  of  the  vertebral  bodies,  where  the  liga- 
ments separate  from  the  vertebra  before  reaching 
the  disc,  thus  creating  a small  circular  free  space 
between  ligament  and  bone.  Since  new  bone  cannot 
grow  through  normal  connective  tissue,  and  since 
the  vertebrae  are  completely  covered  by  connective 
tissue  except  along  the  vertebral  edge,  the  free  space 
just  mentioned  is  the  only  place  into  which  osteo- 
phytes can  grow,  no  matter  what  their  cause.  These 
marginal  osteophytes,  often  termed  “osteo-arthritis 
of  the  spine,”  are  perhaps  the  commonest  vertebral 
lesion  but  are  not  characteristic  of  any  particular 
“entity.”  From  the  study  of  benign  exostoses,  of 
callus,  and  of  osteophytes  in  other  bones,  it  is 
known  that  bony  overgrowth  does  not  in  itself 
produce  pain;  symptoms,  if  present,  are  due  to 
pressure  of  the  growing  new  bone  upon  adjacent 
sensitive  parts.  This  holds  true  for  vertebral  osteo- 


phytes; they  have  no  clinical  significance  unless  they 
encroach  upon  the  spinal  cord  and/or  its  roots. 
Among  the  primary  bone  tumors  involving  the  spine, 
angioma,  giant  cell  tumor,  and  multiple  myeloma 
seem  to  be  the  most  common.  Ewing’s  tumor  is  ob- 
served occasionally;  other  types  of  sarcoma  are 
exceedingly  rare.  The  incidence  of  tumor  metastases 
is  probaly  higher  than  in  all  other  bones,  possibly 
because  of  the  peculiar  topography  of  the  vertebral 
veins.  In  the  spine,  metastases  are  often  osteoplastic 
although,  in  the  same  person  other  bones  may  show 
osteoclastic  metastases.  Vertebral  bone  seems  to  have 
a tendency  to  react  by  condensation  to  stimuli  which 
cause  destruction  or  rarefaction  in  other  parts  of  the 
sekelton.  It  was  previously  believed  that  metastases 
in  the  spine  usually  cause  severe  pain  and  disability; 
but  with  the  increasing  use  of  roentgen  examina- 
tions in  the  study  of  tumors  it  has  become  evident 
that  in  a majority  of  vertebral  metastases  symptoms 
may  be  absent  for  long  and  even  indefinite  periods. 
Adolescent  osteochondritis the  disorder  which  is 
known  as  Perthes  disease  when  it  involves  the  fem- 
oral heads,— occurs  in  the  spine  during  the  period  of 
ossification  of  the  secondary  epiphyses.  These  en- 
circle the  vertebral  edge  and  normally  fuse  with  it. 
As  in  other  bones,  these  epiphyses  become  frag- 
mented and  deformed  in  the  presence  of  osteo- 
chrondritis,  and  there  is  usually  an  associated  soften- 
ing and  compression  of  the  vertebral  bodies,  result- 
ing in  increased  kyphosis  and  sometimes  amounting 
to  the  deformity  designated  as  adolescent  kyphosis 
or  Scheuermann  disease.  The  systemic  bone  diseases , 
such  as  rickets,  malacia,  the  fibrosing  and  cystic 
diseases,  and  the  lipoidoses,  produce  the  same 
changes  in  the  vertebrae  as  in  other  bones. 

2.  DISEASES  OF  VERTEBRAE  SYMPHYSES 

The  junction  of  a disc  with  the  adjacent  vertebral 
surfaces  is  a symphysis  and  is  devoid  of  a joint 
cavity,  of  synovia,  synovial  membranes,  and  free 
articular  surfaces,— that  is,  of  those  parts  in  which 
arthritis  is  localized  according  to  the  definition  of 
this  disease.  Consequently  lesions  of  the  vertebral 
symphyses  should  not  be  grouped  with  arthritis. 

The  morphologic  appearances,  as  well  as  the  clini- 
cal manifestations,  are  determined  to  a large  extent 
by  the  relative  hardness  and  resistance  of  the  disc 
and  the  vertebrae.  When  the  bone  is  less  resistant 
than  the  disc,  the  disc  either  expands  or  ruptures 
into  the  bone;  when  the  disc  is  less  resistant  than 
the  bone,  the  disc  becomes  injured  and  undergoes 
fibrosis.  Mechanical  injuries,  including  the  continual 
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“micro-trauma”  of  posture  and  wear  and  tear,  are 
the  main  causes  of  these  alterations.  The  central  part 
of  the  horizontal  vertebral  surface  is  usually  the 
weakest  part  of  the  spine  and  yields  first,  allowing 
parts  of  the  adjacent  disc  to  herniate  into  the  verte- 
bral body  (Schmorl’s  node).  When,  as  a result  of 
rarefaction,  the  whole  body  has  become  pliable,  the 
entire  disc  may  expand  into  the  softened  bone  and 
cause  a semiglobular  depression  often  designated  as 
fish  vertebra.  In  the  presence  of  bone  necrosis,  an 
intact  disc  may  prolapse  into  the  destroyed  bone  and 
finally  become  engulfed  by  it.  Injuries  affecting  the 
disc  itself  primarily  are  traumatic,  as  a rule;  but  the 
disc  may  also  become  involved  secondarily  when  its 
nutrition  is  impeded  as  a result  of  disease  of  the 
adjacent  vertebra.  In  either  case,  the  disc  finally  be- 
comes fibrous  and  flat. 

In  considering  the  clinical  manifestations  of  disc 
lesions  one  should  bear  in  mind  that  the  disc,  like 
all  other  cartilages,  is  devoid  of  nerves.  Disc  lesions 
do  not  produce  pain.  It  has  also  been  shown  that 
thinning  and  other  changes  of  the  disc  rarely  cause 
limitation  of  motion  in  the  involved  segments.  Signs 
and  symptoms,  when  present,  are  not  due  to  the 
disc  lesion  itself,  but  to  the  incident  narrowing  of 
the  intervertebral  space  and  its  consequences.  At  the 
level  of  a flattened  disc,  the  neural  foramen  becomes 
narrow,  and  when  the  nerve  root  is  thick  and  the 
narrowing  sufficiently  pronounced,  compression  of 
the  nerve  root  takes  place.  The  articular  processes 
become  displaced  and  crowded  together,  and  their 
cartilages  may  become  eroded;  osteo-arthritis  of  the 
apophyseal  joints  may  then  develop.  The  edges  of 
the  vertebral  bodies  may  come  into  contact  during 
extension  and  flexion  and  may  thus  sustain  minute 
fractures,  as  proved  histologically.  These  fractures 
heal  with  callus  formation.  As  they  recur,  the  callus 
formations  multiply  and  may  finally  amount  to 
osteophytes  arising  from  the  vertebral  edges.  When 
located  at  the  posterior  borders  of  the  vertebrae, 
osteophytes  may  cause  pressure  upon  the  spinal  cord 
and  its  roots. 

Accordingly,  “discogenetic”  narrowing  of  the 
intervertebral  space  often  produces  radicular  neu- 
ritis, that  is,  pain  felt  in  the  periphery,  in  segmental 
distribution,  rather  than  in  the  spine  itself.  The 
clinical  manifestations  of  herniation  of  the  disc  into 
the  spinal  canal  differ  from  those  of  “degenerative” 
disc  thinning  by  the  acute  onset,  but  not  in  kind. 
There  is  sufficient  evidence  to  show  that,  in  the 
presence  of  disc  lesions,  pain  and  rigidity  in  the 


involved  vertebral  section  occur  only  when  there  is 
secondary  involvement  of  the  apophyseal  joints,  but 
are  not  caused  by  the  disc  lesion  itself. 

3.  DISEASES  OF  VERTEBRAL  SYNOVIAL  JOINTS 

Unlike  the  vertebral  symphyses,  the  apophyseal 
joints,  which  connect  the  facets  of  the  articular 
processes,  are  true  synovial  joints;  their  lesions  con- 
form to  arthritis  of  peripheral  joints. 

Rheumatoid  arthritis  may  remain  confined  to  one 
or  a small  number  of  apophyseal  joints;  more  com- 
monly, it  involves  large  parts  of  the  spine,  often 
together  with  the  costovertebral,  sacroiliac,  and  hip 
joints  (Strumpell-Marie  disease);  and  occasionally, 
all  the  synovial  joints  of  the  body,  including  the 
temporomandibular  articulations,  are  affected  si- 
multaneously. The  lesion  is  invariably  associated 
with  pain  and  limitation  of  motion  in  the  involved 
segments  during  active  phases;  as  the  disease  pro- 
gresses towards  ankylosis,  pain  tends  to  subside  but 
stiffness  persists.  Ossification  of  ligaments,  originally 
considered  pathognomonic  of  the  disease,  is  present 
in  only  about  one-half  of  the  cases  and  can  no  longer  J 
be  considered  an  essential  feature.  When  the  lesion 
becomes  arrested  before  ankylosis  has  taken  place,  i 
secondary  eburnation  and  other  osteo-arthritic  re- 
actions may  develop,  as  in  other  joints.  Primary 
osteo-arthritis  occurs  in  the  apophyseal  joints  main- 
ly in  the  presence  of  abnormal  positions  of  the 
articular  processes,  such  as  produced  by  flattening 
of  the  discs,  scoliosis,  and  sundry  deformities,  in-  ! 
eluding  those  caused  by  partial  destruction  or  com- 
pression of  vertebrae.  Pain  in  the  involved  region, 
together  with  some  rigidity,  are  noted  at  irregular 
intervals  interrupted  by  variable  periods  of  freedom 
from  symptoms.  Ankylosis  does  not  occur,  but  con- 
tiguous arthritic  excrescences  may  fuse.  The  lesion 
is  usually  confined  to  a few  segments  and  rarely 
affects  large  parts  of  the  vertebral  column.  Second- 
ary involvement  of  the  apophyseal  joints  by  disease 
of  vertebral  bone  may  occur  when  the  bone  lesion 
extends  into  the  neural  arch  and  articular  process 
and  invades  the  joint.  The  symptoms  of  joint  disease 
are  often  lost  in  these  cases.  Acute  arthritis  of 
apophyseal  joints  has  been  observed  by  the  writer 
as  a sequele  of  upper  respiratory  infections;  but  he 
does  not  know  whether  these  findings  have  been 
confirmed  by  others. 

The  clinical  manifestations  of  arthritis  of  the 
apophyseal  joints  (spondylarthritis)  are  the  same 
as  those  of  arthritis  of  peripheral  joints:  pain  and 
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limitation  of  motion  are  the  main  signs.  As  a result 
of  swelling,  thickening,  and  ossification  of  the 
apophyseal  joint  capsule,  nerve  roots  may  become 
compressed,  and  the  manifestations  of  radicular 
neuritis  may  become  added  to  those  of  the  articular 
disease. 

4.  DISEASES  OF  THE  VERTEBRAL  LIGAMENTS 

The  ligaments  may  become  involved  by  traumatic 
and  necrosing  vertebral  lesions;  but  the  most  com- 
mon changes  observed  are  calcification  and  ossifica- 
tion. These  are  uncharacteristic  reactions  common 
to  many  vertebral  lesions,— traumatic,  infectious, 
degenerative,  neoplastic,  and  others.  As  a rule,  the 
ligaments  become  calcified  and/or  ossified  when 
they  undergo  disuse  because  their  natural  tension  has 
become  diminished,— for  instance,  in  the  presence  of 
vertebral  rigidity,  on  the  concave  side  of  kyphotic 
and  scoliotic  regions,  and  at  the  level  of  a flattened 
disc  or  compressed  vertebra.  Ossification  and  calici- 
fication  of  ligaments  do  not  seem  to  induce  clinical 
signs  and  symptoms. 

m * * 

From  the  observations  above  summarized  it  is 
possible  to  derive  a few  principles  determining  treat- 
?nent. 

Bone  diseases  of  the  spine  require  essentially  the 
same  therapy  as  the  same  diseases  involving  other 
parts  of  the  skeleton.  The  treatment  of  necrosing 
lesions,  which  are  outstanding  from  a clinical  point 
of  view,  is  well  understood;  the  choice  between 
surgical  and  conservative  methods  is  determined  by 
the  particular  conditions  present  in  each  case.  In 
the  presence  of  systemic  rarefaction,  the  cause  of 
the  disorder  has  to  be  found  by  laboratory  tests 
and  should  be  eliminated  if  possible;  the  weakened 
spine  needs  support,  and  correction  of  deformities 
may  become  necessary.  Local  rarefaction  should  be 
considered  a reaction  to  trauma  unless  proved  other- 
wise; rest  and  immobilisation  are  indicated.  1 he 
condensing  and  hypertrophic  bone  lesions  hardly 
ever  cause  symptoms  and  require  no  treatment,  un- 
less there  is  compression  of  the  spinal  cord  or  its 
roots.  Adolescent  osteochondritis  of  the  spine  should 
be  treated  in  the  same  manner  as  when  it  involves 
other  bones. 

In  the  treatment  of  lesions  of  the  symphyses,  par- 
ticular attention  has  been  given  in  recent  years  to 
herniations  of  the  disc  into  the  spinal  canal.  I he 
present  tendency  to  surgical  enthusiasm  in  this  field 
is  comparable  to  the  inclination  towards  surgical 
treatment  of  peptic  ulcer  which  existed  in  the  past. 


As  in  the  therapy  of  peptic  ulcer,  accurate  surgical 
indication  is  the  prerequisite  of  satisfactory  results 
in  the  treatment  of  disc  lesions.  Time  will  doubtless 
show,  and  present  experience  already  suggests,  that 
the  majority  of  disc  lesions  had  better  be  treated  by 
conservative  measures.  The  surgeon  is  naturally  im- 
pressed with  the  almost  immediate  relief  experienced 
by  the  patient  after  removal  of  a disc  rupture;  but 
he  is  too  readily  inclined  to  dismiss  symptoms  recur- 
ring after  operation  with  the  remark  that  nothing  is 
wrong  with  the  patient’s  back.  Two  facts  have  to 
be  considered.  First,  the  demonstration  of  a herni- 
ated disc  does  not  by  any  means  prove  that  the 
symptoms  are  caused  by  the  herniation.  Our  ob- 
servations show  that  osteophytes  larger  than  the 
usual  disc  herniations  may  protrude  into  the  spinal 
canal  and  neural  foramens  without  causing  symp- 
toms. Second,  a herniated  disc  usually  grows  flat, 
and  compression  of  nerve  roots  in  the  neural  fora- 
mens may  be  added  to,  or  even  outweigh,  compres- 
sion of  the  spinal  cord  in  the  spinal  canal.  The 
spatial  relations  between  the  caliber  of  the  nerve 
roots  and  the  width  of  the  neural  foramen,  as  com- 
pared with  the  caliber  of  the  cord  relatively  to  the 
width  of  the  spinal  canal,  are  such  as  to  suggest  that 
the  nerve  roots  are  more  easily  compressed  than  the 
spinal  cord;  in  addition,  the  sensitivity  of  nerve 
elements  to  pressure  varies  individually,  as  well  as 
in  the  same  person  at  different  periods.  Removal  of 
a herniated  disc,  therefore,  is  no  guaranty  of  perma- 
nent cure  since,  even  when  the  spinous  processes 
have  been  fused  during  the  operation,  subsequent 
flattening  of  the  involved  disc  with  the  incident 
narrowing  of  the  neural  foramen  cannot  be  pre- 
vented, and  symptoms  may  recur  as  a result  of  com- 
pression of  nerve  roots  in  the  narrowed  foramens. 
The  observations  upon  which  this  view  is  based 
have  been  previously  reported.  Surgical  removal  of 
a herniated  disc  may  be  considered  the  method  of 
choice  in  certain  cases,  especially  acute  traumatic 
rupture  without  flattening  of  the  disc.  But  these 
cases  are  relatively  rare.  In  the  presence  of  the  much 
more  common  degenerative  disc  lesions,  the  signs 
and  symptoms  of  radicular  neuritis,  including 
trophic  disturbances  in  the  involved  peripheral 
region,  respond  favorably  to  conservative  treatment 
and,  sometimes,  to  roentgen  therapy.  Details  of  this 
treatment  have  been  previously  described;  the 
essential  points  are:  prevention  of  further  mechani- 
cal damage,  avoidance  of  the  lordotic  position,  and 
control  of  systemic  factors  which  contribute  to  the 
production  and  persistence  of  neuralgia. 
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The  treatment  of  arthritis  of  the  apophyseal  joints 
involves  all  the  various  problems  encountered  in  the 
treatment  of  peripheral  arthritis;  but  unlike  peri- 
pheral arthritis,  arthritis  of  the  apophyseal  joints 
can  be  brought  under  control  by  small  doses  of 
roentgen  radiation  during  active  phases.  The  results 
obtained  with  roentgen  therapy  during  early  stages 
of  Strumpell-Marie  disease  are  truly  spectacular 
and  amount  to  complete  clinical  cure,  often  even 
with  disappearance  of  the  anatomical  lesions  as 
presented  on  roentgenographs.  The  earlier  this 
therapy  is  instituted,  the  greater  the  chances  of  cure; 
hence  the  importance  of  making  a diagnosis  bv 
means  of  roentgenographs  of  the  apophyseal  joints 
while  the  condition  is  still  reversible.  One  should 
not  wait  for  ossification  to  appear  in  the  vertebral 
ligaments;  ossified  ligaments  indicate  a relatively 
advanced  stage  when  restitution  of  the  joints  can 
no  longer  be  expected.  In  the  presence  of  apophyseal 
arthritis,  pain  may  be  due  in  part  to  abnormal  muscle 
tension  caused  by  increasing  deformity;  hence  de- 
formity should  be  corrected  by  appropriate  exer- 
cises, and  by  well  fitted  appliances  if  necessary. 

In  planning  the  treatment,  physician  and  patient 
alike  should  bear  in  mind  that  vertebral  diseases  are 
predominantly  chronic.  Immediate  results  can  be 


obtained  but  are  usually  transient.  Permanent  results 
depend  in  a large  measure  upon  a thorough  under- 
standing of  the  pathologic  processes  in  each  case. 
One  of  the  essential  parts  of  the  treatment  of  nearly 
every  type  of  vertebral  disease  is  the  prevention  of  j 
jarring  and  of  strain  of  the  spine.  This  requires  a 
knowledge  of  vertebral  mechanics,  familiarity  with 
the  occupation  and  habits  of  the  patient,  and  clini- 
cal sense,  a quality  which,  according  to  Barclay,  is 
undefinable  but  closely  akin  to  common  sense. 
Although  these  principles  sound  like  trivial  general- 
ities, they  are  perhaps  more  important  in  the  treat- 
ment of  disease  of  the  spine  than  many  specialized 
procedures. 
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'T'he  shoulder  is  more  frequently  dislocated  than 
any  other  joint,  and  the  type  of  dislocation  is 
most  commonly  subcorocoid.  The  injury  occurs 
usually  following  trauma  that  may  be  severe,  moder- 
ate, or  even  slight,  and  is  apt  to  happen  where  no 
surgical  treatment  is  immediately  available. 

The  diagnosis  is  tentatively  made  by  ( 1 ) the 
patient,  especially  if  the  dislocation  is  recurrent;  (2) 
the  layman,  this  injury  being  commonplace  enough 
to  be  recognized  frequently;  and  (3)  the  physician. 
Accurate  or  otherwise  the  diagnosis  having  been 
determined,  a certain  degree  of  physiological  anes- 


thesia having  developed  and  a physician,  especially 
in  times  like  the  present,  not  immediately  available, 
a decision  to  institute  immediate  treatment  may  be 
arrived  upon,  and  attempts  made  to  reduce  the  dis- 
location. In  the  case  of  the  recurrent  dislocation  the 
patient  may  be  either  able  to  accomplish  the  reduc- 
tion or  by  knowledge  gained  from  previous  expe- 
riences may  give  instructions  in  manipulation  that 
will  be  followed  by  a speedy  anatomical  restitution 
of  the  humeral  head. 

In  a large  proportion  of  cases  some  lay  person 
with  but  little  experience  is  apt  to  try  various 
manipulations  some  gentle,  others  more  or  less 
brutal,  the  end  results  of  which  are  an  increase  in 
pain,  spasm,  pathology  and  mental  anguish  on  the 
part  of  the  patient,  and  no  reduction  of  the  disloca- 
tion. Why  so  many  lay  persons  should  attempt  the 
manipulation  of  dislocations  is  hard  to  explain  for 
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instruction  in  first  aid  classes  stresses,  almost  with- 
out exception,  no  interference  until  medical  aid  can 
be  secured. 

When  the  physician  arrives  he  may  try,  and  prob- 
ably does,  one  manipulation,  but  in  the  presence  of 
marked  spasm,  pain,  and  by  this  time  some  shock 
he  is  more  apt  to  apply  a sling,  give  a narcotic  and 
send  the  patient  to  a surgeon,  who  frequently  gets 
the  traumatic  victim  at  a considerable  interval  of 
time  from  the  injury.  Adany  cases  are  seen  therefore 
relatively  late  by  the  surgeon  which  would  have 
been  much  easier  to  deal  with  if  seen  earlier,  for  the 
situation  now  is  quite  different  than  the  classical 
one  of  the  textbook,  and  procedure  must  be 
changed.  If  a narcotic  has  not  been  given  this  is  now 
administered.  An  x-ray  should  be  taken  to  verify  the 
diagnosis.  Reduction  is  done  preferably  without  an 
anesthetic.  The  best  known  and  used  method  of 
reduction  is  the  Kocher,  but  there  is  also  the  method 
of  leverage  and  traction,  very  old,  perhaps  prior  to 
the  time  of  Hippocrates,  and  the  postural  and  trac- 
tion method  of  Stimson,  not  so  well  known  but 
nevertheless  efficient.  Each  one  of  these  methods  has 
its  good  points  and  it  seemed  to  the  writer  logical  to 
try  a reduction  that  was  a combination  of  all  three. 
Where  this  has  been  done  the  results  have  been  so 
satisfactory  and  the  method  so  easy  and  simple  that 
the  procedure  is  practically  always  worth  a trial 
before  an  anesthetic  is  deemed  necessary. 

The  method  is  as  follows.  The  patient  lies  down 
on  a stretcher  or  table  and  is  made  as  comfortable 
as  possible.  With  the  forearm  at  a right  angle  to  the 
arm,  the  position  it  commonly  assumes  in  a subcoro- 
coid  dislocation,  a traction  band  is  placed  high  on 
the  forearm.  The  traction  band  is  a piece  of  three  or 
four  inch  flannel,  stockinette,  muslin  or  other  soft, 
strong  material  about  five  or  six  feet  long,  which  is 
applied  as  follows:  The  middle  of  the  band  is  placed 
behind  the  lower  end  of  the  arm  just  above  the 
elbow  and  the  two  ends  are  carried  forward  over 
the  upper  part  of  the  forearm  in  front  of  the  elbow 
crossing  each  other  so  that  one  end  goes  to  the  inner 
side  and  the  other  to  the  outer  side  of  the  forearm 
just  below  the  elbow.  A light  padding,  such  as  a 
lap  pad,  may  be  placed  in  front  of  the  elbow  if 
desired.  The  two  ends  of  the  traction  band  are  then 
fastened  together  either  by  a clamp  or  by  tying. 
The  band,  if  preferred,  may  be  carried  around  the 
upper  forearm  only  but  if  carried  around  the  lower 
arm  as  well  it  is  less  likely  to  slip  during  manipula- 
tive procedures.  To  the  lower  end  of  the  band, 
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which  is  clamped  or  tied,  is  attached  a light  piece 
of  flexible  cotton  traction  line.  From  any  overhead 
fixture  beyond  the  foot  of  the  stretcher  a line  is 
made  fast  that  carries  a large  single  sheave  block  or 
pulley  which  is  adjusted  at  a height  of  a little  above 
the  level  of  the  patient’s  body.  The  traction  line 
from  the  band  is  then  put  through  the  pulley  and  a 
weight  carrier  attached.  With  an  assistant,  or  the 
patient  holding  the  forearm  at  a right  angle  to  the 
arm,  weights  are  gradually  added  until  a traction  of 
five  to  ten  pounds  has  been  applied  to  the  shoulder 
depending  on  its  muscular  development.  If  there 
is  no  convenient  overhead  fixture  a pulley  attached 
by  a short  length  of  traction  line  or  a chain  to  a 
screweye  is  used  and  this  is  screwed  into  any  handy 
woodwork  in  the  room.  With  the  application  of  the 
traction  the  shoulder  will  be  seen  to  pull  down  and 
the  humerus  will  go  into  some  abduction,  the  muscu- 
lar spasm  will  begin  to  subside,  the  pain  will  lessen 
and  the  patient  will  become  more  comfortable  and 
less  apprehensive,  almost  at  once. 


MANIPULATION 

(1)  The  patient’s  elbow  is  then  grasped  with  one 
hand,  his  wrist  with  the  other,  and  while  keeping 
the  patient’s  arm  against  his  side  the  first  maneuver 
of  the  Kocher  method  is  begun,  the  arm  being 
rotated  outward  to  full  external  rotation,  the  speed 
of  the  procedure  being  as  slow  as  possible  and  the 
arm  handled  with  a maximum  of  gentleness.  It  will 
be  found  that  the  traction  is  absolutely  continuous 
and  without  any  jerks  or  variation,  as  shifting  of  the 
hands  or  grip  will  cause  no  interference,  which  is 
quite  impossible  when  done  manually  in  the  usual 
Kocher  method. 

(2)  AAith  the  external  rotation  maintained,  for- 
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ward  adduction  across  the  abdomen  and  chest  is 
slowly  performed,  the  tip  of  the  elbow  being  carried 
across  the  abdomen  and  the  upper  arm  over  the  ribs 
and  chest.  While  this  is  being  done  the  alignment  of 
the  traction  with  the  upper  arm  is  easily  maintained 
by  moving  either  end  of  the  table  sideways  as 
necessary. 

(3)  With  the  elbow  held  firmly  at  its  maximal 
mesial  position  internal  rotation  is  carried  out  until 
the  hand  reaches  the  opposite  shoulder. 

During  these  procedures  the  reduction  frequently 


is  so  gradual  and  painless  that  it  is  unnoticed  by 
either  patient  or  surgeon.  In  one  instance  a patient 
who  has  fairly  frequent  recurrent  dislocations  was 
taught  to  apply  the  method  to  himself  at  home  and 
can  reduce  himself  without  trouble. 

The  method  is  not  infallible  but  thus  far  in  the 
hands  of  the  writer  it  has  been  successful. 
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'T'he  disease  which  is  caused  by  the  neisseria 
intracellularis,  or  meningococcus,  has  been  gen- 
erally known  since  the  discovery  of  the  organism 
by  Weischselbaum  in  1887  by  its  spectacular  form, 
the  menigitis.  Various  names  have  been  given  to 
designate  the  disease.  Among  them  are  brain  fever, 
spotted  fever,  spinal  meningitis,  epidemic  cerebro- 
spinal meningitis  and  meningococcic  meningitis. 
These  names  convey  the  idea  that  infection  of  the 
meninges  is  the  primary  and  total  disease.  It  was  the 
belief  that  the  etiologic  agent,  residing  in  the  naso- 
pharynx, entered  the  central  nervous  system  by 
direct  extension,  first  by  passing  through  the  cribri- 
form plate,  then  following  along  the  olfactory 
nerves  to  the  base  of  the  brain  where  it  came  in  con- 
tact with  and  was  carried  by  the  spinal  fluid 
throughout  the  subarachnoid  space  and  spinal  canal. 
Bacteriemia,  although  it  was  recognized,  was  con- 
sidered transient  and  the  treatment  was  directed 
primarily  towards  the  meningitis.  This  theory  en- 
joyed general  acceptance  until  the  advent  of  the  first 
World  War  when  extensive  clinical  experience,  to- 
gether with  careful  bacteriological  and  pathological 
studies,  showed  that  the  infection  caused  by  the 
neisseria  intracellularis  was  more  widespread  and 
that  the  route  by  which  the  organism  reached  the 
meninges  was  a devious  one. 


A NEW  THEORY 

Herrick,1  who  had  considerable  experience  with 
the  disease  among  the  soldiers  in  World  War  I, 
recognized  the  importance  of  the  bacteriemic  phase 
of  the  disease.  He  pointed  out  that  a general  blood 
stream  infection  preceded  the  meningitis,  and  advo- 
cated treating  the  blood  as  well  as  the  meninges. 
Pathologists2  and  bacteriologists3  confirmed  his  idea 
by  carefully  tracing  the  route  by  which  the  menin- 
gococcus spread  from  the  nasopharynx  to  the 
meninges.  They  concluded  that  the  organism  har- 
bored in  the  nasopharynx  first  entered  the  blood 
stream,  then,  by  means  of  metastasis,  entered  the 
ventricles  of  the  brain  through  the  choroid  plexus. 
In  this  process  a choroiditis  developed  followed  by 
an  ependymitis  of  the  walls  of  the  ventricles.  The 
etiologic  agent  was  then  carried  along  by  the  spinal 
fluid  down  to  the  fourth  ventricle  and  escaped 
through  the  foramina  of  Magendie  and  Luschka  into 
the  subarachnoid  space  and  spinal  canal.  This  new 
theory,  now  generally  recognized,  gives  an  entirely 
different  conception  of  the  disease  and  explains  the 
various  clinical  manifestations  which  heretofore 
have  been  difficult  to  understand. 

In  1935,  Hoyne,4  realizing  the  inadequacy  of  the 
name  meningitis,  suggested  that  the  term  “meningo- 
coccia”  be  used  to  designate  all  or  any  phase  of  the 
disease:  namely,  meningococcic  meningitis,  menin- 
gococcemia  with  meningits,  meningococcemia  with- 
out meningitis,  and  meningococcus  carriers.  He  con- 
sidered the  involvement  of  the  meninges  as  a com- 
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plication  of  a general  systemic  infection  and  empha- 
sized the  importance  of  treating  the  disease  as  a 
whole  rather  than  merely  as  a meningitis.  Whether 
the  term  “meningococcia”  is  an  appropriate  one  or 
not  remains  to  be  seen,  but  the  disease  caused  by  the 
Neisseria  intracellularis  does  develop  a local  process, 
a local  and  a general  blood  infection,  or  in  addition 
a meningitis. 

LOCAL  INFECTIONS 

The  organism,  residing  as  it  does  in  the  naso- 
pharynx, offers  several  possibilities  of  local  and  near- 
by infections  by  direct  extension.  Careful  history 
would  reveal  that  upper  respiratory  infection  is 
common  among  those  living  in  close  contact  with 
a case  of  meningococcemia  or  meningitis  such  as  in 
a family  or  among  military  personnel.  Examination 
of  the  nasopharynx  of  the  contacts  would  show  an 
inflammatory  process  and  cultures  taken  from  this 
region  would  oe  found  positive  for  neisseria  intra- 
cellularis in  from  30%  to  50%  of  them.  In  the 
majority  of  cases  the  local  inflammatory  process  may 
subside  without  extension  to  other  areas,  but  a small 
percentage  of  them  may  involve  the  conjunctivae. 

Cases  with  meningococcic  conjunctivitis,  with  or 
without  meningitis,  are  seen  not  infrequently  in 
hospital  clinics  especially  during  an  epidemic  of 
meningococcic  meningitis.  They  have  often  been 
confused  with  gonococcic  conjunctivitis  because  of 
the  close  morphological  resemblance  of  the  two 
organisms.  In  recent  years,  clinicians  and  bacteriolo- 
gists, aware  of  this  error,  have  not  been  satisfied  with 
examination  of  the  smear  alone  but  have  carried  out 
further  bacteriological  procedures  to  make  certain 
identification  of  the  organisms. 

Meningococcic  infection  of  the  para-nasal  sinuses, 
of  the  middle  ear,  and  of  the  lungs  have  been  re- 
ported but  they  are  not  common.  There  has  not  been 
a single  case  of  meningococcic  sinusitis,  otitis  media 
or  pneumonia  on  the  records  of  the  Charles  Ah 
Chapin  Hospital  during  the  past  ten  years.  This, 
however,  does  not  mean  that  they  do  not  occur,  but 
merely  indicates  that  they  are  uncommon. 

CARRIERS 

The  statement  that  “The  epidemiology  ( in  menin- 
gococcic meningitis)  is  quite  different  from  that  of 
an  ordinary  infectious  fever,  for  there  is  seldom 
more  than  one  case  in  a family  and  it  is  difficult  to 
trace  the  contagion”  is  very  much  the  same  state- 
ment that  has  been  made  in  text-books  for  polio- 
mvelitis.  At  the  present  stage  of  our  knowledge  of 

these  two  diseases,  the  same  answer  applies  to  both, 


namely  that  the  statement  is  true  as  far  as  meningitis 
is  concerned,  just  as  is  paralysis  in  poliomyelitis,  but 
that  both  are  actually  more  common  in  mild  or 
abortive  forms  than  has  been  generally  realized.  To 
the  other  part  of  the  statement  that  . . is  diffi- 

cult to  trace  the  contagion”  the  answer  is  that  the 
carriers  and  the  unrecognized  mild  upper  respiratory 
form  of  the  disease  are  frequently  the  source  of  the 
infection. 

Individuals  with  meningococcic  nasopharyngitis 
and  patients  recovered  from  meningitis  may  con- 
tinue to  harbor  the  organism  in  the  nasopharynx  for 
a variable  period  of  time.  These  are  known  as 
carriers  and  are  the  chief  source  for  the  dissemina- 
tion of  the  pathogens  either  by  direct  or  indirect 
contact.  Epidemiological  studies3  have  revealed  that 
an  epidemic  of  carriers  generally  precedes  an  epi- 
demic of  meningitis.  These,  together  with  the  large 
number  of  the  unrecognized  infections,  make  con- 
trol  of  the  disease  by  isolation  very  difficult  and  in 
fact  impossible.  Thus,  the  practice  of  segregating  a 
few  known  carriers  once  the  epidemic  is  well  under 
way  is  impractical  and  imposes  an  unnecessary  hard- 
ship on  the  individual  as  well  as  on  the  family. 
Efforts  to  control  the  spread  of  the  disease  by  ster- 
ilization of  the  nasopharynx  of  carriers  with  various 
kinds  of  antiseptics,  immune  serum  and  vaccine  have 
all  been  found  to  be  equally  ineffective.  At  the 
present  time  there  is  considerable  interest  in  the  use 
of  the  sulfonamides  as  a means  of  eliminating 
carriers  and  of  protecting  exposures.  Experience 
with  these  drugs  in  clinical  cases  of  meningococcic 
infections  throughout  the  world  has  been  spectacu- 
lar as  a cure.  They  may  be  equally  effective  as  a 
prophylactic  measure.  In  something  over  400  cases 
of  meningitis  treated  at  the  Charles  V.  Chapin  Hos- 
pital during  the  past  eighteen  months  there  was  not 
a single  case  of  carrier  state  after  a course  of  sulfa- 
diazine or  sulfanilamide  therapy.5  This  is  by  no 
means  conclusive  evidence  but  it  is  highly  signifi- 
cant. Study  of  a large  number  of  well  controlled 
cases  over  a period  of  years  would  be  required 
before  any  definite  opinion  could  be  expressed  on 
the  efficacy  of  the  sulfonamides  as  a means  of  pro- 
tecting the  exposures  and  of  sterilizing  the  naso- 
pharynx of  carriers. 

GENERAL  INFECTION 

In  accordance  with  the  new  conception  of  menin- 
gococcic infections,  a small  percentage  of  those  with 
nasopharyngitis  will  develop  general  blood  stream 
infection  or  meningococcemia.  This  phase  of  the 
disease  usually  lasts  only  a matter  of  a few  hours. 
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Involvement  of  the  meninges  may  take  place  so 
rapidly  that  general  blood  stream  infection  may  not 
be  apparent.  However,  in  some  instances  it  may  last 
for  many  days,  weeks,  and  even  months.  Symptoms 
and  signs  of  the  disease  at  this  stage  are  those  of 
septicemia  and  are  characterized  by  fever,  chills, 
headache  and  general  malaise.  The  patient  usually 
takes  to  his  bed  and  wishes  to  be  left  alone.  Physical 
signs  are  usually  absent.  The  prostration  and  the  sud- 
den onset  of  the  illness  together  with  the  lack  of 
physical  signs  suggest  influenza.  In  about  60%  to 
80%  of  the  cases  a rash  appears  during  the  bac- 
teriemic  stage.  It  is  commonly  in  the  form  of 
petechiae  measuring  a millimeter  or  more  in  diameter 
and  scattered  over  the  arms,  trunk  and  legs.  There 
may  be  only  a few  or  a large  number  of  them.  To  an 
experienced  observer  this  is  the  picture  of  the  disease 
for  which  the  name  “spotted  fever”  has  been  used  in 
the  past,  otherwise  known  as  meningococcemia.  The 
skin  eruptions  are  not  as  simple  as  described,  for  in 
many  instances  they  vary  widely  in  size,  kind  and 
distribution.  The  superficial  hemorrhages  may  be 
very  large  and  may  cover  almost  the  entire  body. 
In  severe  fulminating  cases,  hemorrhages  may  come 
also  from  the  respiratory  and  gastrointestinal  tracts. 
Distribution  of  the  lesions  may  be  confined  entirely 
to  the  forearms  and  lower  legs  thus  making  diagnosis 
difficult.  Confusion  may  be  increased  by  the  pres- 
ence of  macular  lesions  which  resemble  the  “rose 
spots”  of  typhoid  fever,  or  they  may  resemble  the 
iris-centered  lesions  of  erythema  multiforme.  It  is 
not  uncommon  to  find  small  hemorrhages  scattered 
among  macular,  maculo-papular,  and  erythema 
multiforme-like  lesions  in  the  same  individual.  These 
skin  eruptions  are  a manifestation  of  meningo- 
coccemia. The  meningococci  are  present  and  are 
often  cultured  from  the  lesions  as  well  as  from  the 
blood. 

FULMINATING  CASES 

In  the  early  part  of  an  epidemic  of  the  disease, 
severe  fulminating  cases  are  frequently  seen.  They 
constitute  a distinct  medical  problem,  requiring 
prompt  and  heroic  measures  which,  unfortunately, 
often  fail  to  accomplish  anything.  These  cases  are 
characterized  by  a sub-normal,  a slightly  elevated,  or 
an  extremely  high  temperature.  The  pulse  is  rapid 
and  feeble  or  it  may  be  so  weak  that  it  can  not  be 
felt  at  all  at  the  wrist.  The  respirations  are  rapid, 
extremities  cold  and  clammy,  and  the  systolic  blood 
pressure  is  less  than  ioo.  The  patient  may  continue 
to  be  conscious  or  lapse  into  coma.  The  color  is 
ashen  grey  or  markedly  cyanotic.  The  white  blood 


count  may  show  a leucopenia  or  a moderate  leuco- 
cvtosis.  There  may  be  extensive  skin  hemorrhages 
none  at  all.  In  brief,  the  patient  is  in  shock.  This 
'mmdition  is  believed  to  be  the  result  of  an  over- 
whelming toxemia  arising  presumably  from  the  high 
virulence  of  the  meningococcus  which  is  believed 
to  be  characteristic  of  the  pathogens  at  the  beginning 
of  an  epidemic.  Another  explanation  is  massive 
hemorrhages  in  the  adrenal  glands.  This  is  known 
as  the  Waterhouse-Friderichsen  syndrome.  Death 
results  from  circulatory  failure. 

OTHER  FOCI  OF  INFECTION 

The  presence  of  the  meningococcus  in  the  blood 
stream  may  cause  other  foci  of  infection  anywhere 
in  the  body.  Suppurative  arthritis  or  synovitis  occurs 
fairly  commonly  in  this  disease.  The  process  may 
develop  very  early  but  usually  appears  in  the  latter 
part  of  the  acute  stage  or  early  convalescence.  The 
involved  joint  may  become  markedly  swollen  and 
painful  and  may  contain  enough  purulent  material 
to  necessitate  aspiration.  The  infection  may  keep  the 
temperature  elevated  even  after  the  septicemia  and 
meningitis  are  under  control.  Before  the  advent  of 
the  sulfonamides  such  a complication  was  considered 
to  add  to  the  gravity  of  the  disease  and  to  affect  the 
prognosis  adversely  but  with  the  use  of  the  drugs, 
the  deleterious  effects  of  this  complication  on  the 
final  result  have  been  greatly  reduced.  Endarteritis 
may  cause  obstruction  to  the  flow  of  blood  in  small 
arteries,  especially  in  the  extremities  and  gangrene 
of  the  toes  or  fingers  may  develop.  Endocarditis, 
pericarditis  and  epididymitis  have  been  reported  but 
they  are  not  common. 

MENINGITIS 

A small  percentage  of  those  with  septicemia  may 
remain  as  such  for  a variable  period  of  time.  Some 
may  become  chronic  and  may  eventually  succumb 
to  it,  others  will  in  time  develop  meningitis.  The 
large  majority  of  the  patients  with  meningococcemia 
develop  meningitis  early.  There  seems  to  be  little 
doubt  that  the  meningococcus  has  a predilection  for 
the  meninges  in  the  same  manner  as  the  pneumo- 
coccus has  for  the  lungs.  As  stated  above,  the  organ- 
ism enters  the  central  nervous  system  through  the 
choroid  plexus.  Infection  of  the  meninges  is  char- 
acterized by  a splitting  headache  as  contrasted  with 
the  relatively  mild  headache  of  the  early  bacteriemic 
phase  of  the  disease.  From  then  on  the  symptoms 
progress  rapidly  so  that  within  an  hour  or  so  the 
patient  becomes  delirious,  then  comatose.  The  neck 
becomes  rigid  and  Brudzinski’s  and  Kernig’s  signs 
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are  positive.  In  some  cases  the  back  becomes  so 
rigid  as  to  develop  a marked  opisthotonos.  In  infants 
and  young  children  the  onset  of  the  disease  may  be 
ushered  in  by  a convulsion.  Signs  of  meningeal  irri- 
tation may  be  lacking,  but  if  the  fontanelles  are  open 
they  will  be  found  to  be  bulging  and  tense.  Lumbar 
puncture  reveals  cloudy  spinal  fluid  with  cell  count 
in  the  thousands  per  cubic  millimeter.  The  diagnosis 
is  finally  confirmed  by  finding  the  gram  negative 
neisseria  intracellularis.  It  may  be  pointed  out  here 
that  not  infrequently  the  organism  is  not  found.  This 
is  a well  recognized  peculiarity  of  the  meningococ- 
cus and  is  believed  to  be  due  to  autolysis.  Experience 
has  shown  that  under  such  circumstances  the  patient 
should  be  treated  for  meningococcic  meningitis  until 
proven  otherwise. 

Routine  lumbar  punctures  should  always  be  done 
for  diagnostic  purposes  except  for  a few  clear-cut 
cases  in  which  they  may  be  omitted  at  the  discretion 
of  an  experienced  clinician.  The  factors  that  would 
influence  the  decision  are,  first  of  all,  the  existence 
of  an  epidemic  in  the  community  and  second,  the 
presence  of  the  characteristic  skin  eruption  in  addi- 
tion to  other  symptoms  and  signs  of  general  infec- 
tion. If  there  is  any  doubt  at  all  a diagnostic  lumbar 
puncture  must  be  done.  There  is  enough  pneumo- 
coccic  and  haemophilus  influenzae  meningitis  pres- 
ent in  most  communities  to  make  this  procedure  a 
necessity.  These  diseases  require  antiserum  as  well 
as  sulfonamides  and  therefore  it  is  necessary  to  know 
not  only  the  organism  but  also -the  type.  The  time 
may  come  when  a drug  will  be  found  which  will  be 
efficacious  for  all  types  of  purulent  meningitis;  then, 
and  only  then,  a diagnostic  lumbar  puncture  may 
be  abolished  entirely.  Not  infrequently  the  initial 
specimen  of  spinal  fluid  may  show  normal  cellular 
and  chemical  findings  and  yet  the  organism  may  be 
present  in  the  smear  or  culture.  At  other  times  the 
fluid  may  be  entirely  negative  at  the  first  diagnostic 
puncture  but  positive  in  the  next,  after  an  interval  of 
only  a few  hours.  These  things  happen  often  enough 
to  keep  the  physician  always  on  the  alert. 

COMPLICATIONS 

Complications  following  meningococcic  menin- 
gitis are  not  numerous  but  they  may  affect  the 
patient  profoundly.  Only  a brief  discussion  of  the 
more  common  ones  need  be  made  in  this  paper. 
Permanent  deafness,  in  either  nne  or  both  ears,  is 
due  to  injury  of  the  eighth  cranial  nerve.  This 
usually  develops  in  the  acute  stage  of  the  disease. 
This  affliction  may  be  easily  noted  in  an  adult  as 


the  patient  regains  consciousness  but  in  infants  it 
may  be  overlooked  and  discovered  only  at  some 
later  date.  Labyrinthitis  without  deafness  develops 
in  a few  cases  but  usually  subsides  by  the  time  the 
patient  is  discharged  from  the  hospital.  Paresis  of  the 
third  and  the  sixth  cranial  nerves  occurs  fairly  fre- 
quently but  they  too  are  usually  not  permanent. 
Facial  paralysis  on  one  side  is  not  uncommon  but 
bilateral  facial  paralysis  is  unusual.  Patients  with  this 
complication  invariably  recover  in  a few  weeks  or 
months. 

A case  with  damage  to  the  optic  nerve  (primary), 
the  third,  sixth,  and  the  seventh  cranial  nerves  on 
one  side  and  the  eighth  on  both  sides  was  treated  at 
the  Charles  V.  Chapin  Hospital  last  year.  In  addition, 
this  patient  had  a transverse  myelitis  accompanied 
by  the  usual  trophic  ulcer  in  the  sacrum.  The  patient 
-recovered  from  the  meningitis  and  at  discharge,  six 
months  after  admission,  had  recovered  from  all  com- 
plications except  the  blindness  of  one  eye  and  the 
impaired  hearing. 

Damage  to  the  brain  as  a result  of  encephalitis  is 
difficult  to  determine  during  early  convalescence. 
Gordon6  in  a follow-up  study  at  the  Herman  Kiefer 
Hospital  following  the  1 927-193 1 epidemic  in 
Detroit,  found  a fair  number  of  cases  with  signs  of 
brain  injury.  Hydrocephalus  was  one  of  the  dreaded 
and  common  complications  in  infants  in  the  days  of 
antiserum  therapy.  It  is  interesting  to  speculate 
whether  the  sulfonamides  have  reduced  the  inci- 
dence of  this  complication. 

PROGNOSIS 

Meningococcic  meningitis  was  one  of  the  most 
deadly  diseases  of  man.  (Note  that  I used  the  past 
tense.)  Prior  to  the  use  of  the  antiserum,  the  case 
fatality  rate  was  between  60%  and  90%.  The  dis- 
covery of  the  antimeningococcus  serum  by  Jochman 
of  Germany  and  Flexner  of  the  United  States  fol- 
lowed a period  of  intense  research  and  studies  to 
improve  the  serum  and  to  find  the  best  method  of 
administering  it  to  the  patient.  The  first  World  War 
brought  about  a better  understanding  of  the  disease, 
also  a decided  improvement  in  the  serum  and  in  the 
method  of  treatment.  Extensive  use  of  this  thera- 
peutic agent  reduced  the  mortality  rate  by  one  half. 
But,  in  spite  of  all  these  gains,  the  average  case 
mortality  rate  for  the  entire  country  was  still  high, 
between  40%  and  50%.  It  is  true  that  in  many  epi- 
demics the  mortality  rate  was  less  than  20%  yet  in 
many  other  epidemics  it  was  as  high  as  70%.  The 
higher  rate  occurred  frequently  at  the  beginning  of 
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a major  epidemic  of  the  disease.  In  1935  great  inter- 
est was  aroused  by  the  work  of  Ferry7  and  Hoyne8 
and  their  use  of  meningococcus  antitoxin.  Hoyne 
reported  remarkably  good  results  in  Chicago  and 
others  reported  favorably  on  behalf  of  the  antitoxin, 
but  these  good  results  were  not  universal9  and  the 
search  for  a more  efficient  remedy  continued. 

TREATMENT 

In  the  spring  of  1937,  Schwentker  and  his  col- 
leagues10 of  Baltimore  reported  on  the  successful 
treatment  in  ten  out  of  eleven  cases  of  meningo- 
coccic  infection— ten  of  meningitis  and  one  of  men- 
ingococcemia— with  sulfanilamide.  This  was  the  be- 
ginning of  an  era  of  brilliant  results  in  the  treatment 
of  this  disease  and  has  left  workers  in  this  field 
pinching  themselves  to  determine  whether  they  are 
awake  or  still  in  a dream. 

The  use  of  the  sulfonamides  has  reduced  the  aver- 
age case  mortality  rate  of  between  40%  and  50%  to 
less  than  10%.  In  several  instances  the  mortality  rate 
has  been  reported  to  be  less  than  i%.ri  When  the 
average  for  the  country  is  finally  computed,  it  will 
probably  be  around  5%.  This  is  remarkable  in  a 
disease  so  highly  fatal  at  best,  and  where  age  and 
promptness  of  diagnosis  are  so  important  in  the  final 
outcome.  It  is  a constant  marvel  and  satisfaction  to 
see  a wildly  delirious  and  seriously  sick  patient 
awaken  and  become  quiet  and  smiling  after  two  or 
three  days  of  chemotherapy.  This  is  the  more  re- 
markable when  one  realizes  that  his  recovery  is 
brought  about  by  the  mere  taking  of  a number  of 
ordinary  looking  pills.  If  sulfonamide  therapy  had 
no  influence  on  any  other  disease  except  meningo- 
coccic  meningitis  it  would  still  be  rated  at  the  top  of 
the  list  of  great  discoveries  but  since  it  is  effective 
in  many  other  diseases  it  is  all  the  more  important. 

The  neisseria  intracellularis  is  apparently  vulner- 
able to  most  of  the  sulfonamides.  Excellent  results 
have  been  reported  after  the  use  of  sulfanilamide, 
sulfapyridine,  sulfathiazol,  sulfadiazine  and  sulfa- 
merazine.  Since  sulfadiazine  has  been  placed  on  the 
market  it  has  been  the  drug  widely  used.  It  has 
many  advantages  over  the  others  with  the  exception 
perhaps  of  sulfamerazine.  This  last  one  is  a relatively 
new  drug  and  requires  time  to  prove  its  merits. 

METHODS  OF  TREATMENT  AND  DOSAGES 

The  administration  of  the  sulfonamides  is  so  simple 
compared  with  former  methods  of  antiserum  ther- 
apy that  it  has  enabled  many  civilian  hospitals  to 
carry  on  the  care  of  these  cases  adequately  in  spite 


of  the  reduced  hospital  personnel  and  physicians  in 
this  time  of  national  emergency.  Once  the  first 
struggle  for  a diagnostic  lumbar  puncture  is  over, 
the  rest  is  relatively  simple.  In  most  cases  the  initial 
dose  of  the  drug  is  given  by  the  intravenous  route. 
This  is  done  to  insure  as  quickly  as  possible,  a satis- 
factory concentration  of  the  drug  in  the  blood  and 
the  spinal  fluid.  In  less  severe  cases,  the  initial  dose 
may  be  given  by  mouth.  The  maintenance  doses  are 
preferably  given  by  mouth.  The  oral  method  is  cer- 
tain to  give  a more  uniform  blood  concentration  of 
the  drug  than  is  obtained  by  the  intravenous  route 
or  hypodermoclysis.  If  the  patient  is  uncooperative 
or  unable  to  swallow,  a Levine  tube  may  be  used 
until  the  patient  is  conscious  and  able  to  take  the 
drug  voluntarily. 

I he  doses  and  the  length  of  chemotherapy  vary 
with  physicians  and  with  clinics,  and  are  dictated  in 
a large  measure  by  experience  and  results.  The  j 
optimum  concentration  of  the  drug  in  the  blood  for 
moderately  severe  infection  in  most  diseases  is  about  I 
10  mg.  per  100  c.c.  of  blood.  This  holds  true  for  : 
meningococcemia  or  meningitis.  However,  concen- 
trations as  low  as  4.5  mg.  have  produced  recoveries 
even  in  moderately  sick  patients.  Concentration  be- 
tween 7 mg.  and  9 mg.  per  100  c.c.  of  blood  has  been 
found  to  be  satisfactory  in  most  cases  but  in  severe 
cases  the  blood  level  should  be  at  least  10  mg.  The 
average  initial  dose  for  patients  weighing  between 
100  and  170  pounds  is  5 grams  (75  grains).  The  usual  j 
maintenance  dose  for  this  weight  group  is  1 gram 
(15  grains)  given  every  four  hours,  day  and  night. 
In  very  large  patients  weighing  over  170  pounds, 
the  initial  dose  is  about  6 grams  (90  grains)  and  the 
maintenance  is  1.5  grams  (22.5  grains).  The  dose  in 
young  children  and  infants  is  scaled  to  their  weight, 
and  averages  about  0.065  grams  ( 1 grain)  per  pound. 
It  is  not  necessary  to  calculate  the  doses  accurately 
nor  is  it  imperative  that  the  blood  level  be  10  mg. 
per  100  c.c.  of  blood  unless  the  patient  is  seriously 
sick.  In  such  cases  the  blood  concentration  should 
be  determined  within  1 2 hours  and  the  maintenance 
dose  increased  or  an  extra  large  dose  given  if  the 
level  is  too  low.  This  intensive  method  of  therapy 
may  be  continued  for  four  or  five  days  before  it  is 
reduced  either  by  increasing  the  intervals  between 
administrations  of  the  drug  or  by  omitting  the  night 
doses.  The  advantage  of  the  latter  procedure  is  that 
it  allows  the  patient  a good  nights’  rest.  The  drug  is 
continued  for  four  or  five  more  days  before  it  is 
discontinued  entirely.  Such  a routine  may  be  modi- 
fied according  to  the  condition  of  the  patient.  If 
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there  are  complications  or  the  temperature  remains 
elevated  and  the  patient  continues  to  be  severely  ill, 
the  drug  should  be  given  for  a longer  period  of 
time.  Usually  drug  therapy  is  completed  in  eight  to 
ten  days. 

Alkali  has  been  advocated  as  an  adjunct  to  the 
sulfonamides  to  eliminate  the  formation  of  crystals 
and  damage  to  the  kidneys.  This  is  particularly 
advisable  in  elderly  patients  and  others  with  history 
of  kidney  disease.  An  alternative  is  the  administra- 
tion of  sulfanilamide  instead  of  the  other  sulfona- 
mides as  this  drug  has  no  deleterious  effect  on  the 
kidneys.  Children  and  young  adults  tolerate  the 
drugs  fairly  well  without  the  alkali  provided  the 
fluid  intake  is  maintained  at  a high  level,  usually 
about  3000  c.c.  in  24  hours  for  adults  and  between 
1000  c.c.  to  2000  c.c.  for  children. 

In  severe  fulminating  cases  presenting  the  Water- 
house-Friderichsen syndrome,  the  drug  should  be 
maintained  at  a high  level,  and  in  addition  energetic 
measures  to  combat  the  shock  should  be  taken  with- 
out delay.  There  is,  unfortunately,  no  sure  wav  of 
relieving  this  condition.  Jhe  present  method  of 
treatment  includes  a large  amount  of  5%  dextrose 
in  physiologic  sodium  chloride  solution  given  intra- 
venously. The  dextrose  is  useful  in  relieving  the 
hypoglycemia  which  accompanies  the  shock.  Blood 
and  plasma  transfusions  have  been  recommended. 
Adrenal  cortical  extract  in  doses  of  10  c.c.  to  25 
c.c.  should  be  added  to  the  intravenous  infusion  in 
adults  and  an  equal  amount  given  subcutaneously. 
Smaller  doses  are  indicated  in  infants  and  young 
children.  The  extract  is  repeated  at  intervals  until 
the  syndrome  has  subsided.  Desoxycorticosterone 
in  oil  may  be  given  in  place  of  the  cortical  extract  if 
less  frequent  injections  are  desired.  1 he  entire  emer- 
gency treatment  is  continued  until  the  systolic  blood 
pressure  remains  over  100  millimeters  of  mercury. 

Relapses  in  meningococcic  meningitis  with  anti- 
serum therapy  have  been  quoted  to  be  20%  to  30%. 1 
With  chemotherapy  and  with  the  above  routine 
procedure  of  treatment  there  has  not  been  a single 
case  of  relapse  in  something  over  400  cases  treated 
at  the  Charles  V.  Chapin  Hospital.  Antiserum  has  not 
been  found  to  be  of  any  additional  value  to  the 
drugs. 

SUMMARY 

The  disease  caused  by  the  neisseria  intracellularis 
is  more  widespread  than  has  been  generally  realized. 
It  ranges  from  a simple  upper  respiratory  infection 


to  the  severe  and  often  fulminating  meningococ- 
cemia  or  meningitis.  The  chief  sources  for  the  spread 
of  the  disease  are  the  carriers  and  the  mild  unrecog- 
nized cases  of  upper  respiratory  involvement.  At 
present  there  are,  with  the  exception  perhaps  of  the 
sulfonamides,  no  effective  means  of  treating  the 
carriers  or  of  actively  immunizing  the  community 
as  a whole  other  than  the  immunization  derived  from 
contact  with  the  disease  itself. 

Treatment  of  the  more  serious  forms  of  this 
disease,  the  meningococcemia  and  meningitis,  has 
been  revolutionized  and  simplified  by  the  sulfona- 
mides; the  case  fatality  rate  reduced  from  the  coun- 
try’s average  of  between  40%  and  50%  to  an  un- 
believably low  rate  of  less  than  10%.  Thus,  at  once, 
this  deadly  disease  of  man  has  been  placed  in  the 
category  of  curable  diseases  by  these  truly  remark- 
able drugs. 
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C ince  the  days  of  Lister  and  Koch  the  progress  of 
^ surgery  and  medicine  has  been  dramatically 
rapid.  Surgical  operations  became  attended  by  a 
rapidly  decreasing  mortality  rate,  as  aseptic  technic 
was  known  and  gradually  accepted.  The  discovery 
of  bacteria  as  the  etiologic  factor  in  many  diseases 
gave  new  impetus  to  diagnostic  medicine  and  estab- 
lished the  importance  of  the  diagnostic  laboratory. 
1 he  introduction  of  the  x-ray  by  Roentgen  made  it 
possible  for  the  clinician  to  rely  more  upon  facts 
and  tremendously  decreased  the  necessity  for  guess- 
work. The  use  of  prophylactic  vaccines  and  thera- 
peutic sera  became  increasingly  responsible  for 
lowered  morbidity  and  decreased  mortality  in  many 
previously  dread  diseases.  The  work  of  the  Army 
and  Navy  medical  corps  and  the  U.  S.  Public  Health 
Service  as  well  as  the  investigative  activities  of  the 
various  research  foundations  and  medical  schools, 
constantly  added  new  discoveries  and  provided 
practical  improvements  upon  older  methods.  Then, 
less  than  a decade  ago,  came  the  introduction  of  the 
sulfonamides.  The  production,  in  rapid  succession, 
of  more  and  more  members  of  the  therapeutic 
sulfonamide  family,  has  left  most  of  us  a bit  dizzy 
and  aghast.  Upon  the  scene  very  recently  has  come 
penicillin  with  therapeutic  results,  in  many  diseases, 
which  seem  nothing  short  of  miraculous. 

1 he  past  sixty  years,  then,  have  witnessed  the 
rapid  pace  of  medical  progress,  with  progress  in  the 
past  decade  having  attained  almost  unbelievable 
speed.  It  is  possible  no  longer  for  one  human  being 
to  encompass  even  a smattering  of  knowledge  con- 
cerning the  entire  field  of  medicine  and  so,  to  meet 
the  demand  for  greater  knowledge  of  limited 
branches,  the  medical  and  surgical  specialties  have 
developed. 


I he  specialist  with  his  detailed  knowledge  and 
training  in  one  particular  branch  of  medicine  or 
surgery  established  himself  in  the  larger  urban  areas 
where  hospitals  or  clinics  with  adequate  equipment 
could  provide  a workshop.  Thus,  he  was  available  to 
the  greatest  possible  number  of  people  in  that  par- 
ticular area  and  expected  that,  because  of  his  addi- 
tional training,  higher  fees  could  be  charged.  With 
specialists  increasing  in  number,  the  cost  of  profes- 
sional care  mounted  until  it  became  quite  a financial 
burden  to  the  majority  of  those  by  whom  it  was 
needed.  Parallel  with  the  above  cost,  hospital  bills 
also  were  rising.  Our  advances  in  the  technology  of 
medicine,  then,  have  outstripped,  by  far,  their  appli- 
cation to  social  needs. 

It  is  a recognized  fact  that  the  general  practitioner  I 
is  perfectly  able  to  take  care  of  at  least  80%  of  the  | 
illnesses  to  which  flesh  is  heir.  The  true  skill  of  the 
general  practitioner  comes  not  only  in  being  able  to 
care  for  four-fifths  of  human  illness,  with  mother 
nature  s aid,  but  also  in  his  ability  to  recognize 
quickly  the  one-fifth  which  needs  the  additional 
care  of  the  specialist  or  the  hospital. 

This  actually  means  that,  for  the  total  population, 
the  heavy  burden  of  the  cost  of  medical  care  falls 
upon  a relatively  small  group  during  any  one  period. 

I he  catastrophe  load,  however,  when  it  comes  can- 
not be  adequately  met  except  by  a small  group.  A 
small  group  of  approximately  10-15%  °f  the  popu- 
lation, can  actually  pay  to  the  hospital  the  cost  of 
its  care  and  the  remaining  group  is  capable  of  pay- 
ing a small  to  a relatively  large  percentage  of  the 
total  cost  of  hospitalization. 

Gradually,  as  a result  of  the  increasing  catastrophe 
load  upon  the  sick  individual  or  upon  the  family  I 
unit,  hospital  insurance  plans  came  into  being  and  at 
the  present  time  have  become  available,  in  one  form 
or  another,  to  approximately  25,000,000  of  our 
population. 

As  medicine  progressed  and  became  more  detailed 
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not  only  in  its  attempt  to  treat  the  patient  but  also 
to  influence  him  in  relation  to  his  environment,  it 
was  obvious  that  the  physician  no  longer  had  suffi- 
cient time  to  help  the  patient  through  all  of  these 
new  complexities.  In  order  to  meet  this  demand  the 
profession  of  medical  social  workers  was  born  and 
has  grown  rapidly  to  its  present  place  of  importance 
in  helping  to  provide  better  integration  of  medical 
and  socio-economic  aid  for  the  patient.  L he  social 
worker,  then,  is  the  liaison  officer  between  the 
patient  and  the  physician,  the  hospital,  the  clinic, 
and  the  various  private,  church,  or  governmental 
welfare  agencies. 

The  task  of  the  medical  social  worker  can  be  per- 
formed most  adequately  if  she  will  insist  always 
upon  keeping  the  true  needs  and  welfare  of  the 
patient  first  and  foremost  in  her  own  attention,  and 
in  the  attention  of  her  group.  She,  therefore,  will 
( i ) not  allow  any  personality  conflict,  or  difference 
of  opinion,  between  herself  and  the  patient’s  physi- 
cian, to  deter  the  proper  progress  of  the  patient  in 
his  therapy  or  rehabilitation;  (2)  be  careful  not  to 
destroy  or  alter  the  patient’s  confidence  in  his  physi- 
cian, realizing  the  importance  of  this  personal  bond; 
(3)  not  allow  herself  to  become  so  wholly  fascinated 
by  the  patient’s  diagnosis  or  the  establishment  there- 
of, that  she  forgets  the  importance  of  the  part  she 
plays  in  assisting  with  his  rehabilitation;  (4)  refrain 
from  becoming  involved  in  discussions  of  diagnosis 
and  therapy  with  the  patient  except  where  there  has 
been  an  agreement  with  the  physician  in  charge 
concerning  such  a plan  of  action;  (5)  constantly 
strive  to  cooperate  with  other  agencies  in  an  attempt 
to  aid  in  the  most  adequate  reinstatement  of  the 
patient  into  his  proper  environment. 


It  is  often  difficult  for  the  social  worker  to  extract 
from  medical  addresses  and  literature  that  material 
which  will  have  most  value  for  her  in  developing 
greater  ability  to  be  helpful  to  patients.  It  is  so  very 
easy  to  pick  up  catchy  and  supposedly  new  words 
and  phrases  such  as  “Psychosomatic  Medicine.”  We 
then  proceed  to  wear  them  threadbare  by  overuse, 
and  frequently  fail  to  realize  that  the  above  term 
merely  describes  the  type  of  medicine  which  the 
grand  old  family  physician  has  been  practicing  for 
generations.  He  has  been  such  a helpful  family  doc- 
tor because  he  has  always  appreciated  that  Mind  and 
Body  are  no  more  separable  in  disease  than  they  are 
in  our  everyday  living  and  in  our  contact  with  our 
fellow  men.  True,  the  family  physician  used  no 
high  sounding  phrases  to  describe  the  condition 
which  brought  forth  a “heart  attack”  in  Mother  just 
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before  the  marriage  of  each  of  her  sons,  but  he  did 
know  just  how  to  handle  Mother,  as  well  as  the  re- 
maining members  of  the  family,  so  that  the  regular 
routine  of  life  was  never  too  seriously  impaired! 

THOUGHTS  FOR  THE  FUTURE 

With  all  of  our  splendid  background  of  medical 
progress,  our  hospitals,  our  clinics,  our  general  prac- 
titioners, our  specialists,  our  social  workers,  we  thus 
far  have  not  brought  totally  adequate  medical  care 
within  reach  of  the  great  majority  of  our  popula- 
tion. We  have  been  unwilling,  largely,  to  admit  that 
the  term  “medical  ethics”  is  synonymous  with 
“medical  economics.”  Our  present  and  generally 
accepted  system  of  medical  practice  is  inefficient  and 
uneconomical  of  both  medical  manpower  and  medi- 
cal equipment.  There  is  constant  duplication  of 
expensive  diagnostic  and  therapeutic  apparatus  in 
individual  physician’s  offices  as  well  as  in  groups  of 
offices.  If  such  apparatus  can  be  kept  in  a central 
place  such  as  a large  community  hospital  properly 
staffed  so  that  the  equipment  may  be  used,  when 
needed,  on  a 24  hour  per  day  basis,  the  high  cost  of 
both  diagnostic  and  therapeutic  medicine  can  be 
reduced  appreciably.  It  then  would  be  unnecessary 
for  smaller  hospitals  in  surrounding  communities  to 
purchase  and  maintain  such  expensive  and  relatively 
infrequently  used  pieces  of  diagnostic  and  thera- 
peutic equipment.  The  small  rural  hospital  could  and 
should  depend  increasingly  upon  the  large  com- 
munity hospital  for  help  in  its  difficult  and  special- 
ized problems. 

The  large  community  hospital,  then,  should  be- 
come the  center  of  medical  care  for  the  entire  sur- 
rounding area.  The  Out  Patient  Department  of  the 
Community  Hospital  should  be  the  center  of  the 
area  for  ambulatory  and  preventive  medical  care. 

Adequate  care  of  the  ambulatory  patient  whose 
illness  does  not  necessitate  hospital  bed  care,  should 
be  the  prime  consideration  of  the  Out  Patient  Clinic. 
Those  communities  whose  hospitals  do  not  have  an 
Out  Patient  Department  are  forced  to  waste  mate- 
rial, equipment,  and  the  time  consumed  in  24  hour 
personnel  coverage,  to  care  for  numerous  patients 
whose  real  needs  do  not  call  for  hospitalization.  This 
constitutes  an  economic  and  professional  waste  and, 
unnecessarily,  increases  the  cost  of  medical  care  to 
the  community. 

Few,  if  any,  of  the  present  Hospital  Insurance 
Plans  make  provision  for  the  payment  of  the  Out 
Patient  bill  for  the  diagnostic  workup  of  the  patient. 
This  one  fact  alone  is  still  responsible  for  the  un- 
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necessary"  hospitalization  of  quite  a large  number  of 
patients  per  year. 

In  peacetime  there  is  a tremendous  waste  of  young 
medical  manpower.  The  medical  graduate  completes 
his  hospital  training  and  is  well  equipped  with  the 
very  best  of  the  up-to-date  diagnostic  and  thera- 
peutic knowledge.  He  must  wait  and  “mark  time,” 
however,  for  a period  of  two  to  five  years  (depend- 
ing upon  his  location)  before  he  can  begin  to  be 
either  professionally  or  economically  productive. 
Frequently  during  this  stage,  he  has  no  hospital  or 
clinic  position  or  if  he  has,  such  positions  are  quite 
likely  to  provide  no  financial  remuneration. 

With  plans  for  the  proper  distribution  of  medical 
care  in  the  immediate  offing,  those  of  us  who  are 


vitally  interested,  first  and  foremost  in  the  welfare 
of  the  patient,  must  give  considerable  thought  to 
the  foundation  upon  which  such  a system  is  to  be 
constructed.  If  the  future  control  of  the  patient’s 
medical  welfare  is  to  be  allowed  to  come  under  the 
influence  either  of  professional  politicians  or  imprac- 
tical visionaries,  the  patient  shall  certainly  be  more 
unfortunate  that  he  is  under  the  present  regimen. 
We,  however,  have  faith  that  if  the  new  system 
functions  in  and  through  the  community  hospital, 
with  adequate  non-political  advisory  control  bv  the 
community,  the  church,  the  medical  profession,  and 
the  social  service  agencies,  it  will  provide  for  an 
excellent  distribution  of  the  type  of  medical  care 
which  we  shall  be  most  happy  for  our  patients  to 
have. 


THE  POSITION  OF  THE  AMERICAN  CANCER  SOCIETY  AND  THE  FIELD 

ARMY  IN  CONNECTICUT 

A.  N.  Creadick,  m.d.,  New  Haven 


The  Author.  Chairman  of  the  Connecticut  Division 
American  Cancer  Society  and  Field  Army 


'T'wenty  years  from  now  our  successors  will 
smile  indulgently  at  our  efforts  to  control  and 
cure  cancer.  For  the  present  we  can  only  make  use 
of  such  facilities  as  are  available  and  pursue  further 
research.  We  have  but  one  program  and  that  de- 
pends on  case  finding  and  early  diagnosis.  In  order 
to  uncover  and  diagnose  early  cases,  we  must  have 
an  alert  medical  profession  and  a cancer  conscious 
laity.  We  run  a risk  of  psychological  dangers  in 
arousing  the  laity,  but  relief  resulting  from  a nega- 
tive diagnosis  and  the  successes  attendent  upon  the 
early  diagnosis  and  treatment  of  positive  cases  both 
tend  to  minimize  these  pitfalls.  As  a matter  of  fact, 
educating  the  layman  in  the  advantages  to  be  de- 
rived from  a complete  physical  examination  and  an 
acquaintance  with  the  simpler  procedures,  such  as 
biopsy,  exerts  a wholesome  influence  as  well  on’  the 
careless  or  indifferent  medical  practitioner. 

Successful  treatment  of  cancer  rests  upon  accur- 
ate and  prompt  recognition  of  suspicious  areas, 
subjection  of  such  tissue  to  microscopic  study,  fol- 
lowed by  total  eradication  of  the  focus  and  sub- 


sequent examinations  at  frequent  intervals  to  avoid 
recurrence. 

T here  are  as  yet  only  three  successful  agents  for 
treatment,  surgery,  x-ray,  and  radium.  Choice  of 
procedure  in  each  case  involves  a discussion  between 
pathologist  surgeon  and  radiologist.  It  early  became 
apparent  that  the  control  and  cure  of  cancer 
required  intimate  collaboration  between  several 
individuals  and  had  to  be  conducted  in  “clinics”  or 
“conferences”  to  be  economical  and  efficient. 
F urthermore,  the  prolongation  of  life  expectancy 
in  the  population  as  a whole  produced  a larger 
number  of  people  in  the  cancer-age  group  and  a 
marked  rise  in  incidence.  Nevertheless,  the  number 
of  cases  seen  by  any  one  practitioner  was  small, 
such  cases  were  apt  to  be  advanced,  were  not  cured 
by  treatment  and  led  to  a fatalistic  outlook  on  the 
part  of  the  attendant,  which  was  quickly  sensed  bv 
the  laity  and  further  increased  fear. 

The  American  College  of  Surgeons  is  responsible 
for  the  institution  of  Tumor  Registration  and  the 
formation  of  the  conference  plan  for  the  treatment 
of  the  individual  cases.  They  maintain  a staff  who 
advise  and  assist  in  the  establishment  of  cancer 
clinics.  Priority  in  interest  is  the  patient,  next  is  the 
furtherance  of  research,  but  thirdly  there  exists  a 
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need  for  a forceful  lay  body  to  educate  both  the 
practitioner  and  the  layman. 

For  these  purposes  there  was  organized  in  New 
York  in  1913  a national  body  known  as  the 
American  Society  for  the  Control  of  Cancer.  This 
today  is  the  one  great  national  organization  pri- 
marily engaged  in  cancer  education.  Its  central 
office  is  at  350  Madison  Avenue,  New  York  City. 

For  a number  of  years  the  Society  attempted  to 
organize  local  branches  in  various  states,  but  soon 
found  that  such  branches  would  be  ineffective 
until  the  organized  medical  profession  was  more 
active  in  assuming  responsibility.  In  order  to 
bring  this  about  it  was  necessary  to  convince  state 
and  county  medical  societies  that  early  cancer  was 
curable  in  most  cases. 

Intensive  educational  campaigns  on  cancer  of 
the  breast  and  of  the  uterus  were  held  on  succes- 
sive years.  Literature,  films,  exhibits,  and  speakers 
were  provided  for  many  state  and  county 
societies.  Slowly  at  first,  but  with  increasing 
momentum,  the  profession  responded.  It  aban- 
doned its  former  pessimism  and  began  to  take  a 
new  interest  in  fighting  cancer. 

Through  all  of  this  development  several  medi- 
cal field  representatives  of  the  American  Society 
for  the  Control  of  Cancer  were  moving  about  the 
country  stimulating  and  directing  the  local  inter- 
ests and  activitv  wherever  it  was  desired. 

The  importance  of  the  cancer  committees  of 
the  state  medical  societies  cannot  be  overesti- 
mated. In  several  states  excellent  booklets  dealing 
with  cancer  have  been  prepared  by  them  and  have 
had  wide  distribution  among  the  profession.  These 
booklets  have  not  only  provided  the  doctors  with 
the  latest  information  on  the  diagnosis  and  treat- 
ment of  cancer  but  have,  by  so  doing,  helped  to 
change  their  attitude  towards  the  disease. 

The  dangers  in  a lay  publicity  program  are  evir 
dent: 

(a)  “The  fear  element,”  already  mentioned  re- 
quires an  impersonal  presentation  of  facts. 

(b)  Confidence  must  be  aroused  by  accurate  re- 
ports, by  discouraging  speculation,  and  avoiding 
raising  false  hopes. 

(c)  Routine  and  complete  physical  examinations 
require  intelligent  lay  support  and  may  arouse  pro- 
fessional ire. 

(d)  Cancer  education  must  be  tactful.  Discussion 
of  symptoms  is  intimate;  certain  sites  in  which  the 
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occurrence  of  cancer  is  frequent  should  not  be 
publicly  discussed. 

(e)  The  program  has  to  be  repeated  year  after 
year  as  additional  segments  of  the  population  grow 
up  into  the  dangerous  age.  Eternal  vigilance  is  the 
price  of  freedom  from  unnecessary  risks. 

(f)  Patience  and  attention  to  seemingly  unim- 
portant details  are  necessary  for  successful  cancer 
education. 

For  all  these  reasons  it  seemed  that  women,  who 
are  the  chief  sufferers  from  cancer,  should  be  the 
leaders  of  a continuing  educational  campaign. 

The  American  Society  for  the  Control  of  Can- 
cer, in  reviewing  possible  national  orgnaizations 
of  women  which  might  be  used  for  this  purpose, 
found  several  that  were  promising.  The  General 
Federation  of  Women’s  Clubs  was  the  largest  and 
most  prominent,  but  the  American  Association  of 
University  Women,  the  National  Federation  of 
Business  and  Professional  Women’s  Clubs,  the 
nursing  organizations,  the  medical  auxiliaries,  the 
various  religious  groups  and  others  were  also 
important. 

All  of  these  have  been  interested  and  enlisted  in 
the  fight  to  cut  the  death  rate  from  cancer. 

The  active  interest  of  existing  organizations, 
although  of  great  value,  was  not  enough  to  insure 
the  development  of  a sufficiently  comprehensive 
and  versatile  campaign  against  cancer.  Some  par- 
ticular organization  was  very  definitely  needed. 
For  that  purpose  the  American  Society  for  the 
Control  of  Cancer  created,  as  a part  of  its  activity, 
a national  body  known  as  the  Field  Army  Against 
Cancer. 

The  main  objective  of  this  group  is  the  educa- 
tion of  lay  persons,  especially  women,  concerning 
the  danger  signals  of  cancer;  what  to  do  about 
them  and  what  the  outcome  of  prompt  action 
may  be.  In  order  to  accomplish  this  result  most 
successfully  an  enlistment  campaign  is  conducted 
annually  in  April.  During  this  campaign  as  many 
persons  as  possible  are  asked  to  join  the  Field 
Army. 

Membership  is  a dollar,  of  which  seventy  cents 
are  retained  by  the  state  in  which  the  enlistment 
was  made,  to  be  expended  there  under  a budget 
prepared  and  administered  by  the  state  unit  of 
the  Field  Army.  The  other  thirty  cents  come  to 
the  National  Society  to  be  used  by  it  in  the 
planning  and  preparation  of  educational  material, 
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the  conduct  of  national  publicity  concerning  the 
Field  Army,  and  the  salaries  and  expenses  of  its 
field  representatives  who  largely  are  engaged  in 
Field  Army  activities. 

The  value  of  April  as  the  focal  point  of  the 
campaign  was  materially  strengthened  and  estab- 
lished by  the  action  of  Congress  which  definitely 
designated  that  month  of  each  year  as  Cancer 
Control  Month  and  authorized  the  President  to 
issue  a proclamation  to  that  effect.* 

The  position  of  the  American  Cancer  Society, 
Connecticut  Branch,  is  assured  by  a joint  agreement 
between  the  National  Headquarters  and  the  State 
Tumor  Committee  which  guarantees  that  the  lay 
activities  shall  be  in  accordance  with  good  medical 
practice.  The  lay  Connecticut  organization  pro- 
vides: (a)  for  the  education  of  the  public.  Of 
course,  this  means  consciousness  of  early  symp- 
toms, the  importance  of  early  diagnosis,  the  emphasis 

*This  statement  of  history  and  objectives  was  prepared  by 
Dr.  C.  C.  Little,  Director. 


on  dispelling  fear,  judicious  use  of  statistics  on 
results  and  information  as  to  available  facilities  for 
diagnosis.  In  the  history  of  the  anti-tuberculosis 
program  one  of  the  most  effective  groups  amongst 
the  laity  were  the  alumni.  Hitherto  no  use  of  the 
cured  cancer  patients  as  a means  of  propaganda  has 
been  attempted.  Hereafter  the  relieved  cases  should 
be  the  best  aids  for  each  of  the  tumor  clinics,  (b) 
Where  there  is  a need  for  new  supplies,  instruments, 
x-ray  facilities,  etc.,  the  lay  organization  has  been 
able  to  provide  funds  and  will  be  more  useful  in 
this  field  in  the  future  so  that  no  agency  should  feel 
handicapped  in  any  way  if  they  will  report  their 
needs  to  the  Local  Field  Army,  (c)  Where  there 
are  no  social  service  organizations,  Motor  Corps, 
and  similar  agencies  to  call  on,  the  Local  Field  Army 
will  cooperate  in  the  transportation  of  patients  to 
clinics,  providing  care  for  children  while  the 
patients  attend  the  clinics,  etc.  (d)  No  better 
agency  is  available  for  publicizing  the  need  for  beds 
for  the  indigent  in  hospitals  and  convalescent  insti- 
tutions. 


BALLOTS  FOR  MEMBERS  IN  MILITARY  SERVICE 


As  one  of  its  functions,  the  War  Participation  Committee  has  attempted  to  find 
a course  of  action  to  expedite  the  sending  of  absentee  ballots  to  members  of  the 
State  Medical  Society  who  are  serving  in  the  armed  forces.  In  answer  to  a letter 
of  inquiry  on  the  matter,  Arthur  F.  Brown,  acting  Secretary  of  State,  replies, 
“We  appreciate  your  desire  to  assist  the  members  of  your  Society.  . . . We 

believe  that  if  you  will  prepare  a list  of  the  members  of  your  society  by  towns 
and  give  such  lists  to  the  registrars  of  voters  of  the  towns  concerned,  you  will 
get  prompt  action  in  the  sending  out  of  an  absentee  ballot  to  any  person  to  whom 
an  absentee  ballot  has  not  thus  far  been  sent.”  This  suggestion  is  being  followed 
and  the  registrars  of  the  various  towns  have  been  given  lists  of  our  members  who 
are  out  of  state  in  order  that  no  one  be  overlooked. 
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Medicine  and  Social  Change 

The  protesting  voice  of  medicine  may  have 
seemed  at  times  clamorous  in  its  effort  to  resist  the 
incursions  of  “socialized”  or  federalized  medicine  but 
apparently  it  has  had  some  good  effect  for  one 
major  political  party  has  seen  fit  to  uphold  it  in  its 
election  platform.  This  gainful  position  is  encour- 
aging but  these  efforts  must  not  be  relaxed  for  it  is 
certain  that  the  forces  which  would  revolutionize 
our  social  system,  beginning  with  the  federal  con- 
trol of  medicine,  will  continue  to  take  every  ad- 
vantage afforded  during  this  time  of  war  with  its 
attendant  social  dislocations. 

As  Americans  we  can  be  deadly  sure  of  one  aim 
of  this  war,  and  that  is  to  maintain  our  way  of  life. 
The  charge  that  medicine  has  to  keep,  therefore, 
must  be  to  assure  our  physicians  now  with  the 
armed  forces  that  they  will  not  return  to  a medical 
world  of  state  controlled  medicine.  Nevertheless, 


they  have  a right  to  expect  change,  for  medicine  is 
bound  to  adapt  itself  to  the  general  social  changes 
in  economic,  social  and  political  ideals,  a kind  of 
change  that  has  been  characteristic  of  the  growth  of 
American  medicine  since  its  beginnings.  “The 
whole  story  of  medicine  in  this  country”  says  Ernest 
E.  Irons,  “is  that  of  an  orderly  evolution,  unre- 
strained by  regimentation  or  federal  interference.” 
It  should  be  sound  advice  to  social  planners  to 
never  forget  that  the  social  and  economic  relation- 
ships of  medicine  cannot  be  considered  properly 
apart  from  those  same  relationships  in  society  at 
large.  The  sole  responsibility  for  ill  health  and  disease 
can  never  be  that  of  medicine  so  long  as  such  things 
as  ignorance,  poverty,  poor  nutrition,  and  bad 
housing  exist.  When  this  fact  is  more  widely  under- 
stood, the  true  place  ofi  medicine  in  our  social 
structure  will  become  more  widely  recognized  and 
medicine  will  meet  the  challenge  of  social  changes 
without  disruption  of  those  bases  upon  which  rests 
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her  best  service  to  mankind.  A planned  society  in 
which  medical  service  is  treated  as  just  another 
commodity  would  mean  a deterioration  in  that 
service  which  society  would  never  for  long  toler- 
ate. 

Fo  the  individual  physician  any  proposed  changes 
in  our  social  system  should  be  full  of  meaning  for 
in  the  effort  to  maintain  the  independence  and  ideals 
of  our  profession  it  is  he  who  is  the  unit  of  force. 
What  the  public  thinks  of  medicine  finally  rests  in 
what  they  think  of  him.  His  duty  becomes  then 
something  much  more  than  the  professional  care  of 
the  sick.  Society  looks  to  him  for  leadership  in  all 
of  its  affairs  having  to  do  with  health.  This  idea  of 
conduct  was  expressed  nearly  a century  ago  by  a 
Connecticut  physician,  William  Andrus  Alcott,  in 
these  prophetic  words,  “A  physician  must  be  essen- 
tially a missionary  of  health.  He  must  feel  that  to 
spread  this  part  of  the  everlasting  gospel,  as  well  as 
that  of  the  moral  or  religious  teacher,  is  indirectly 
to  spread  the  gospel  of  the  soul.” 


OF  INTEREST  TO  YOUR  WIFE 

President  Jorgensen  of  University  of 
Connecticut  to  Speak 

The  Woman’s  Auxiliary  of  the  Connecticut 
State  Medical  Society  will  meet  at  3:00  p.  m. 
September  28  at  the  New  Haven  Medical 
Association  Building,  364  Whitney  Avenue, 
New  Haven.  Dr.  Albert  N.  Jorgenson,  Presi- 
dent of  the  University  of  Connecticut  will  be 
the  speaker. 

The  purpose  of  this  meeting  is  to  report  on 
the  development  of  the  Auxiliary  to  date,  to 
increase  its  membership,  and  to  make  plans 
for  county  organizations. 

The  date  of  this  meeting  coincides  with  the 
first  day  of  the  Clinical  Congress. 

All  wives  of  Connecticut  physicians  are 
urged  to  attend.  The  Executive  Board  wishes 
to  emphasize  the  fact  that  as  yet  no  accurate 
roster  of  wives  of  members  of  the  State  Medi- 
cal Society  is  available,  and  undoubtedly  some 
names  may  have  been  omitted.  It  will  be  ap- 
preciated if  those  who  are  eligible  for  mem- 
bership and  did  not  receive  letters  will  inform 
the  secretary. 


Planning  for  Medical  Care 

The  recent  address  of  Dr.  James  R.  Miller  before 
the  Rhode  Island  Medical  Society  is  printed  else- 
where in  this  issue  and  expresses  not  only  the  fertile 
mind  of  the  author  but  much  of  the  thought  of  those 
who  in  our  state  are  giving  attention  to  these  prob- 
lems. Dr.  Miller  emphasizes  that  Social  Security 
plans  must  be  based  on  proper  insurance  principles 
and  the  coddling  type  of  program  now  sponsored 
by  the  Children  s Bureau  in  the  care  of  wives  and 
children  of  service  men  is  basically  wrong.  The 
essential  soundness  of  the  cash  indemnity  principle 
rests  not  only  upon  ease  of  administration  but  upon 
a psychological  principle  which  itself  is  basic  in 
human  behavior.  Furthermore  it  is  pointed  out  that 
the  guarantee  of  cash  payments  instead  of  medical 
service  obviates  the  dangers  of  deterioration  of  the 
latter,  an  inevitable  result  when  professional  services  ! 
are  paid  less  and  less  in  order  to  conserve  working 
funds.  We  do  not  need  to  be  reminded  that  the 
problems  associated  with  this  broad  subject  are 
many  and  complex.  Dr.  Miller’s  address  brings  much  1 
of  the  thinking  on  these  things  up  to  date  and  it 
deserves  to  be  carefully  read  by  every  Connecticut 
physician  for  it  appears  certain  that  within  the  next 
few  months  the  development  of  our  own  plans  for 
medical  care  will  require  much  sound  and  straight 
thinking. 

Again  It  Is  Your  Clinical  Congress 

It  is  doubtful  if  any  of  that  original  Committee  on 
the  Clinical  Congress  of  nineteen  years  ago  visual- 
ized the  important  place  this  annual  session  of  post- 
graduate study  would  hold  in  the  lives  of  Connecti- 
cut physicians.  Its  chairman,  David  Chester  Brown, 
guided  the  new  project  with  wisdom  and  ability. 
His  able  secretary,  Milton  C.  Winternitz,  then  dean 
of  the  Yale  University  School  of  Medicine,  served 
well  his  fellow  practitioners  by  bringing  to  them 
the  facilities  of  his  faculty  and  equipment.  For  the 
unselfish  labors  of  these  two  men,  together  with 
their  able  committee,  we  shall  be  forever  grateful. 

Postgraduate  medical  education  is  assuming  a 
place  of  even  greater  importance  in  these  days  of 
total  war.  Not  only  must  we  plan  for  refresher 
courses  for  the  returned  medical  veteran  but  we 
must  continue  to  maintain  the  quality  of  private 
practice  for  which  Connecticut  has  always  stood  by 
offering  repeated  opportunities  for  study  to  those 
at  home.  This  the  Twentieth  Clinical  Congress 
again  will  attempt  to  do.  Surviving  as  it  has  the 


EDITORIALS 


period  of  the  Great  Depression  and  now  the  present 
war  years,  although  still  reduced  to  a two  day  ses- 
sion, the  Congress  this  year  continues  to  fulfill  its 
original  purpose,  “to  bring  to  physicians  of  the 
State,  either  through  members  of  the  State  Society 
or  through  recognized  authorities  in  medicine  from 
other  states,  such  information  as  will  be  beneficial 
to  them  concerning  the  cause,  diagnosis,  prevention 
and  therapy  of  minor  and  major  illness.” 

The  program  is  an  excellent  one.  It  includes  lec- 
tures on  recently  devised  orthopedic  appliances,  on 
the  use  of  vitallium  tubes  in  common  duct  surgery, 
on  cancer  research,  on  medical  problems  such  as 
infectious  hepatitis,  coronary  occlusion  and  hyper- 
thyroidism, and  on  psychiatric  problems  of  the 
returning  soldier.  Demonstrations  on  the  treatment 
of  burns  and  a symposium  on  penicillin  will  interest 
every  one.  The  speakers  include  talent  from  our 
own  members  as  well  as  eminent  guests  from 
Rochester,  New  York,  Washington,  Boston,  New 
York  City,  and  the  United  States  Army. 

As  in  previous  years  there  is  an  advantage  to  early 
registration.  Save  the  dates,  September  28  and  29, 
and  plan  to  be  in  New  Haven. 

The  Hospital  Plan  and  Professional  Fees 

The  controversy  over  the  inclusion  of  x-ray  and 
other  professional  fees  in  payments  made  by  the 
Connecticut  Hospital  Service  (formerly  Connecti- 
cut Plan  for  Hospital  Care)  is  no  nearer  a satisfac- 
tory conclusion  than  it  has  been  and  it  is  to  be 
regretted  that  two  respected  organizations  like  the 
State  Medical  Society  and  Connecticut  Hospital 
Service  cannot  continue  in  mutual  understanding. 

In  the  beginning  when  the  Plan  for  Hospital  Care 
originated  the  advice  and  counsel  of  the  jMedical 
Society  was  sought  freely  and  representatives  of  the 
Society  aided  in  the  phrasing  of  those  clauses  in  the 
contract  that  stated  clearly  that  no  medical  services 
were  to  be  included.  Through  the  years  that  have 
followed  the  confidence  and  good  will  of  physicians 
have  supported  the  Hospital  Plan  in  Connecticut. 

Now  after  months  of  conferences  and  discussions 
Connecticut  Hospital  Service  has  insisted  on  writing 
a new  subscribers  contract  that  includes  x-ray  and 
other  medical  services.  That  is  not  all,  not  only  are 
these  sendees  to  be  paid  for  under  the  new  contract 
but  they  are  to  be  furnished  in  unlimited  amount. 
Just  how  the  roentgenologist  and  anesthetist  and 
electrocardiographer  are  to  be  paid  still  remains 
somewhat  of  a mystery  involving  some  “all  inclu- 
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sive  rate”  legerdemain,  but  it  is  said  it  is  going  to 
be  done. 

All  this  has  brought  heated  protest  from  import- 
ant places.  T he  Section  on  Radiology  of  the  Society 
has  delivered  a resolution  to  the  management  of  all 
hospitals  in  the  state  pointing  out  that  the  plan  is 
being  placed  in  operation  without  the  approval  of 
the  State  pMedical  Society  and  over  the  unanimous 
protest  of  the  radiologists  of  the  state.  Further  con- 
demnation has  come  from  the  staff  of  one  of  the 
most  generous  of  hospitals  in  a resolution  that  states 
that  the  Plan  “leads  the  public  to  believe  that  it  com- 
pletely pays  for  certain  hospital  facilities  which  it 
cannot  do  on  the  present  financial  payment  to 
hospitals;  for  the  present  amount  paid  does  not 
cover  the  actual  cost  of  the  services  furnished,  let 
alone  furnish  any  means  of  renewing  worn  out 
hospital  apparatus.”  This  refers  to  the  fanciful  all 
inclusive  per  diem  method  of  payment  and  there  is 
more  than  a little  truth  in  what  the  resolution  says. 
T here  is  no  substitute  for  the  elementary  honesty 
of  letting  every  person  pay  for  what  he  gets  and  the 
introduction  of  an  insurance  method  to  meet  the 
cost  does  not  change  this.  But  the  imposition  of  a 
fixed  maximum  per  diem  payment  to  hospitals  for 
unlimited  service,  the  cost  of  which  cannot  be  fore- 
cast accurately,  forces  hospitals  and  their  roentgen- 
ologists into  the  position  of  involuntarily  sharing 
the  insurance  risk  which  is  the  responsibility  that 
the  Hospital  Plan  has  assumed. 

Connecticut  medicine  will  not  oppose  anything 
that  is  good  for  the  people  of  the  state  but  it  is  not 
impressed  by  the  magic  of  this  scheme. 

Our  Neighbor,  Roger  I.  Lee 

Reprinted  from  Rhode  Island  Medical  Journal 

Dr.  Roger  I.  Lee,  whose  name  leaves  the  un- 
informed in  doubt  as  to  whether  he  belongs  to  a 
First  Family  of  Virginia  or  a State  Street  banking 
company,  has  been  chosen  President-Elect  of  the 
American  ATedical  Association.  But  we  hasten  to 
repudiate  Virginia’s  claims.  He  is  as  New  England- 
ish  and  Bostonese  as  salt  codfish  and  baked  beans. 
Born  on  the  North  Shore,  educated  at  Harvard,  on 
the  stafF  of  the  Massachusetts  General  Hospital, 
married  to  a woman  with  a famous  local  name,  he 
is  essentially  a New  Englander. 

Four  years  ago  the  Medical  News  of  the  Provi- 
dence Medical  Association  pointed  out  that  until 
then  only  one  New  England  doctor  had  been  Presi- 
dent-Elect of  the  American  Medical  Association. 
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This  was  apropos  of  Dr.  Frank  Lahey’s  accesion  to 
the  office.  It  is  unnecessary  to  tell  anyone  interested 
in  American  Medicine  how  well  Dr.  Lahey  carried 
out  his  assignment.  More  recently  Dr.  James  Paullin 
of  Atlanta,  Georgia,  was  appointed.  Fie  got  off  on 
the  right  foot  by  an  interneship  at  the  Rhode  Island 
Hospital. 

In  these  parlous  times  we  are  glad  that  medicine 
is  drawing  heavily  on  this  section  for  the  Lest  of  its 
strength  and  virtue.  But  there  is  nothing  narrow 
or  poorly  provincial  about  Dr.  Lee’s  career.  A read- 
ing of  his  record  as  presented  on  the  editorial  page 
of  the  Journal  of  the  American  Medical  Association 
is  proof  of  this. 

From  the  time  when  he  was  one  of  the  first  Ameri- 
cans to  reach  France  in  the  last  war  his  activities 
have  spread  far  and  wide.  He  has  held  so  many 
positions  in  the  American  Medical  Association  that 
Chicago  must  be  nearly  as  familiar  to  him  as  Boston 
and  Cambridge.  He  has  membership  in  the  Royal 
College  of  Physicians  and  has  been  President  of 
the  American  College  of  Physicians,  and  he  belongs 
to  many  other  learned  societies. 

Not  only  does  he  contribute  services  which  truly 
entitled  him  to  all  these  honors,  but  in  his  work  he 
wins  people  by  his  grace  and  charm.  As  befits  a 
Harvard  man  he  is  dignified  and  restrained  but 
exceedingly  effective.  Presiding  as  President  of  the 
Massachusetts  Medical  Society  this  year  he  intro- 
duced one  by  one  all  those  whose  importance 
entitled  them  to  be  seated  at  the  long  head  table. 
What  a chance  to  bore  the  throng  before  him.  The 
few  gracious  but  apt  words  that  made  us  acquainted 
with  each  personality  delighted  his  audience. 

One  great  responsiblity  that  he  has  shouldered 
and  of  which  we  have  heard  little  said  is  his  mem- 
bership on  the  Board  of  Fellows  of  Harvard  Uni- 
versity. The  government  of  American  colleges  and 
universities  has  been  almost  exclusively  in  the  hands 
of  lawyers  and  business  men.  Physicians  have  been 
conspicuous  by  their  absence.  The  last  one  that 
Brown  had  was  Dr.  W.  W.  Keen,  appointed  not 
long  after  the  Civil  War.  There  is  an  honest  differ- 
ence of  opinion  as  to  the  proportion  of  the  country’s 
wisdom  carried  in  the  calvariums  of  these  two 
groups. 

The  outstanding  position  of  Harvard  in  the  edu- 
cational field  of  America  throughout  its  history  is 
a tribute  to  the  wisdom  of  its  management.  Roger 
Lee,  the  physician,  one  of  the  five  fellows  of  Har- 
vard, is  undoubtedly  a powerful  figure  in  American 
education. 


So  we  in  New  England  are  pleased  and  proud 
that  once  again  a neighbor  has  been  chosen  to  head 
this  great  body  of  physicians  and  we  know  that  our 
whole  country  will  profit  through  his  great  talents 
and  earnest  services. 

Streamlining  In  Obstetrics 

These  are  days  of  streamlining,  in  medicine  as 
well  as  in  industry.  To  meet  the  demands  made  by 
the  rapid  rise  in  the  birth  rate,  postpartum  patients 
are  being  discharged  from  the  hospital  much  earlier 
than  has  been  the  custom  heretofore.  This  is  prob- 
ably more  apparent  in  Connecticut  where  95%  of 
obstetrical  patients  are  delivered  in  a hospital,  the 
highest  percentage  of  any  state  in  the  Union.  This 
new  development  in  postpartum  care  has  resulted 
from  expediency,  many  times  from  necessity. 

To  prove  that  all  puerperal  patients  without  com- 
plications should  be  up  and  about  on  the  third  or 
fourth  day  after  delivery,  assisting  in  the  care  of 
other  patients,  and  home  on  the  sixth  to  eighth 
postpartum  day,  a series  of  150  patients  is  reported 
by  a Baltimore  physician.*  In  this  series  apparently 
no  note  was  taken  of  conditions  awaiting  the  patient 
at  home.  It  may  well  be  that  domestic  servants  are 
still  to  be  had  in  this  Southern  city  and  that  the  new 
mother  will  have  little  of  the  household  duties  to 
perform  and  in  addition  will  have  a genial  black 
Mammy  to  care  for  the  baby  and  prepare  the  family 
meals.  Nothing  is  more  disheartening  or  upsetting 
to  a young  couple  than  to  have  the  new  mother,  at 
home  but  a few  days  from  the  hospital  and  faced 
with  household  cares  and  the  demands  of  her  baby 
with  night  feedings  and  their  attending  loss  of  sleep, 
suddenly  discover  the  job  is  too  great  and  the  nerv- 
ous system  unequal  to  the  task. 

It  has  been  proven  beyond  question  that  getting 
patients  out  of  bed  early  reduces  embolism,  but  to 
accomplish  this  it  is  not  necessary  to  make  a ward 
helper  out  of  a patient  less  than  a week  postpartum. 
To  offset  the  drag  of  subinvoluted  organs  the  knee 
chest  position  is  advocated  for  twenty  minutes  daily, 
starting  on  the  fifth  day. 

In  our  enthuiasm  to  make  progress,  why  not  be 
reasonable  and  suit  the  program  to  the  physical  and 
nervous  capacity  of  the  woman?  If  we  must  move 
our  puerperal  patients  faster,  at  least  we  owe  them 
an  investigation  of  conditions  in  the  home  to  which 
they  go.  There  is  much  to  good  obstetrical  care 
beside  the  condition  of  the  episiotomy  wound  and 
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the  position  and  size  of  the  postparum  uterus.  We 
are  in  danger  of  turning  out  new  mothers  by  assem- 
bly line  methods  with  no  thought  of  the  stress  and 
strain  of  life  from  which  this  may  be  their  only 
chance  of  escape  for  a few  days.  The  hospital  stay 
for  many  an  obstetrical  patient  will  be  her  only 
vacation  until  the  experience  is  repeated. 

The  following  editorial  has  been  submitted  by  a 
member  of  the  Society.  It  expresses  an  interesting 
point  of  view  and  proposes  a plan  which  may  offer 
a fine  solution  to  some  of  the  postwar  problems 
associated  with  the  return  of  our  veteran  physicians. 

Partnerships — A Postwar  Opportunity 

Group  medicine  has  not  developed  in  Connecticut 
to  the  extent  that  it  has  in  other  parts  of  the  coun- 
try and  partnerships  are  not  seen  as  frequently  as 
elsewhere.  In  England  the  delights  of  practice  with 
partners  are  described  by  Sir  James  MacKenzie  in 
“The  Beloved  Physician.” 

Our  practice  pattern  is  highly  individualistic,  and 
though  it  undoubtedly  has  many  attractive  and 
productive  features  it  may  have  its  drawbacks. 
Young  men  entering  alone  on  the  practice  of  medi- 
cine are  led  into  debt  to  purchase  equipment  which 
might  be  shared  with  their  elders  and  also  they  are 
apt  to  be  relatively  idle  at  a time  of  life  when  from 
at  least  a quantitative  standpoint  their  productive 
capacity  is  at  its  peak.  For  the  older  practitioner,  the 
individualistic  pattern  leads  him,  when  success  comes 
his  way,  to  feel  that  he  must  keep  up  the  killing  pace 
lest  his  patients  pass  him  by  in  a favor  of  a com- 
petitor. Is  it  not  possible  that  he  is  “missing  the 
boat”  in  failing  to  team  up  with  an  agreeable  partner. 
Could  it  not  be  that  the  gruelling  task  of  older  men 
could  be  eased  at  the  same  time  young  physicians 
i enter  earlier  on  a full  productive  life  and  also  benefit 
by  the  mature  experience  of  the  elder  partner? 

In  these  days  when  our  thoughts  are  focused  on 
what  is  to  happen  to  our  returning  veteran  physi- 
cians, it  is  suggested  that  partnership  practice  might 
be  an  answer  for  some  of  them.  It  would  seem  that 
fair  and  liberal  contracts  could  be  developed  which 
would  give  the  veteran  a chance  to  earn  a living 
while  carving  a future  for  himself  and  that  private 
1 practice  under  such  favorable  conditions  would 
appeal  to  him  more  than  a government  job.  If  such 
partnerships  are  to  be  of  service,  they  must  be  fair 
to  both  partners.  One  such  contract  has  come  to  our 


attention  and  we  outline  it  briefly  as  a suggestion. 
It  has  the  merit  of  preventing  exploitation  of  the 
junior  partner  and  of  assuring  him  reward  commen- 
surate with  his  industry  and  accomplishment.  This 
contract  includes  ( 1 ) A living  wage  basic  salary 
sufficient  to  include  automobile  and  home  telephone 
expenses  (in  order  to  simplify  bookkeeping).  (2) 
All  other  expenses  are  supplied  by  the  senior.  (3) 
Record  is  kept  of  all  income  produced  by  the  junior. 
When  this  exceeds  the  amount  of  the  salary,  then 
one  half  of  the  overage  up  to  twice  the  salary  goes  to 
the  senior  (in  payment  for  office  expenses).  The 
junior  then  receives  in  addition  ALL  earned  income 
that  exceeds  twice  the  amount  of  his  salary.  Varia- 
tions are  made  for  assistance  at  operations,  if  a 
surgical  practice,  and  for  winding  up  of  the  partner- 
ship when  it  is  dissolved  for  any  reason.  Possibly  the 
Connecticut  State  Medical  Society  could  maintain 
a list  of  such  partnership  opportunities  in  various 
parts  of  the  State  and  could  encourage  established 
practitioners  to  take  a suitable  veteran  as  a junior 
partner.  Furthermore,  the  Society  might  give  ad- 
vice if  requested  by  either  partner  concerning  the 
details  of  a partnership  contract. 

William  Beaumont  and  Prairie  du  Chien 

The  historic  experimental  work  of  Beaumont  is 
usually  associated  in  the  minds  of  medical  historians 
with  Mackinac  Island.  Many  of  these  first  experi- 
ments, however,  were  performed  at  Prairie  du 
Chien,  Wisconsin.  It  was  in  June,  1822  that  the 
accident  to  St.  Martin  occurred  at  Mackinac  Island 
and  in  May,  1825  Beaumont  began  making  his 
famous  experiments  with  human  digestion.  In 
August  of  that  year,  however,  St.  Martin  ran  away 
to  Canada  and  it  was  not  until  1829,  after  Beaumont 
had  been  transferred  to  Fort  Crawford  at  Prairie  du 
Chien,  that  Beaumont  induced  him  to  again  enter 
his  employ.  The  experiments  at  Prairie  du  Chien 
took  place  at  the  first  Fort  Crawford,  the  site  of 
which  is  now  a public  park.  The  second  Fort  Craw- 
ford, built  on  higher  ground,  was  destroyed  by  fire 
except  for  one  wing.  In  1943  the  Dr.  William  Beau- 
mont Medical  Foundation,  Incorporated  was  found- 
ed, acquired  title  to  the  ruins  of  the  fort,  and  is 
now  reconstructing  it  for  use  as  a museum  devoted 
to  the  memory  of  Beaumont  and  his  work.  This 
undertaking  has  been  endorsed  by  the  Councillors 
of  the  State  Medical  Societv  of  Wisconsin  and  the 
Foundation  is  adding  to  the  fifteen  hundred  dollars 
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already  raised  for  the  completing  and  the  restoration 
and  preparation  of  exhibits.  Those  interested  in 
making  a contribution  to  this  memorial  of  Con- 
necticut’s most  famous  physician  may  do  so  by 
addressing  M.  J.  Dyrud,  508  South  Beaumont  Road, 
Prairie  du  Chien,  Wisconsin.  Recently  The  Beau- 
mont Medical  Club  of  Connecticut  presented  to  the 
museum  an  etching  of  the  Beaumont  birthplace  in 
Lebanon. 

What  the  Children’s  Bureau  Thinks  About 
Hospitals  and  Physicians 

There  has  been  a good  deal  of  discussion  of  the 
Emergency  Maternal  and  Infant  Care  Program  of 
the  Children’s  Bureau.  It  has  been  proposed  from 
all  parts  of  the  country  that  cash  allotments  be  given 
to  the  wives  of  soldiers,  permitting  them  to  select 
their  own  physicians  and  hospitals.  This  has  been 
opposed  by  the  Children’s  Bureau  and  the  reasons 
for  this  opposition  were  stated  with  frankness  by 
Dr.  Martha  Eliot  of  the  Bureau  at  a conference  of 
the  State  Chairmen  of  Region  1 , American  Academy 
of  Pediatrics,  held  in  New  York  City  on  May  26. 

“May  1 take  up  first  why  the  Children’s  Bureau 
policies  do  not  permit  supplementation  of  amounts 
paid  to  physicians  and  hospitals  by  the  State  health 
agencies.  For  the  basis  of  this  policy  we  should  go 
back  to  the  purpose  of  the  program  as  defined  by 
Congress.  The  purpose  was  to  reassure  the  service- 
men that  maternity  care  and  care  of  infants  during 
the  first  year  of  life  would  be  provided  without  cost 
to  the  family.  If,  when  a serviceman’s  wife  comes  to 
a hospital,  that  hospital  is  permitted  to  negotiate 
with  her  as  to  the  kind  of  room  she  wants  and  if 
that  hospital  knows  the  State  health  agency  will  pay 
the  basic  rate  agreed  upon,  and  in  addition,  the  wife 
would  be  allowed  to  pay  what  she  can,  essentially 
every  wife  going  to  the  hospital  would  be  subjected 
to  such  negotiations.  There  would  be  no  way  to 
prevent  hospitals  in  certain  situations  from  saying  to 
wives,  ‘Our  ward  or  semi-private  accommodations 
are  filled;  we  have  private  rooms  vacant  but  you  will 
have  to  pay  an  additional  amount.’  She  might  be 
put  into  a position  of  having  to  pay  something  in 
addition  to  get  care  of  any  sort.  Actually  many  hos- 
pitals are  giving  semi-private  accommodations  to 
these  servicemen’s  wives  in  return  for  the  amount 
paid  by  the  State  health  agency. 

“The  same  is  true  in  cases  of  practitioners.  If  the 
practitioner  is  entitled  to  carry  out  a means  test  for 


the  purpose  of  finding  out  how  much  the  wife  can 
pay  in  addition  to  that  which  the  State  health  agency 
pays,  essentially  every  wife  might  be  subjected  to 
such  a financial  investigation.  This  might  not  be 
important  to  a small  group  of  women,  but  to  the 
very  large  majority  of  the  women  Avho  want  to 
participate  in  this  program  it  would  be  a very  serious 
thing,  whether  it  was  negotiated  at  $5  or  $10  or 
$100  more.  It  was  not  the  intent  of  Congress  that 
each  and  every  one  of  these  women  should  be  sub- 
jected to  that  type  of  means  test.  The  physician,  of 
course,  would  know  what  the  State  health  agency  j 
pays  and  then  the  question  would  be:  How  much 
in  addition  could  he  expect  to  be  paid  by  the  wife 
in  accordance  with  what  his  regular  standard  fee 
is?” 

The  Children’s  Bureau  has  made  some  other 
striking  statements  in  its  pamphlet,  “Maintaining  1 
Well  Baby  Clinics  in  Every  Community.”  Folder  ! 
No.  31,  Children’s  Bureau  1944. 

This  circular  states,  “they  (the  clinics)  are  of  1 
value  not  only  to  families  in  economic  need  but  to  i 
all  parents  who  wisely  take  advantage  of  the  help 
they  offer  in  keeping  well  babies  well. 

“The  services  a mother  receives  in  a child  health  1 1 
conference  is  more  than  she  could  get  in  the  usual  1 
office  visit  to  a doctor .”  . . . “It  is  particularly  j 

necessary  at  this  time  that  knowledge  of  these  well  j 
baby  clinics  be  made  available  in  all  communities 
. . . because  the  Emergency  Maternal  and  In- 

fant Care  Program  . . . will  rely  on  child  health 
conferences  for  the  health  supervision  of  these 
babies.”  And  . . . “To  insist  that  clinics  be  open 
to  all  mothers  who  seek  this  service  free  of  charge.” 

A Section  on  Surgery 

Members  of  the  Society  interested  in  particular 
fields  of  medicine  have  been  organized  in  special 
sections  for  many  years  and  these  sectional  organi- 
zations serve  to  encourage  and  strengthen  interest 
in  the  Society  as  a whole.  It  has  frequently  been 
asked  why  there  was  no  Section  on  Surgery  when  so 
many  physicians  are  concerned  with  surgery  either 
as  an  exclusive  specialty  or  a major  part  of  their 
practice.  No  one  knows  the  reason  why  the  Section 
has  not  been  organized  before  but  it  is  good  to  know; 
that  it  is  to  be  established  now  and  the  organization 
meeting  during  the  Clinical  Congress  should  be  wTell 
attended.  The  leaders  in  this  important  movement 
are  to  be  congratulated. 


doctor’s  office 


The  Soldier  Comes  Home 

Under  this  title,  Dr.  William  B.  Terhune  in  an 
address  recently  given  before  the  Connecticut 
Society  for  Mental  Hygiene  stated  that  the  read- 
justing of  these  men  to  society  is  a social  engineer- 
ing feat  of  no  mean  proportions.  His  words  have 
significant  meaning  for  physicians  because  it  is  their 
advice  which  probably  will  be  primarily  sought  by 
those  who  are  immediately  concerned  with  indi- 
vidual problems.  The  part  that  sympathy,  good 
humor  and  toleration  must  play  is  a heavy  one.  In 
Dr.  Terhune’s  own  words,  “Many  ex  servicemen 
are  temporarily  badly  adjusted  young  men.  Do  not 
take  what  they  say  or  do  too  seriously.  They  may 
inadvertently  create  problems  which  amaze  you; 
just  overlook  them;  they  will  settle  down  soon. 
Become  an  expert  in  overlooking  and  use  skill  in 
preventing  crises  occurring.  Be  careful  about  giving 
them  advice  even  though  they  ask  for  it.  Listen 
patiently;  let  them  talk  it  through.  Let  your  atti- 
tude be,  ‘You  do  not  know  exactly  what  they 
should  do;  you  are  sure  they  will  work  it  through 
and  find  the  answer’.” 

Finally,  Dr.  Terhune  emphasizes  that  for  effi- 
ciency in  dealing  with  these  men  we  should  insist 
that  the  Federal  Government  provide  a plan  of  co- 
ordination rather  than  bureaucratic  management  to 
give  these  men  the  psychiatric  assistance  they  may 
need  and  that  all  of  us,  physicians  and  laity  together, 
should  get  busy  in  our  own  communities  and  see 
to  it  that  facilities  are  available  for  those  returning 
men  who  may  need  this  help. 


Erratum 

In  the  report  of  “Connecticut  Physicians  in  the 
Art  Exhibit”  at  the  recent  A.  M.  A.  Convention  in 
Chicago  it  was  incorrectly  stated  that  Walter  Gross- 
mann  of  Hartford  received  a third  prize  for  his 
Class  D Oil  Portrait,  “Portrait  of  an  X-ray  Man.” 
This  should  have  read  first  prize.  Dr.  Grossman  also 
received  an  honorable  mention  for  one  of  his  photo- 
graphs, a fact  which  was  overlooked. 
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George  K.  Pratt,  m.d.,  announces  the  opening  of 
his  office  at  88 1 Lafayette  Street,  Bridgeport.  Prac- 
tice limited  to  psychiatry  and  neurology. 


County  Medical  Society  Life  Memberships 
and  Endowment  Funds 

In  the  July  issue  of  the  Mississippi  Valley  Medical 
Journal , Harold  Swanberg  advocates  the  establish- 
ment of  Endowment  Funds  and  Life  Membership 
plans  in  all  but  the  smaller  County  Medical  Societies., 
“This  plan  affords  the  member  an  opportunity  of 
paying  his  full  dues  during  his  most  productive  years 
and  while  his  income  is  greatest  thus  avoiding  the 
burden  of  dues  later  in  life.”  Since  Life  Membership 
fees  can  be  declared  a professional  expense  when 
filing  income  taxes  their  actual  cost  is  not  great. 
The  present  era  of  high  incomes  and  high  income 
taxes  thus  provides  an  ideal  time  for  making  an 
investment  in  one’s  County  Medical  Society.  The 
actual  cost  of  a Life  Membership  is  considerably  less 
than  the  amount  paid  since  27  to  57%  (depending 
on  the  surtax  net  income)  represents  tax  savings.  If 
Life  Membership  fees  are  invested  in  war  bonds  and 
placed  in  an  Endowment  Fund  it  will  further  help 
the  government  finance  the  war,  a patriotic  under- 
taking of  which  every  loyal  American  physician 
wants  to  be  a part. 

Dr.  Swanberg  also  states  that  “physicians,  as  a 
class,  have  not  been  generous  with  their  contribu- 
tions to  medical  organizations  and  it  is  high  time 
efforts  were  made  to  correct  this  situation.”  He 
feels  that  “the  physician  should  give  more  consid- 
eration to  making  direct  contributions  or  remember- 
ing his  County  iMedical  Society  in  his  will;  such 
contributions,  at  this  time,  represent  substantial  tax 
savings  so  that  the  amount  contributed  costs  con- 
siderably less  than  the  actual  contribution.” 


NOW— PRACTICALLY  PAINLESS  INJECTIONS- 

wtih  Abbott  Pollen  Extracts.  Presented  in  an  isotonic  dextrose  solution, 
Abbott  Pollen  Extracts  are  stable  and  cause  practically  no  pain— even  when 
injected  intradermally.  We  are  stocked  with  the  new  16-dose  Ragweed 
Pollen  Extract  Sets  for  the  prophylatic  treatment  of  fall  hay  fever.  Your 
orders  will  be  filled  promptly.  Professional  Equipment  Company,  36  Howe 
Street,  New  Haven,  Connecticut. 


(See  PAGE  2) 
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FROM  THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  m.d. 

GRACE  MOONEY,  ph.d. 

258  Church  Street  New  Haven 

DR.  QUINTILIANI  PRESIDENT  OF  NEW  LONDON  COUNTY  ASSOCIATION 

Through  an  error  Charles  Kaufman  of  New  London  was  listed  as  the  president  of  the  New  London 


County  Medical  Association  in  the  roster  published 
dent  of  the  Association  last  year  and  was  succeeded 
meeting  of  the  Association  in  April.  John  F.  O’Brien 
dent  of  the  New  London  County  Association. 

Industrial  Health  Committee 

The  Committee  on  Industrial  Health  held  an  im- 
portant meeting  in  New  Haven  on  July  26.  Among 
other  items  of  business  were  the  preliminary  plans 
for  a seminar  on  industrial  health  to  be  held  under 
the  auspices  of  the  Committee  during  November. 
John  N.  Gallivan  was  named  the  chairman  of  a sub- 
committee to  organize  the  seminar  and  other  mem- 
bers of  this  sub-committee  are:  John  R.  Paul,  Albert 
S.  Gray  and  Arthur  B.  Landry. 

Philip  J.  Moorad  of  New  Britain  has  been  ap- 
pointed a member  of  the  Committee  on  Industrial 
Health. 

Public  Health  Committee 

The  Committee  on  Public  Health  of  which 
Howard  S.  Colwell  is  now  Chairman,  succeeding 
Joseph  H.  Howard,  met  on  August  3 in  New 
Haven.  The  Agenda  for  this  meeting  included  pre- 
liminary plans  for  cooperating  with  the  War  Food 
Administration  in  the  administration  of  the  legal 
requirements  for  the  prescription  of  heavy  cream. 
A conference  committee  with  the  War  Food 
Administration  was  appointed  consisting  of  Stanley 
H.  Osborn,  Alfred  L.  Burgdorf,  Joseph  I.  Linde, 
Joseph  H.  Howard,  Howard  S.  Colwell  and  the 
Secretary. 

Dr.  Clifford  of  the  Bureau  of  Child  Hygiene 
presented  many  revisions  of  the  regulations  govern- 
ing the  operation  of  the  EMIC  program  in  Con- 
necticut. These  were  discussed  at  length  and 
recommendations  concerning  them  will  be  sub- 
mitted to  the  Children's  Bureau  for  approval. 

The  Committee  approved  a Red  Cross  proposal 
to  prepare  chosen  volunteer  nurses’  aides  to  assist 


in  the  August  Journal.  Dr.  Kaufman  was  the  presi- 
by  Albert  Quintiliani  of  Norwich  at  the  annual 
of  Seaside  Sanitarium,  Waterford,  is  the  vice-presi- 

graduate  registered  nurses  with  the  care  of  infantile 
paralysis  patients  in  the  noncommunicable  stage  of 
the  disease. 

Section  on  Surgery 

Preliminary  steps  are  under  way  to  organize  a 
Section  on  Surgery  in  the  Society.  Donald  B.  Wells 
of  Hartford  is  the  temporary  chairman  of  the 
Organization  Committee. 

Phelps  Property 

The  residence  of  the  late  William  Lyon  Phelps, 
New  Haven,  for  which  the  Trustees  of  the  Society’s 
Building  Fund  have  been  negotiating  for  several 
months  has  been  sold  to  another  purchaser  and  is 
now  occupied  by  a firm  of  consulting  engineers. 

Physicians  Recommended  for  Licensure 

T he  Connecticut  Medical  Examining  Board  has 
announced  that  during  its  regular  July  examinations 
thirty-three  candidates  were  recommended  for 
licensure  to  practice  medicine  in  Connecticut: 
Manuel  E.  Allende,  New  York 
Ralph  S.  Banay,  Wilton 
Harry  Bellach,  Norwich 
Marion  R.  S.  Brown,  Meriden 
John  H.  Buell,  New  Haven 
John  Burbank,  Hartford 
Edward  G.  Carey,  Meriden 
Carl  E.  Carlson,  New  Haven 
Alice  Childs,  Old  Greenwich 
Morgan  V.  Flaherty,  Hartford 
Abraham  L.  Garbat,  Westport 
Samuel  I.  Ginsberg,  Brooklyn,  New  York 
Frederick  J.  Kardys,  West  Hartford 
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Erich  Kaufmann,  New  York  City 
James  J.  Kidney,  Hamden 
Arnold  S.  Leavy,  Newtown 
John  S.  Lockwood,  New  Haven 
Rocco  S.  Marino,  Waterbury 
Eric  M.  Matsner,  Wesport 
William  J.  McNamara,  New  Haven 
Lawrence  1.  Michel,  New  Haven 
Willys  M.  Monroe,  Old  Greenwich 
Abbott  Arthur  Newman,  New  Haven 
Peter  J.  Pilecki,  Meriden 
Edward  F.  Rabe,  New  Haven 
Benjamin  Sachs,  Hartford 
Kurt  Sachs,  New  Haven 
Max  Schoenberg,  New  York  City 
Roy  M.  Seideman,  West  Hartford 
Bryce  A.  Smith,  Norwich 
Charles  L.  Smith,  West  Hartford 
Theodore  P.  Sohler,  New  Haven 
Edgar  C.  Yerbury,  Middletown 

Osteopaths  Qualified  for  Licensure  to 
Practice  Surgery 

(Sec.  2754,  General  Statutes) 

Kenneth  Adams,  Wethersfield 
John  P.  Goodridge,  Hartford 
Benjamin  Adams,  West  Hartford 


Committee  On  Prepaid  Medical  Service 

A special  meeting  of  the  Committee  on  Prepaid 
Medical  Service  was  held  on  Wednesday,  August 
2,  at  4:30  o’clock,  in  the  New  Haven  Medical  Asso- 
citaion  Building.  The  meeting,  over  which  Dr.  J. 
Harold  Root,  Chairman,  presided,  was  called  in 
order  to  afford  the  committee  the  opportunity  to 
discuss  the  development  and  operation  of  the  Massa- 
chusetts Medical  Service  with  E.  J.  Cunningham, 
Public  Relations  Director  of  the  Service.  Repre- 
sentatives from  the  Connecticut  Hospital  Service 
and  from  the  Section  on  Radiology  of  the  Society 
attended  as  guests  of  the  Committee. 
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Mr.  Cunningham  reviewed  briefly  the  establish- 
ment of  the  Massachusetts  Medical  Service  which 
is  commonly  called  the  Blue  Shield.  The  Service, 
organized  under  the  direction  of  the  Massachusetts 
State  Medical  Society,  is  a non-profit  corporation 
offering  to  its  subscribers  a prepaid  surgical  service 
with  a number  of  interesting  features.  The  corpora- 
tors of  the  Blue  Shield  are  physicians,  and  the  Board 
of  Directors,  which  is  comprised  of  five  physicians, 
five  representatives  of  the  policyholders  and  five 
laymen,  is  elected  by  the  corporators. 

The  Massachusetts  Medical  Service  began  opera- 
tion in  January,  1943.  Mr.  Cunningham  pointed  out 
that  some  of  the  difficulties  inherent  in  the  pro- 
motion of  a new  service  of  this  kind  were  obviated 
through  the  utilization,  under  a contract  agreement, 
of  the  promotion  and  sales  organization  of  the 
Massachusetts  Blue  Cross,  the  prepaid  hospital  care 
plan  in  that  state.  A campaign  of  newspaper  and 
radio  publicity  preceded  the  introduction  of  the 
Blue  Shield  to  the  public  and  the  medical  profession 
and  the  importance  of  education  of  both  potential 
subscribers  and  participating  physicians  was  stressed 
by  Mr.  Cunningham.  Within  three  months  after 
the  Service  was  made  available,  the  majority  of  the 
thirty-five  hundred  doctors  who  now  participate 
were  signed  by  the  plan.  This  participating  medical 
group  represents  70  per  cent  of  the  estimated  five 
thousand  physicians  engaged  in  active  practice  in 
Massachusetts. 

The  Blue  Shield  offers  surgical  benefits  at  a 
premium  of  $.85  to  $2.00  to  married  persons  with  an 
annual  income  of  $2,500  or  less  and  to  single  persons 
with  an  annual  income  of  $2,000  or  less.  Payment 
for  these  benefits  is  on  a service  basis,  that  is,  the 
participating  physician  is  reimbursed  by  the  Medi- 
cal Service  according  to  a predetermined  fee  sched- 
ule. Coverage  for  those  whose  family  income  ex- 
ceeds $2,500  is  on  a cash  indemnity  basis  which  pays 
to  the  subscriber  a cash  settlement  to  be  applied 
toward  the  medical  bill.  According  to  Mr.  Cunning- 
ham, the  service  contract  has  the  following  advan- 
tages over  the  cash  indemnity  contract: 

( 1 ) The  service  contract  affords  greater  protec- 
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MAKING  A MOUNTAIN  OUT  OF  A MOLE  - 

is  easy  for  a dermatologist  using  a Magni-Focuser.  This  new  eye  loop  enables 
all  medical  specialists  to  magnify  objects  with  the  binocular  clarity  of  normal 
vision.  The  Magni-Focuser  is  light,  easy  to  wear,  fits  comfortably  over  eye 
glasses,  leaves  both  hands  free,  relieves  eye  strain,  and  provides  maximum 
efficiency  in  minimum  time.  Many  uses  in  all  branches  of  medicine  will  read- 
ily occur  to  you.  One  hint:  try  reading  an  x-ray  film  with  a (Magni-Focuser! 
Ask  Professional  Equipment  Company,  36  Howe  Street,  New  Haven,  Con- 
necticut. 


(See  PAGE  2) 
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tion  against  over-charges  and  hence  is  in- 
directly a stronger  defense  against  govern- 
ment controlled  medical  care. 

(2)  The  service  contract  eliminates  the  collection 
problems  of  the  participating  physician  and 
by  this  feature  to  a great  extent  offsets  the 
potentially  larger  fees  under  a cash  indemnity 
contract. 

(3)  The  service  contract  is  more  readily  sold 
because  it  is  more  attractive  to  the  subscriber 
to  whom  freedom  from  anxiety  over  bills 
after  the  termination  of  his  hospital  expe- 
rience is  important. 

At  the  present  time,  the  costs  of  live  hundred 
listed  types  of  surgical  procedures  are  assumed  by 
the  Massachusetts  Medical  Service,  if  the  operation 
is  performed  by  a participating  physician.  One  of 
the  outstanding  features  of  the  plan  is  the  specific 
provision  that  no  payment  will  be  made  to  a non- 
participating physician  practicing  in  Massachusetts, 
unless  the  case  is  an  emergency.  If,  however,  the 
subscriber  is  attended  by  a physician  outside  the 
state,  the  bill  will  be  paid  by  the  Blue  Shield. 

Provisions  for  the  payment  of  benefits  in  obstetri- 
cal cases  are  of  particular  significance  in  prepaid 
surgical  plans.  The  Massachusetts  Medical  Service 
pays  $40  in  all  obstetrical  cases.  This  fee  is  held  to 
be  adequate  in  the  under  $2,500  income  group  for 
the  services  of  a family  physician.  If  a specialist  is 
retained,  he  may  charge  up  to  $60  additional,  bring- 
ing his  total  potential  fee  to  $100,  exclusive  of  pre- 
natal and  postpartum  care. 

The  Service  covers  the  cost  of  anesthesia  up  to 
$15,  a figure  which  has  been  subject  to  some  criti- 
cism by  radiologists.  X-ray  charges,  which  were 
originally  included  in  the  Blue  Cross  Hospital  Serv- 
ice, are  now  included  in  the  Surgical  Service  and 
are  also  limited  to  $15. 

The  major  difficulties  encountered  in  the  nineteen 
months  of  operation  of  the  Massachusetts  Medical 
Service,  which  now  has  40,000  subscribers,  were 
analysed  by  Mr.  Cunningham.  One  of  the  more 
important  among  these  arises  from  a clause  in  the 
contract  pertaining  to  after-care  and  consultation. 
This  clause  provides  that,  in  cases  where  the  family 
physician  assists  in  the  surgical  procedure  and/or 
gives  after-care  to  the  patient,  the  Plan  may  deduct 
a sum  to  cover  this  care  from  the  surgeon’s  fee.  Thus 
both  the  surgeon  and  the  attending  physician  receive 


smaller  fees  which  has  proved  to  be  an  unsatisfac- 
tory arrangement. 

The  growth  of  the  Massachusetts  Medical  Serv- 
ice, in  terms  of  the  number  of  subscribers,  has  been 
hampered  by  the  relatively  large  group,  approxi- 
mately 1,500,  of  non-participating  physicians,  many 
of  whom  are  highly  qualified  specialists.  It  appeared 
from  Mr.  Cunningham’s  remarks  to  be  a reasonable 
assumption  that,  in  order  to  assure  the  successful 
operation  of  a prepaid  medical  and  surgical  service 
plan,  participation  in  the  service  by  85  to  90  per 
cent  of  the  physicians  in  the  state  or  other  area  is 
desirable. 

A third  deterrent  to  the  growth  of  the  plan,  Mr. 
Cunningham  said,  has  been  the  subscribers’  lack  of 
enthusiasm  for  surgical  without  medical  benefits. 
The  inclusion  of  medical  benefits  is  an  important 
objective  of  the  Blue  Shield  which  will  in  all  prob- 
ability be  attained  when  the  enrollment  of  sub- 
scribers is  large  enough  to  permit  the  accumulation 
of  a surplus.  A substantial  increase  in  enrollment 
will  also  allow  an  upward  revision  in  the  fee 
schedule. 

Mr.  Cunningham  emphasized  the  fact  that  the 
Massachusetts  Medical  Service  is  a new  and  at 
present  a relatively  small  plan.  To  date,  benefits  of 
$43,756,  covering  617  cases,  have  been  paid.  The 
average  cost  per  case  has  been  $70.12  and  the  Blue 
Shield  loss  ratio  44.9.  The  success  of  the  Service 
cannot  be  fairly  evaluated  until  the  period  of  opera- 
tion is  materially  longer  than  at  present. 

General  discussion  of  various  problems  of  prepaid 
medical  and  surgical  care  followed  Mr.  Cunning- 
ham’s presentation.  Particular  interest  was  shown  in 
obstetrical  benefits  and  x-ray  coverage. 


American  Society  for  the  Control  of 
Cancer,  Inc. 

The  postponed  fourth  annual  meeting  of  the 
trustees  of  the  Connecticut  State  Committee  of  the 
American  Society  for  the  Control  of  Cancer,  Inc., 
was  held  in  Waterbury  on  June  26,  1944.  Thirteen 
trustees  were  present.  The  following  officers  were 
elected  to  hold  office  until  the  next  annual  meeting 
and  until  others  are  chosen  in  their  stead:  Dr.  A.  N. 
Creadick,  New  Haven,  president;  Dr.  C.  J.  Mc- 
Cormack, Hartford,  secretary;  Mr.  C.  F.  Lewis, 
Waterbury,  treasurer;  Mrs.  D.  O.  Burnham,  Water- 


SEPTEMBER,  NINETEEN  HUNDRED  AND  FORTY-FOUR 


625 


bury,  state  commander;  Miss  Helen  Miner,  Water- 
bury,  executive  secretary;  the  President,  Secretary, 
State  Commander,  Dr.  S.  H.  Osborn,  Hartford, 
and  Dr.  Hugh  Wilson,  New  Haven,  executive  com- 
mittee. 

The  Treasurer  reported  a balance  on  hand  of 
$8,275.43.  A budget  of  $6,888  for  the  year  1944-45 
was  accepted  with  the  exception  of  the  item  for 
publicity  of  $50  which  was  considered  too  low. 

The  question  of  employing  a part  time  publicity 
director  was  referred  to  the  executive  committee. 
Among  the  suggestions  presented  was  one  to  make 
an  allocation  of  some  percentage  of  the  funds  of 
the  Field  Army  for  a local  office  in  each  district, 
and  another  to  hold  a luncheon  meeting  at  the  ex- 
pense of  the  organization  before  the  April  campaign. 
The  executive  committee  was  empowered  to  fill  any 
vacancies  occurring  in  local  or  state  personnel  be- 
tween that  date  and  the  next  annual  meeting.  The 
prospective  changes  in  names  of  the  organization 
were  accepted  as  follows:  The  American  Society 
for  the  Control  of  Cancer  to  The  American  Cancer 
Society,  Inc.,  and  The  Women’s  Field  Army  to  the 
Field  Army. 

Dr.  ATillard  Knowlton  reported  on  cancer  educa- 
tion in  the  schools.  He  stated  that  the  State  Board 
of  Education  is  receptive  to  a program  in  the 
schools  and  it  was  voted  to  enlarge  upon  this  pro- 
gram through  the  Field  Army  during  the  coming 
year.  Mr.  C.  Russell  Sumpf  reported  on  Public 
Relations  which  brought  out  some  discussion.  He 
asked  that  the  medical  profession  give  specific 
directions  as  to  just  what  can  be  told  the  public 
about  cancer.  It  was  voted  that  the  Executive  Com- 
mittee of  this  organization  approve  and  pass  on  all 
publicity  to  be  distributed  to  the  public  in  Con- 
necticut. Mrs.  Burnham  outlined  plans  for  the 
coming  year  as  follows:  ( 1)  Assistance  by  the  Field 
Army  to  local  Tumor  Clinics;  (2)  Talks  on  cancer 
before  small  groups,  (3)  Education  in  Industry;  (4) 
Education  in  Schools. 

An  expression  of  thanks  and  appreciation  was 
voted  the  retiring  president,  Dr.  Charles  L.  Larkin, 
for  his  unceasing  efforts  and  accomplishments 
during  his  term  of  office  as  president. 

A meeting  of  the  incorporators  of  The  Connecti- 
cut State  Committee  of  The  American  Society  for 
the  Control  of  Cancer,  Inc.,  was  also  held  in  Water- 
bury  on  June  26,  1944.  Thirteen  incorporators  were 
present.  Forty-one  persons  were  elected  trustees  and 
incorporators. 


Public  Health  Committee  Discusses 
Emergency  Maternity  and  Infant 
Care  Program 

1 he  meeting  of  the  Public  Health  Committee  of 
the  Connecticut  State  Medical  Society  held  in  New 
Haven  on  August  3 w as  chiefly  devoted  to  a discus- 
sion of  the  Emergency  Maternity  and  Infant  Care 
program.  Several  recommendations  were  made  and 
these  will  be  submitted  to  The  Children’s  Bureau  at 
Washington.  If  approved  they  will  then  be  put  into 
effect  in  Connecticut. 

QUALIFICATIONS  OF  CONSULTANTS 

There  was  considerable  discussion  of  the  qualifica- 
tions for  consultants  for  EMIC  cases.  It  was  decided 
that  if  the  ratio  of  certified  physicians  to  popula- 
tion is  less  than  1 to  10,000  within  a radius  which 
can  be  travelled  in  thirty  minutes  the  following 
would  qualify: 

Type  a. 

1.  At  least  one  year’s  rotating  internship  includ- 
ing at  least  two  months  of  the  specialty. 

2.  One  year’s  hospital  training  in  the  specialty, 
plus 

3.  Five  years  of  practice  including  the  specialty, 
plus 

4.  Member  of  hospital  staff  for  the  specialf  . 
Type  b. 

1.  Two  years’  hospital  training  in  the  speciak  . 

2.  Five  years’  of  practice  including  specialty. 

3.  Member  of  hospital  staff  for  the  specialty. 
Type  c. 

1.  One  year’s  rotating  internship. 

2.  Graduate  work  in  specialty  six  to  twelve 
months. 

3.  Head  of  local  hospital  staff  for  the  specialty 
for  at  least  ten  years. 

Type  d. 

1.  At  least  two  years’  hospital  training  one  of 
which  was  in  the  specialty,  plus 

2.  Practice  limited  to  the  specialty  for  three  years. 

Provision  was  also  made  to  allow  physicians  with 

less  special  training  to  act  as  consultants  in  those 
areas  and  at  those  times  when  it  is  impossible  to 
secure  consultation  by  a physician  with  more  special 
training. 

The  committee  reviewed  the  records  of  training 
and  experience  of  an  obstetrician  who  has  served  as 
a consultant.  Consultants  will  be  appointed  for 
EMIC  cases  when  the  qualifications  fall  within  the 
definition  outlined  above. 
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QUALIFICATIONS  FOR  ANESTHETISTS 

The  committee  decided  that  the  same  standards 
can  be  used  for  other  consultants  as  those  listed 
above  for  obstetric  consultants  except  for  physicians 
called  in  to  give  an  anesthetic.  Any  physician  is  to 
be  considered  eligible  for  an  anesthetic  fee  of  $10 
as  a minimum  for  a major  operation  and  $5  for  a 
minor  operation.  It  was  indicated  that  often  in 
normal  practice  the  anesthetist’s  fee  is  10  per  cent 
of  the  surgeon’s  fee. 

FEES  FOR  CONSULTANTS 

The  committee  voted  to  request  a differential  fee 
of  at  least  50  per  cent  higher  for  specialists  certified 
by  specialty  boards.  The  discussion  brought  out  the 
fact  that  the  committee  believes  that  obstetric  and 
surgical  specialists  should  receive  more  than  a 50 
per  cent  increase  in  fee  now  allowed  by  the  Chil- 
dren’s Bureau.  It  was  agreed  that  physicians  who  are 
listed  as  consultants  for  EMIC  cases  shall  be  eligible 
for  newborn  infant  supervision  fees  on  referral  from 
an  obstetrician.  Patients  should  be  allowed  to  choose 
between  qualified  physicians  and  a child  health  con- 
ference. Payments  should  be  made  on  a fee  per  visit 
basis  $2  to  the  general  practitioner  and  $3  to  a 
pediatric  consultant  for  EMIC  cases.  It  was  indi- 
cated that  ten  visits  during  the  year  should  be 
adequate  for  health  supervision  and  that  they  should 
be  so  spaced  as  to  give  periodic  examination  and 
advice  regarding  feeding  and  immunization  against 
diphtheria  and  tetanus  and  vaccination  for  small- 
pox. It  was  also  recommended  by  the  pediatric 
members  that  one  rather  than  two  report  forms  be 
adopted  which  will  be  sufficient  for  administrative 
purposes.  A specially  printed  voucher  made  up  in 
triplicate  met  with  the  approval  of  the  pediatric 
members.  It  seems  that  after  a physician  has  signed 
up  an  infant  for  health  supervision  for  a year  that 
he  should  be  supplied  with  the  specially  printed 
vouchers  and  use  them  for  collecting  his  fee  at  the 
end  of  any  month  in  which  he  has  given  a health 
supervision  visit.  Additional  fees  will  be  paid  for 
visits  on  the  infant  when  sick  according  to  the  fee 
schedule  for  sick  infants.  The  committee  also  be- 
lieves that  EMIC  consultants  should  receive  a 50% 
higher  fee  for  health  supervision  of  infants. 

FEES  FOR  CIRCUMCISIONS 

The  committee  voted  to  adopt  a $5  fee  for  cir- 
cumcisions and  to  pay  the  hospital  bill  when  a 
special  hospital  bill  is  involved. 


BIOLOGICALS  TO  BE  SUPPLIED 

Biologicals  for  physicians  for  immunization 
should  be  supplied  free  to  EMIC  cases  and  should 
be  secured  from  the  local  health  officer.  The  physi- 
cian is  to  be  instructed  to  report  to  the  health  officer 
on  the  slip  which  he  signs,  “This  was  used  for  an 
EMIC  case.”  It  was  suggested  that  a letter  be  sent 
to  each  local  health  officer  enclosing  a little  sign 
for  his  icebox  reminding  him  that  biologicals  used 
for  EMIC  cases  should  be  so  recorded. 

EXCEPTIONAL  CASES 

The  following  definition  was  recommended  for 
“severe”  or  “exceptional”  cases:  A case  which  re- 
quires more  than  an  average  of  one  hour  for  half 
of  the  medical  visits  or  a case  which  requires  50% 
more  visits  than  allowed  in  the  present  fee  schedule 
will  be  considered  as  a “severe”  or  “exceptional” 
case.  For  such  cases,  special  consideration  should  be 
given  by  the  technical  advisory  committee  of  the 
state  health  agency  to  a modification  of  the  regular 
fees  in  the  EMIC  schedule  in  order  to  effect  an 
increase  in  such  fees  to  properly  compensate  the 
physicians  for  the  additional  burden  of  medical  care 
in  such  instances.  Any  case  in  which  the  State  Mater- 
nal and  Child  Health  director  has  difficulty  in 
interpreting  the  above  definition  will  be  referred  to 
the  Public  Health  Committee  and  any  physician 
who  does  not  accept  the  Maternal  and  Child  Health 
director’s  decision  will  be  requested  to  present  the 
complaint  to  the  Public  Health  Committee. 

PRESCRIPTIONS  SIGNED  BY  OTHER  PHYSICIANS 

Whenever  a bill  for  drugs  shows  the  signature  of 
a physician  other  than  the  attending  or  a consultant 
called  by  the  attending  physicians,  the  situation  will 
be  investigated  bv  the  Public  Health  Committee. 

PAYMENT  FOR  TRAVEL  TIME 

Reimbursement  of  5^  per  mile  is  allowed  for 
mileage.  At  present,  Connecticut  makes  no  provi- 
sion for  paying  for  the  time  required  for  a con- 
sultant to  travel  to  an  EA4IC  case.  Other  states  pay 
as  high  as  25^  per  mile  to  cover  both  use  of  car 
and  physician’s  time  when  out-of-town  travel  is 
required.  It  was  recommended  that  a policy  be 
adopted  of  paying  consultants  who  travel  out  of 
town  to  an  EMIC  case  25^  per  mile. 

REFLTSAL  OF  CONSULTATION  FEE 

Some  physicians  refuse  the  usual  EMIC  fee  of 
$50  for  a Cesarean  section  and  prefer  to  be  paid  only 
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$10  as  a nominal  consultation  fee.  The  committee 
believes  there  is  no  objection  to  paying  a smaller 
fee  than  the  maximum  when  so  requested  by  the 
physician.  The  committee  does  not  approve  of  the 
$50  fee  for  Cesarean  sections  and  wishes  again  to 
file  the  fee  of  $125.  In  addition  it  recommends  that 
a fee  of  $15  be  set  up  for  the  services  as  an  assistant 
surgeon. 

The  Coming  Horace  Wells  Centenary 

The  Horace  Wells  Centenary  Committee  of  the 
American  Dental  Association  welcomes  this  oppor- 
tunity to  inform  the  members  of  the  Connecticut 
State  Medical  Society  of  our  preliminary  plans  for 
the  celebration  of  the  Horace  Wells  Centenary. 

Several  meetings  will  be  held  in  Hartford  on 
Monday,  December  11,  1944,  which  is  the  exact 
anniversary  date  of  Wells’  discovery.  These  meet- 
ings are  scheduled  for  the  Hunt  Memorial,  the 
Avery  Memorial,  and  the  Hartford  Club.  The  morn- 
ing program  will  start  at  about  9:30  a.  m.  and  will 
consist  of  several  papers  by  prominent  speakers. 
During  most  of  the  morning  there  will  be  concur- 
rent lectures  in  both  the  Hunt  Memorial  Auditorium 
and  in  the  Avery  Memorial  Auditorium  nearby. 
Following  these  speeches  there  will  be  a general 
assembly  and  luncheon  at  the  Hartford  Club.  The 
luncheon  speakers  will  be  asked  particularly  to  make 
their  talks  short  and  to  the  point. 

The  members  of  the  program  committee  for  these 
meetings  are  Dr.  Arthur  Merritt  of  New  York, 
Chairman,  formerly  President  of  the  American 
Dental  Association;  Dr.  E.  A.  Rovenstine,  President 
of  the  American  Society  of  Anesthetists;  and  Dr. 
Herbert  Thoms  of  New  Haven,  Literary  Editor  of 
the  Connecticut  State  Medical  Journal.  This 
committee  is  endeavoring  to  obtain  an  able  group 
of  speakers  from  the  medical  and  the  dental  profes- 
sions, speakers  who  will  bring  to  us  interesting- 
material,  not  only  about  Horace  Wells  and  the  his- 
tory of  anesthesia,  but  also  about  local  and  general 
anesthesia  as  of  today.  In  other  words,  an  attempt 
will  be  made  to  make  the  meetings  of  practical  value 
as  well  as  of  interest  historically. 

The  Surgeon  General  of  the  United  States  Public 
Health  Service  has  accepted  an  invitation  to  be  one 
of  the  speakers  at  the  luncheon  meeting. 

The  Hartford  meeting  will  be  only  one  of  several 
being  held  throughout  the  country  on  December 
1 1 for  much  the  same  purpose.  Originally  the  com- 
mittee planned  a larger  meeting  in  Hartford,  but  the 


war  and  resulting  transportation  difficulties  made 
this  plan  impracticable.  Consequently  the  plan  is 
now  to  make  the  Hartford  meeting  the  principal 
meeting  with  concurrent  meetings  being  held  by 
Dental  Colleges  and  by  State  and  local  Dental 
Societies  in  many  other  places.  Recognition  of 
Horace  Wells’  contributions  in  the  field  of  anes- 
thesia is  being  given  this  year  at  nearly  all  State 
dental  meetings  and  at  many  State  medical  meetings 
throughout  the  country.  The  December  1 1 meetings 
will  emphasize  such  recognition.  The  American 
Society  of  Anesthetists  is  also  joining  with  us  on 
this  occasion  and  is  making  this  one  of  its  regular 
meetings. 

As  more  definite  plans  are  made,  information  con- 
cerning them  will  be  brought  to  your  attention. 
After  the  meeting  there  will  be  published  an  historic 
volume  concerning  the  Horace  Wells  Centenary. 
The  editor  for  this  is  Dr.  William  Gies  of  New 
York. 

As  chairman  of  the  Horace  Wells  Centenary 
Committee  of  the  American  Dental  Association  may 
I express  the  appreciation  of  this  committee  to  the 
members  of  the  medical  profession  of  Connecticut 
and  more  especially  to  your  officers  who  are  co- 
operating so  effectively  and  pleasantly  with  us.  May 
I also  take  this  opportunity  to  extend  to  the  mem- 
bers of  the  medical  profession  a cordial  invitation 
to  join  with  us  on  December  1 1 in  honoring  the 
memory  of  Horace  Wells  for  the  part  he  had  in 
bringing  the  blessings  of  anesthesia  to  mankind. 

Eugene  Ad.  Clifford 


National  Foundation  and  Kenny  Treatment 

Since  Miss  Kenny’s  arrival  in  this  country  in 
1940,  the  National  Foundation  has  spent  more  than 
$500,000  in  testing  and  evaluating  her  method  and 
in  training  doctors,  nurses  and  physical  therapy 
technicians  in  that  technique. 

At  the  University  of  Adinnesota  alone,  where  Adiss 
Kenny  was  established,  $107,000  has  been  expended 
for  the  evaluation  of  the  Kenny  method  of  after 
treatment.  Since  March  1942,  when  the  first  course 
was  given  there,  more  than  900  doctors,  nurses  and 
physical  therapy  technicians  have  been  instructed 
and  trained  in  the  technique  and  graduated  with  the 
certification  and  approval  of  Adiss  Kenny.  The 
National  Foundation  continues  to  finance  the  work 
at  this  center. 
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Report  of  Special  Committee  On  Inclusion 
of  X-ray  Fees  in  Hospital  Plan  Payments 

The  committee  of  five  members  of  the  Radio- 
logical Section  of  the  Connecticut  State  Medical 
Society,  which  was  appointed  to  confer  with  the 
Trustees  of  the  Connecticut  Hospital  Association 
on  the  subject  of  inclusion  of  radiological  service 
in  the  contract  of  the  Blue  Cross  Plan  for  Hospital 
Care,  submits  the  following  report: 

The  meeting  was  held  at  the  office  of  the  Execu- 
tive Secretary  in  New  Haven  on  June  15.  Five 
members  of  the  committee  and  six  members  of  the 
Connecticut  Hospital  Association  were  present.  It 
was  ascertained  immediately  at  the  meeting  that 
each  member  of  the  Hospital  Association  had 
already  signed  with  the  Blue  Cross  Plan  the  con- 
tract including  x-ray  services  so  that  no  matter  what 
discussion  was  to  take  place,  the  Hospital  Associa- 
tion’s committee  was  already  committed  to  this 
procedure.  However,  a free  discussion  took  place 
and  it  was  agreed  that  the  Radiological  Section’s 
secretary  would  write  a letter  to  each  hospital  ex- 
pressing the  feelings  of  the  entire  Radiological  Sec- 
tion regarding  the  question  of  inclusion  of  radiology 
in  the  hospital  plan.  It  was  shown  that  the  clause 
“unlimited  x-ray  work”  was  definitely  objected  to 
by  each  member  of  the  radiological  committee.  A 
suggestion  was  made  for  an  upper  limit  of  fifteen 
dollars  ($15)  in  the  x-ray  expense  for  any  one  hos- 
pital admission,  if  it  were  decided  by  both  groups 
to  accept  the  inclusion  of  x-rays  at  all. 

Subsequent  to  the  meeting  the  Radiological  Sec- 
tion held  a meeting  and  the  letters  promised  by  the 
special  committee  have  been  sent  out  to  all  hospital 
boards. 

Radiologists  Object  to  New  Hospital 
Contract 

Radiological  Section 
Connecticut  State  Medical  Society 
July  29,  1944 

Dear  Dr.  Barker: 

The  new  subscriber’s  contract  of  the  Connecticut 
Hospital  Service,  Inc.,  includes  various  professional 
services  such  as  x-ray,  anesthesia,  etc.  The  old  con- 
tract specifically  stated  that  no  medical  services  are 
included  and  x-ray,  anesthesia,  etc.,  are  defined  as 


medical  services.  The  new  contract  contains  an 
ambiguous  definition  of  hospital  care  which  lists 
the  various  medical  services  as  services  ordinarily 
furnished  by  a hospital  and  therefore  to  be  covered 
by  this  new  contract. 

At  a special  meeting  of  the  Radiological  Section 
of  the  Connecticut  State  Medical  Society  held  on 
July  13,  1944  the  following  resolution  was  adopted: 

“We  wish  to  call  to  the  attention  of  the  Con- 
necticut State  Medical  Society,  Connecticut  Hos- 
pital Association,  Connecticut  Hospital  Service, 
Inc.,  that  the  new  Connecticut  Hospital  Service  plan 
is  being  placed  in  operation  without  the  approval 
of  the  Connecticut  State  Medical  Society  and  con- 
trary to  the  recommendation  of  the  Special  Com- 
mittee of  the  Council  of  the  State  Medical  Society 
and  over  the  unanimous  protest  of  the  Radiololgical 
Section.” 

It  was  also  voted  that  a letter  containing  this 
resolution  be  sent  to  the  Chairman  of  the  Executive 
Committee,  Board  of  Directors  of  every  hospital  in 
the  State,  every  hospital  administrator,  acting  mana- 
ger of  the  Connecticut  Hospital  Service,  Inc.,  and 
to  the  Secretary  of  the  Connecticut  State  Medical 
Society. 

St.  Mary’s  Hospital  Staff  (Waterbury) 
Expresses  Disapproval 

At  the  regular  monthly  (July)  meeting  of  the 
Medical  Staff  of  St.  Mary’s  Hospital,  disapproval  of 
the  recent  contract  between  St.  Mary’s  Hospital  and 
the  Connecticut  Hospital  Service,  Incorporated,  was 
strongly  and  unanimously  expressed.  The  staff  does 
not  disapprove  of  a proper  plan  of  prepayment  for 
hospital  services  nor  even  for  professional  services, 
but  believes  such  a plan  should  be  directed  to  the 
good  of  the  public,  the  hospital  and  the  medical  pro- 
fession. The  present  plan  does  not  adequately  fulfill 
these  requirements.  It  leads  the  public  to  believe  that 
it  completely  pays  for  certain  hospital  facilities 
which  it  cannot  do  on  the  present  financial  payment 
to  hospitals;  for  the  present  amount  paid  does  not 
cover  the  actual  cost  of  the  services  furnished,  let 
alone  furnish  any  means  of  renewing  worn  out  hos- 
pital apparatus.  Furthermore  the  public  does  not 
know  that  this  plan  failed  to  receive  the  approval  of 
the  Connecticut  State  Medical  Society  when  pre- 
sented before  that  body. 
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It  is  unfair  to  the  hospitals  for  the  same  reasons 
and  it  has  also  generated  some  disagreement  between 
the  medical  and  administrative  departments  of  the 
hospitals.  It  is  unfair  to  the  medical  profession  be- 
cause it  attempts  to  sell  certain  types  of  medical 
services  without  the  consent  and  approval  of  the 
Connecticut  State  Medical  Society  (when  sought  by 
the  Connecticut  Hospital  Service,  Incorporated,  or 
of  the  individual  supposed  to  render  these  services). 
It  goes  without  saying  that  any  such  plan  can  be 
successful  only  through  the  complete  and  willing 
cooperation  of  all  parties  concerned.  The  staff  also 
feels  that  there  has  been  laxity  on  the  part  of  the 
Connecticut  State  Medical  Society  in  failing  to 
notify  the  hospital  that  this  plan  had  not  met  with 
the  approval  of  the  State  Society. 

The  undersigned  have  been  appointed  a com- 
mittee to  bring  the  action  of  St.  Mary’s  Hospital 
Medical  Staff  and  the  reasons  therefore  to  the  atten- 
tion of: 

1.  The  Superintendent  and  Board  of  Directors  of 
St.  Mary’s  Hospital. 

2.  The  Waterbury  Medical  Association. 

3.  The  New  Haven  County  Medical  Association. 

4.  The  Connecticut  State  Medical  Society. 

5.  The  Connecticut  Hosptial  Service,  Incorpor- 
ated. 

(Signed) 

M.  J.  Lawler,  m.d. 

Patrick  J.  Brennan,  m.d. 


The  Whole  Story 

Reprinted  from  the  Journal  of  the  Medical 
Society  of  the  County  of  New  York  with  permis- 
sion of  the  Publication  Committee. 

Press  accounts  of  the  Moreland  Act  Commission’s 
investigation  of  Workmen’s  Compensation  have 
told  the  truth— but  not  the  whole  truth.  As  a result, 
the  public  has  received  a distorted  impression  of 
the  situation.  It  is  under  the  belief  that  only  physi- 
cians have  been  guilty  of  sins  of  commission  or 
omission,  without  realizing  the  culpability  of  the 
Labor  Department,  to  say  nothing  of  the  lawyers, 


insurance  carriers,  employers  and  workers’  repre- 
sentatives who  were  also  implicated.  Above  all,  it 
has  no  idea  of  how  completely  the  hands  of  the 
medical  societies’  compensation  bureaus  were  tied 
by  legislative  provisions  which  failed  to  give  them 
investigative  and  disciplinary  powers  commensurate 
with  their  responsibilities. 

The  favorite  accusation  against  the  medical 
societies  has  been  that  they  tacitly  acquiesced  in  fee 
splitting.  Actually  they  had  sought  an  effective 
legislative  ban  on  fee  splitting  for  a quarter  of  a 
century  and  it  was  they  who  insisted  on  such  inter- 
dictions of  this  practice  as  the  compensation  law 
contained.  The  present  corrective  amendments  em- 
body a reform  for  which  the  profession  had  fought 
unsuccessfully  for  twenty-five  years. 

The  same  is  true  of  the  amendments  concerning 
commercial  laboratories.  Medicine  urged  a ban  on 
them  when  the  law  of  1935  was  drafted  but  it  re- 
ceived no  support  from  the  newspapers  or  govern- 
mental agencies  which  are  now  blaming  it  for  the 
evils  which  have  centered  about  those  laboratories. 

In  spite  of  the  abuses  exposed  by  the  Adoreland 
Act  Commission,  it  should  not  be  overlooked  that, 
through  the  activities  of  the  medical  societies’  com- 
pensation boards,  the  professional  services  rendered 
to  victims  of  industrial  injury  and  disease  have 
advanced  to  an  unprecedentedly  high  level  in  this 
state.  While  further  improvement  can  and  should  be 
effected,  to  ignore  the  gains  of  the  past  decade  is 
an  injustice  to  the  thousands  of  physicians  who  have 
participated  skillfully  and  honestly  in  compensation 
work. 

Many  of  the  legislative  provisions  enacted  on  the 
recommendation  of  the  Moreland  Act  Commission 
are  obviously  necessary.  The  wisdom  of  others  must 
be  tested  by  time  and  experience.  On  one  point, 
however,  there  is  no  doubt  in  the  minds  of  the 
profession:  the  curtailment  of  the  functions  of  the 
compensation  boards  of  the  medical  societies  of 
Bronx,  New  York,  Kings  and  Queens  is  not  only  a 
gratuitous  affront  to  the  physicians  who  have  served 
on  those  boards  and  to  the  medical  men  of  those 
counties,  but  may  open  the  door  to  far  greater 
administrative  evils  than  they  purport  to  correct. 


YOU  CAN  T GO  WRONG  — Treatment  of  such  common  skin 
lesions  as  verrucae,  angiomas,  clavi,  keratoses,  etc.,  is  made  simple  and  sure  with 
the  Specialties  Dry  Ice  Apparatus.  The  CO2  snow,  confined  within  tip  of 
Specialties  Applicator,  is  pressed  against  the  lesion.  It  is  as  simple  as  that! 
Available  at  The  Professional  Equipment  Company,  36  Howe  Street,  New 
Haven,  Connecticut. 


(See  PAGE  2) 
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Lieut.  Colonel  Martin  A.  Compton 
Appointed  to  Surgeon  General  Board 

Lieut.  Colonel  Martin  A.  Compton,  MC,  has  been 
appointed  as  a member  of  a board  of  the  Office  of 
The  Surgeon  General,  the  purpose  of  which  is  to 
prepare,  develop  and  implement  the  medical  portion 
of  the  War  Department’s  program  for  aid  to  civilian 
populations  in  liberated  countries.  This  board  was 
established  in  June,  1943. 

Colonel  Martin  A.  Compton  has  been  associated 
with,  and  Chief  of  the  Requirements  Branch  in  the 
Office  of  The  Surgeon  General  since  1941. 

Army  Increases  Officer  Candidate  Quotas 
for  Medical  Administrative  Corps 

An  increase  in  quotas  for  admission  to  officer 
candidate  courses  leading  to  commissions  in  the 
Medical  Administrative  Corps  of  the  Army,  has 
been  announced  by  the  War  Department. 

Quotas  which  until  recently  have  been  extremely 
limited  have  been  revised  to  permit  acceptance  of 
2,000  men  before  October  1 for  17  week  courses. 
The  primary  reason  for  the  increase  is  the  need  for 
more  officers  qualified  for  administrative  duties  in 
the  Army  Medical  Department  to  free  members  of 
the  Medical  Corps  for  professional  duties. 

In  recent  months  only  the  Medical  Administration 
Corps  Officer  Candidate  School  at  Camp  Barkeley, 
Texas,  has  been  accepting  candidates.  Under  the 
new  plan,  the  Officer  Candidate  School  at  Carlisle 
Barracks,  Pennsylvania,  was  reopened  on  June  24. 

Clinical  Psychologists  Aid  Army 

Clinical  Psychologists  commissioned  in  the  Ad- 
jutant General’s  Department  are  being  made  avail- 
able for  assignment  to  the  Office  of  The  Surgeon 
General  for  the  neuropsychiatric  sections  of  named 
and  numbered  general  and  station  hospitals  of  1,000 
beds  or  more,  the  War  Department  announced  on 
July  1,  1944.  Requisitions  for  such  officers  will  be 
forwarded  to  the  Adjutant  General  through  com- 
manding generals  of  service  commands  concerned, 
or  theater  commanders  when  applicable. 


Clinical  psychologists  will  be  assigned  to  duty  in 
the  neuropsychiatric  sections  of  the  hospital  to  serve 
under  the  direction  and  supervision  of  the  chief  of 
the  neuropsychiatric  section.  Their  duties  will  be  to: 

(a)  Aid  in  the  development  and  administration  of 
the  program  of  counseling  designed  to  prepare  con- 
valescent patients  for  return  to  military  service. 

(b)  Assist  in  the  preparation  of  clinical  records, 
particularly  including  those  requiring  the  use  and 
interpretation  of  special  psychological  tests  as  de- 
sired by  the  chief  of  the  neuropsychiatric  section. 

(c)  Assist  in  studies  of  special  psychological  prob- 
lems related  to  the  classification  and  retraining  of 
neuropsychiatric  casualties. 

(d)  Assist  in  the  determination  of  the  appropriate 
military  occupational  specialty  of  men  who  are 
designated  as  ready  for  assignment,  and  to  advise 
regarding  their  assignment  to  a specific  duty  or 
special  training. 

(e)  Perform  such  other  professional  and  adminis- 
trative duties  in  the  hospital  as  will  best  assist  the 
neuropsychiatrist  in  the  accomplishment  of  the  best 
management  and  disposition  of  patients. 

Postwar  Training  of  Medical  Corps  Officers 

The  Office  of  T he  Surgeon  General  has  an- 
nounced the  appointment  of  a committee  to  formu- 
late plans  for  postwar  training  of  Medical  Corps 
Officers  who  will  be  separated  from  the  military 
service  at  the  end  of  the  war.  The  committee  con- 
sist of:  Brig.  General  Raymond  W.  Bliss,  Chief  of 
Operations  Service— Chairman;  Brig.  General  James 
S.  Simmons,  Chief  of  Preventive  Medicine  Service; 
Colonel  James  R.  Hudnall,  Chief  of  Personnel  Serv- 
ice; Brig.  General  Fred  W.  Rankin,  Director  of 
Surgery  Division;  Brig.  General  Hugh  J.  Morgan, 
Director  of  Medicine  Division;  Colonel  Floyd  L. 
Wergeland,  Director  of  Training  Division;  Colonel 
William  P.  Holbrook,  MC,  and  Lieut.  Colonel  R. 
H.  Meiling,  MC,  representatives  from  the  Army  Air 
Forces;  Colonel  R.  B.  Skinner,  MC,  representative 
from  the  Army  Ground  Forces;  George  B.  Darling, 
m.d.,  representative  from  the  National  Research 
Council. 
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Decorations  for  Scrub  Typhus  Control 
Service 

The  Bronze  Star  Medal  has  been  awarded  to  an 
officer  of  the  Sanitary  Corps  and  seven  enlisted  men 
of  the  Medical  Department  for  their  services  in  the 
prevention  of  scrub  typhus  on  Goodenough  Island 
in  the  South  Pacific  as  announced  on  1 6 May  1944 
by  the  Sixth  Army  Headquarters. 

Although  these  men  were  fully  aware  of  the 
danger  of  contracting  scrub  typhus,  they  voluntar- 
ily applied  themselves  to  the  task  of  preparing 
camp  sites  in  order  to  bring  about  the  rapid  and 
complete  control  of  this  disease  on  Goodenough 
Island.  Their  services  were  rendered  during  the 
periods  27  December  1943  to  7 February  1944  and 
13-22  March  1944. 

U.  S.  Army  Blind  Centers 

The  Army  Medical  Department  has  designated 
two  hospitals,  namely.  Valley  Forge  General  Hos- 
pital, Phoenixville,  Pa.,  and  Dibble  General  Hos- 
pital, Menlo  Park,  California,  as  blind  centers  where 
all  blinded  casualties  are  being  sent  to  receive  a pre- 
liminary course  in  social  rehabilitation  while  under- 
going any  necessary  medical  or  surgical  treatment. 

On  July  21  the  first  group  of  blinded  casualties 
was  received  at  Old  Farms  Convalescent  Hospital 
(Special),  Avon,  Conn.,  which  has  been  designated 
as  the  blind  center  where  the  final  phase  of  social 
rehabilitation  is  given.  This  group  has  undergone 
the  preliminary  training  at  Valley  Forge  General 
Hospital,  and  during  their  stay  at  Old  Farms  will 
receive  more  advanced  training  in  social  rehabilita- 
tion prior  to  discharge  from  the  Army  and  transfer 
to  the  Veterans  Administration. 

Brig.  General  Hillman  Assumes  Command 
of  Letterman  General  Hospital  on 
West  Coast 

Completing  his  work  on  his  fifth  anniversary  as 
Chief  of  the  Professional  Service  of  the  Office  of 
The  Surgeon  General,  Brigadier  General  Charles  C. 
Hillman  left  Washington  on  August  7 to  take  up 
his  new  post  on  or  about  August  20,  as  the  Com- 
manding General  of  Letterman  General  Hospital 
j in  San  Francisco.  This  institution— containing  2,500 
! beds— has  been  designated  as  the  principal  debarka- 
tion hospital  for  casualties  from  the  Pacific  area. 
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General  Hillman  will  succeed  Brig.  General  Frank 
W.  Weed,  who  will  soon  retire.  Major  General 
Norman  T.  Kirk,  Surgeon  General,  U.  S.  Army, 
said  that,  “General  Hillman’s  assignment  as  the 
Commanding  General  of  this  important  hospital  on 
the  West  Coast  illustrates  the  Army’s  concern  with 
the  care  of  sick  and  wounded  soldiers.  It  is  of 
paramount  importance  that  such  work  be  carried 
out  under  the  direction  of  a medical  man  of  wide 
experience  and  sound  judgment.  He  has  ably  direct- 
ed our  Professional  Service,  being  mainly  responsible 
for  the  initiation  of  the  blood  plasma  program  of 
the  Army,  resulting  in  saving  the  lives  of  thousands 
of  American  soldiers;  under  his  direction  was  organ- 
ized the  chest  x-ray  examination  of  all  Army  in- 
ductees, with  a lowering  of  the  incidence  of  tuber- 
culosis among  military  personnel  to  less  than  one- 
tenth  that  in  World  War  1.”  “It  is  a happy  coinci- 
dence,” he  observed,  “that  the  qualities  of  adminis-' 
trative  ability  and  sound  medical  judgment  are  thus 
combined  in  one  man.” 

General  Hillman  obtained  his  doctorate  of  medi- 
cine from  Rush  Medical  College  in  1911  after 
graduating  from  the  University  of  Arkansas.  Fol- 
lowing his  internship  in  the  Cook  County  Hospital 
he  entered  the  Army  Medical  Corps  in  1912.  His 
assignments  have  been  largely  professional  in  char- 
acter in  important  medical  centers  of  the  Army. 
His  service  has  included  several  years  at  tropical 
stations  during  the  years  of  peace  and  inspection  of 
medical  services  in  overseas  theaters  in  the  current 
emergency. 

In  the  fall  of  1943  he  visited  Brazil  as  the  official 
guest  of  the  Brazilian  Government;  following  his 
visit  he  was  decorated  in  recognition  of  the  assist- 
ance that  he  rendered  the  Medical  Service  of  the 
Brazilian  Army. 

Surgeon  General  Returns 

Maj  or  General  Norman  T.  Kirk,  Surgeon  Gen- 
eral, U.  S.  Army,  returned  on  July  21  from  visits 
to  the  Italian  and  Normandy  battle  fronts  where  he 
inspected  medical  facilities  including  those  at  bat- 
talion aid  stations,  as  well  as  Army  hospitals  in 
England  during  his  twenty-day  trip. 

Civil  Public  Health  Conference 

On  July  24,  twenty-three  Army  Medical  Depart- 
ment officers  who  had  completed  the  indoctrination 
course  in  civil  affairs  at  the  School  of  Military  Gov- 
ernment, Charlottesville,  Virginia,  attended  a con- 
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ference  in  the  Office  of  The  Surgeon  General. 
These  officers  have  been  assigned  for  Far  East  back- 
ground and  public  health  training  in  the  Civil  Affairs 
Training  School  at  Yale  University,  New  Haven, 
Connecticut.  The  conference  in  Washington,  under 
auspices  of  the  Civil  Public  Health  Division,  con- 
sisted of  an  address  of  welcome  by  Major  General 
Norman  T.  Kirk  and  talks  by  Brig.  General  James 
S.  Simmons,  Brig.  General  Stanhope  Bayne-Jones, 
Brig.  General  Leon  Fox,  Lt.  Colonel  P.  T . Knies, 
Colonel  Ira  V.  Hiscock,  Colonel  George  M.  Powell 
and  Colonel  T.  B.  Turner.  The  program  was  con- 
cluded by  an  informal  round  table  discussion  on 
civil  affairs  public  health. 

New  Consultants  Appointed  to  the 
Surgeon  General 

With  the  advances  of  Allied  forces  into  former 
enemy  held  territory,  the  responsibility  of  the  Army 
for  the  health  of  civil  populations  in  occupied  and 
liberated  countries  in  both  Europe  and  the  Far  East 
has  already  been  and  will  be  further  increased.  In 
meeting  this  responsibility  The  Surgeon  General  is 
making  use  of  the  advice  of  outstanding  civilian 
experts  in  public  health. 

Among  those  recently  appointed  as  consultants 
to  The  Surgeon  General,  U.  S.  Army,  in  matters 
pertaining  to  preventive  medicine  and  public  health 
are: 

George  K.  Strode,  m.d.,  Director,  International 
Health  Division  of  The  Rockefeller  Foundation. 

C.-E.  A.  Winslow,  dr.p.h.,  Lauder  Professor  of 
Public  Health,  Yale  School  of  Medicine;  Editor, 
Journal  of  the  American  Public  Health  Association. 

Hugh  H.  Smith,  MC,  Regional  Director  for 
United  States,  Canada  and  Mexico,  International 
Health  Division,  The  Rockfeller  Foundation.  For 
the  past  three  years  Dr.  Smith  has  represented  the 
Rockefeller  Foundation  in  England  where  he  has 
worked  closely  with  the  Ministry  of  Health. 

Ernest  L.  Stebbins,  m.d.,  Commissioner  of  Health, 
New  York  City;  Professor  of  Epidemiology  (on 
leave)  DeLamar  Institute  of  Public  Health,  Colum- 
bia University. 

Abel  Wolman,  ph.d.,  Professor  of  Sanitary  En- 
gineering, The  Johns  Hopkins  School  of  Hygiene 
and  Public  Health;  Chairman,  Executive  Board, 
American  Public  Health  Association. 

Claude  E.  Forkner,  m.d.,  Director,  China  Medical 
Board.  Dr.  Forkner  has  recently  returned  from  a 


year’s  assignment  in  China  where  he  has  been  ad- 
visor to  the  Committee  on  Medical  Education  of 
the  Ministry  of  Education  of  China.  While  in  China 
he  was  also  Professor  of  Medicine  at  the  National 
Central  University  and  the  West  China  Union  Uni- 
versity, Chengtu,  China. 

Plans  Shaped  For  Army  Medical  History 

At  a meeting  of  representatives  of  the  professional 
and  administrative  services  of  the  Office  of  The 
Surgeon  General,  held  in  Washington  on  26  July 
1944,  plans  were  discussed  and  progress  reports 
made  on  the  medical  history  of  the  war.  Work  on 
the  history  has  been  in  progress  since  August  1941 
under  the  direction  of  Colonel  Albert  G.  Love,  a 
veteran  of  nearly  forty  years  service  in  the  Army 
Medical  Department.  He  was  a member  of  the  edi- 
torial staff  that  published  the  history  of  the  Medical 
Department  of  the  United  States  Army  in  World 
War  I.  Reports  made  at  the  recent  meeting  by 
officers  responsible  for  historical  volumes  indicated 
that  marked  progress  is  being  made  in  assembling- 
information  from  medical  installations  in  this  coun- 
try and  overseas. 

Editors  have  been  selected  for  the  volumes  on  the 
medical  specialties  and  the  administrative  phases  of 
the  medical  service.  In  addition  to  the  research  and 
editorial  work  to  be  done  in  the  Office  of  The  Sur- 
geon General,  historical  activities  Mull  be  carried 
forward  by  officers  assigned  to  headquarters  of 
overseas  theaters.  They  will  secure  first-hand  reports 
of  the  over-all  medical  services,  particularly  those 
rendered  under  combat  conditions  including  evacu- 
ation of  the  wounded,  the  flow  of  supplies,  and  other 
problems.  Officers  in  overseas  theaters  who  have 
had  extensive  experience  with  medical  and  surgical 
problems  peculiar  to  this  war  are  being  asked  to 
record  their  observations  for  the  history. 

When  first  organized,  historical  activities  of  the 
Medical  Department  relative  to  professional  subjects 
were  part  of  a joint  plan  to  be  undertaken  in  co- 
operation with  the  subcommittee  on  Historical 
Records  of  the  Division  of  Medical  Sciences  of  the 
National  Research  Council.  The  administrative  and 
organizational  volumes  were  to  be  prepared  by  the 
Medical  Department.  This  plan,  hoy^ever,  was  modi- 
fied recently  in  accordance  with  the  wishes  of  Sur- 
geon General  Norman  T.  Kirk.  General  Kirk  felt 
that  the  Adedical  Department  should  assume  full 
responsibility  for  its  entire  history  in  view  of  the 
global  scope  of  the  work  and  the  consequent  neces- 
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sity  of  having  the  history  prepared  by  officers  who 
have  been  intimately  associated  with  the  practice  of 
military  medicine  throughout  the  world. 

Medical  histories  were  published  by  the  Office  of 
The  Surgeon  General  following  the  Civil  War  and 
the  first  World  War.  The  volumes  have  done  much 
to  perpetuate  and  disseminate  professional,  adminis- 
trative, and  organizational  medical  advances  devel- 
oped under  the  impetus  of  war. 

British  authorities  are  carrying  forward  a similar 
plan  for  recording  the  medical  history  of  the  cur- 
rent war. 

7,000  Wounded  Flown  From  Invasion  Front 
in  Three  Weeks  by  AAF 

Employing  new  techniques  to  save  life  as  fast  as 
modern  war  contrives  to  destroy  it,  the  Army  Air 
Forces  medical  corps  has  pressed  in  service  a new 
“flying  jeep”  type  of  airplane  to  rush  wounded 
Allied  soldiers  from  the  French  invasion  front  to 
hospitals  removed  from  the  scene  of  battle. 

More  than  7,000  casualties  were  evacuated  by  air 
during  the  first  three  weeks  following  the  Nor- 
mandy invasion,  Major  General  David  N.  W.  Grant, 
Air  Surgeon,  USAAF,  disclosed  for  the  first  time  in 
a nationwide  radio  address  recently.  Submitting 
additional  evidence  of  the  life-saving  and  morale 
building  worth  of  air  evacuation,  General  Grant 
revealed  in  the  coast  to  coast  broadcast  that  more 
than  a quarter  of  a million  sick  and  wounded,  Ameri- 
can and  Allied,  have  been  carried  out  of  battle  areas 
by  military  aircraft  since  Pearl  Harbor.  This  num- 
ber is  being  enlarged,  all  over  the  world,  at  the  rate 
of  1,000  patients  a day,  he  reported. 

Outlining  the  expansion  and  refinement  of  this 
spectacular  means  of  hospital  transportation,  Gen- 
eral Grant  said  that  the  secret  of  the  success  of  aerial 
evacuation  in  every  theater  of  operations  lies  in 
swift  transportation  and  adequate  hospitalization. 
The  “flying  jeep”  is  used  to  snatch  wounded  men 
from  under  the  muzzles  of  the  enemy’s  guns  and 
speed  them  on  the  first  leg  of  their  aerial  journey 
to  hospitals.  Actual  air  operations  on  the  Normandy 
beachhead,  General  Grant  reported,  “began  on  ‘D- 
plus-four’  as  soon  as  engineers  had  built  a runway  on 
which  the  huge  C-47  transport  planes  could  land  to 
receive  their  loads  of  sick  and  wounded.  A total 
of  several  hundred  flight  surgeons,  flight  nurses  and 
enlisted  technicians  were  assigned  to  this  duty  of 
bringing  the  wounded  out  of  France  under  the 
protective  cover  of  our  fighter  planes.” 


Sanitary  Gorps  Officers  Needed 

The  Army  Medical  Department  needs  500  officers 
for  assignment  to  the  Sanitary  Corps  to  fill  vacancies 
and  to  relieve  physicians  and  surgeons  for  profes- 
sional duties.  A survey  of  civilian  and  Army  per- 
sonnel is  now  being  made  to  find  qualified  ento- 
mologists, sanitary  engineers,  bacteriologists,  bio- 
chemists, parasitologists,  nutritionists,  and  industrial 
hygiene  engineers.  Qualified  officers  in  other 
branches  of  the  service  whose  qualifications  are  not 
fully  used  in  their  present  assignments  will  be  con- 
sidered for  duty  with  the  Sanitary  Corps.  Requests 
should  be  forwarded  to  Adjutant  General,  U.  S. 
Army.  Civilians,  Warrant  officers  and  enlisted  men 
will  be  given  direct  appointments  as  officers  in  the 
Sanitary  Corps.  Qualified  civilians  should  apply  in 
writing  to  Officer  Procurement  Service  in  Head- 
quarters of  the  Service  Command  in  which  they 
reside  or  to  Officer  Procurement  Service,  Washing- 
ton 25,  D.  C. 

Army  Medical  Department  Observes 
169th  Anniversary 

On  July  27,  the  Army  Medical  Department  ob- 
served the  169th  anniversary  of  the  establishment  of 
the  first  medical  service  for  the  American  Army. 
The  Medical  Department  had  its  inception  in  the 
creation  by  the  Continental  Congress,  July  27,  1775, 
of  a hospital  for  the  American  forces  shortly  after 
George  Washington  assumed  command  in  the  Revo- 
lutionary War. 

Dedication  of  Mason  General  Hospital 

Major  General  Norman  T.  Kirk,,  Surgeon  Gen- 
eral of  the  U.  S.  Army,  dedicated  the  Mason  Gen- 
eral Hospital,  Brentwood,  Long  Island,  New  York, 
on  June  22,  1944.  The  special  school  for  training 
medical  officers  on  neuropsychiatry  has  been  located 
at  this  institution.  The  faculty  of  the  school  is 
directed  by  Colonel  William  C.  Porter,  MC.  Colonel 
Cleve  C.  Odom,  MC,  is  the  Commanding  Officer  at 
the  hospital. 

Colonel  Rogers  Given  Legion  of  Merit 

Colonel  John  A.  Rogers,  of  the  Army  Medical 
Department,  formerly  on  duty  in  Washington  as 
Executive  Officer  in  the  Office  of  The  Surgeon  Gen- 
eral, has  been  awarded  the  Legion  of  Merit  for  serv- 
ices in  the  European  theater.  The  citation  said  the 
award  was  given  for  “exceptionally  meritorious 
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conduct  in  the  performance  of  outstanding  services 
from  October  20,  1943  to  May  31,  1944-” 

Colonel  Rogers  was  born  in  Nashua,  N.  H.,  in 
1889.  He  is  a graduate  of  the  Tufts  Medical  College. 
Formerly  a member  of  the  New  Hampshire  Nation- 
al Guard,  he  entered  the  Medical  Corps  of  the  Regu- 
lar Army  in  1933,  serving  at  posts  in  this  country 
and  in  Hawaii. 

General  Hospital  Dedicated  to  Army  Nurse 

Colonel  Florence  A.  Blanchfield,  AUS,  Superin- 
tendent of  the  Army  Nurse  Corps,  gave  the  dedi- 
catory speech  on  July  9,  for  the  Gardiner  General 
Hospital,  Chicago,  Illinois.  Colonel  John  R.  Hall, 
MC,  was  assigned  the  post  of  Commanding  Officer. 
Brig.  General  Fred  W.  Rankin,  Director  of  the 
Surgery  Division,  Office  of  The  Surgeon  General, 
also  spoke  at  the  ceremony. 

Lieut.  Ruth  M.  Gardiner,  in  whose  honor  the 
hospital  was  named,  was  the  first  Army  nurse  to 
lose  her  life  in  the  performance  of  duty  in  World 
War  II. 

Committee  on  Medical  Research  Begins 
Publication 

The  Committee  on  Medical  Research  of  the  Office 
of  Scientific  Research  and  Development  has  begun 
publication  of  a weekly  journal  entitled,  Summary 
of  Reports  Received  by  the  Committee  on  Medical 
Research.  Circulation  of  the  publication  is  restricted 
to  selected  Medical  Corps  men  in  the  United  States, 
Canada  and  Great  Britain.  The  journal  is  being 
edited  and  published  by  the  Records  Section  of  the 
Committee,  the  work  of  which  is  directed  by  Dr. 
Kenneth  B.  Turner,  who  is  on  leave  of  absence  from 
the  College  of  Physicians  and  Surgeons,  Columbia 
University.  Dr.  Turner  is  Assistant  Professor  of 
Medicine  and  assisting  physician  to  the  Presbyterian 
Hospital. 

Medical  Corps  Officers  to  Speak  at 
Graduate  Fortnight 

At  the  Seventeenth  Graduate  Fortnight  of  the 
New  York  Academy  of  Medicine  entitled  “Infec- 
tions and  Their  Treatment”  which  will  be  held 
October  9 to  20.  The  following  papers  of  members 
of  the  Army  Medical  Department  appear  on  the 
program: 


“Sulfonamides  in  the  Control  of  Streptococcus 
Infections”  by  Brig.  General  Hugh  J.  Morgan,  U.  S. 
Army. 

“Infectious  Hepatitis,”  by  Brig.  General  Stanhope 
Bayne-Jones,  U.  S.  Army. 

Major  Norman  Plummer,  MC,  has  a part  in  the 
panel  discussion  on  “Pneumonic  Types  and  their 
Responses  to  Various  Forms  of  Chemotherapy.” 

Specially  Trained  Psychiatrists 

The  importance  of  specially  trained  psychiatrists 
has  been  emphasized  by  the  recent  graduation  of 
140  medical  officers  from  three  schools  of  military 
neuropsychiatry  in  the  New  York  area.  Classes  were 
conducted  at  the  Mason  General  Hospital  on  Long 
Island,  the  Columbia  University  College  of  Physi- 
cians and  Surgeons,  and  Bellevue  Hospital  Medical 
College  under  the  direction  of  leading  civil  and 
military  psychiatrists  and  neurologists. 

The  courses  at  Columbia  and  Bellevue  have  been 
discontinued  until  fall.  However,  the  course  at  j 
Mason  General  Hospital  is  being  conducted  with  a 
new  class  of  fifty-four  officers  which  entered  on 
July  8. 

Officers  graduating  from  these  schools  have  been 
ordered  to  duty  in  Army  general  hospitals  to  aid 
in  the  care  and  treatment  of  psychiatric  cases.  Most 
of  the  officers  recently  completed  nine  month  in- 
ternships followed  by  special  courses  at  the  Army 
Medical  Field  Service  School,  Carlisle  Barracks, 
Pennsylvania,  and  in  general  hospitals  throughout 
the  country.  They  then  entered  the  schools  of  mili- 
tary neuropsychitary  for  three  months’  intensive 
study  in  basic  psychiatry  and  neurology.  Their 
training  will  continue  under  the  Chief  of  Neuro- 
psychiatry at  the  hospital  to  which  the  students  are 
assigned. 

Course  for  Training  Technicians  in 
Maintenance  of  Equipment 

1 he  Army  Medical  Department  has  recently 
made  provision  to  train  enlisted  personnel  in  the 
maintenance  of  the  expensive  and  elaborate  medical 
equipment  used  at  Army  station  and  general  hos- 
pitals throughout  the  country.  The  technicians  are 
trained  at  the  Medical  Supply  Service  School,  St. 
Louis,  Missouri,  where  classes  enter  every  month. 

1 he  prerequisite  includes  basic  military  training  and 
a high  school  education. 
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Colonel  Flickinger  Returns  From  Burma 

Colonel  Don  Flickinger,  MC,  formerly  Wing  Sur- 
geon of  the  A.A.F.  Air  Transport  Command,  India- 
China  wing,  has  recently  returned  to  the  United 
States  for  a new  assignment.  Colonel  Flinkinger,  it 
will  be  remembered,  parachuted  into  the  Burma 
jungle  in  August  1943  to  bring  aid  to  the  victims  of 
a plane  crash.  He  brings  glowing  reports  of  the 
volume  and  success  of  air  evacuation  of  casualties 
from  the  China-Burma  fighting  front. 

Colonel  Flickinger  has  been  awarded  the  Legion 
of  Merit  for  work  upon  methods  of  sighting  pilots 
forced  down  at  sea.  He  also  holds  the  Distinguished 
Flying  Cross,  Soldier’s  Medal,  Air  Medal  and  a 
Presidential  unit  citation. 

Sir  Howard  Walter  Florey  Visits 
Washington 

Sir  Howard  Walter  Florey,  professor  of  pathol- 
ogy at  Oxford  University,  England— largely  respon- 
sible for  the  development  of  the  use  of  penicillin- 
visited  Washington  for  three  days  last  week.  He 
consulted  with  certain  officers  in  I he  Office  of  1 he 
Surgeon  General,  and  with  members  of  the  Com- 
mittee on  Medical  Research.  Sir  Howard  was  re- 
cently knighted  by  the  King  of  England  for  his 
contribution  to  medicine. 

Postwar  Educational  Facilities  For 
Returning  Medical  Officers 

Reprinted  from  the  Report  of  the  Council  on  Medical 
Education  to  the  House  of  Delegates  of  the  American  Medi- 
cal Association  published  in  The  Journal  of  the  American 
Medical  Association,  April  29,  1944,  V ol.  124,  p.  1302. 

Over  a year  ago  the  Council  embarked  on  a pre- 
liminary study  of  postwar  educational  facilities 
which  will  be  available  to  returning  medical  officers. 
Information  was  sought  from  nearly  1,300  institu- 
tions and  agencies,  including  hospitals,  medical 
schools,  departments  of  health,  state  medical  associa- 
tions and  examining  boards  in  medical  specialties.  A 
preliminary  report  of  the  findings  was  published  in 
The  Journal  on  January  1,  1944-  Refresher  and  re- 
view courses,  postgraduate  lecture  and  clinic  series, 
and  internships  and  residencies  are  being  developed 
in  many  fields  in  numbers  which  give  fair  promise 
of  meeting  the  probable  demand  from  returning 
officers  as  Well  as  from  the  more  recent  graduates 
who  will  not  have  been  on  active  duty. 

This  study  of  postwar  educational  facilities  will 
be  continued,  so  that  even  before  the  close  of  the 


war  the  Council  expects  to  have  ready  for  distribu- 
tion a printed  list  of  all  educational  opportunities 
available  to  returning  medical  officers  and  especially 
planned  for  them. 

In  the  Council’s  planning  for  these  postwar  serv- 
ices it  became  clear  early  that  we  were  working 
entirely  on  the  probable  available  supply  of  educa- 
tional opportunities.  The  question  of  demand  for 
them  was  entirely  unknown  and  will  depend  on: 

1.  What  the  men  now  in  service  will  desire  after 
the  war.  In  collaboration  with  other  interested  agen- 
cies, the  American  Medical  Association,  through  the 
Committee  on  Postwar  Medical  Services,  is  obtain- 
ing information  on  this  problem.  A questionnaire 
has  been  prepared  in  which  are  included  questions 
pertaining  to  the  postwar  educational  desire  of 
medical  officers.  This  is  being  sent  first  to  3,000 
medical  officers.  Later  it  will  be  sent,  with  the 
already  assured  cooperation  of  the  Surgeons  General 
of  the  Army,  Navy  and  Public  Health  Service,  to 
all  the  55,000  medical  officers  in  these  branches  of 
military  service.  Information  obtained  in  this  exten- 
sive undertaking,  transferred  to  International  Busi- 
ness Machine  punch  cards,  will  be  indispensable 
for  further  intelligent  planning  by  the  Council. 

The  Committee  on  Postwar  Medical  Services  has 
requested  the  Council  to  continue  its  study  of  supply 
of  postwar  educational  facilities  in  the  light  of 
results  obtained  concerning  the  demand  for  them  as 
revealed  by  the  questionnaires. 

2.  The  rate  of  demobilization  of  medical  officers 
will  bear  significantly  on  our  planning  for  their 
postwar  training.  Should  300  medical  officers  declare 
in  the  questionnaires  described  that  they  desire  a 
year  of  training  in  (for  example)  orthpedic  surgery, 
how  many  residencies  in  that  will  be  required?  If 
the  demobilization  is  rapid,  we  shall  need  300  resi- 
dencies. If  it  is  staggered  over  three  years,  100  places 
may  suffice.  In  the  latter  event  our  present  resi- 
dencies in  this  field  may  be  adequate.  It  is  obvious 
that  the  Council  must  plan  the  available  postwar 
educational  resources  in  the  light  of  information 
made  available  by  the  Surgeons  General  of  the 
Army,  Navy  and  Public  Health  Service  on  the  rate 
of  demobilization  of  medical  personnel. 

The  procurement  and  Assignment  Service  has 
recently  ruled  that  medical  officers  returning  now 
may  be  appointed  as  house  officers  by  hospitals  in 
excess  of  the  assigned  quota  for  a period  of  one 
academic  year.  This  should  greatly  facilitate  the 
adjustment  to  civilian  practice  by  returning  house 
officers  desiring  further  hospital  training. 
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War  Medicine:  Vol.  5,  No.  6,  June  1944 

The  outstanding  contribution  in  this  last  issue  of 
War  Medicine  is  undoubtedly  the  one  entitled 
“Nutritional  Disorders  in  Japanese  Internment 
Camps.”  The  material  in  this  paper  has  been  con- 
densed from  reports  presented  at  a symposium  held 
on  board  the  M/S  Gripsholm,  November  20,  1943, 
by  a group  of  one  hundred  physicians  and  nurses, 
American  and  Canadian  repatriates.  All  four  of  the 
authors  were  formerly  located  in  various  parts  of 
China  and  among  them  is  Hugh  L.  Robinson  who 
before  going  to  China  served  an  internship  in  the 
Hartford  Hospital.  Five  Japanese  internment  camps 
are  reported  in  this  article,  three  in  some  detail. 
The  nutritional  deficiencies  reported  probably  are 
but  a fraction  of  what  will  be  uncovered  when  this 
titanic  struggle  is  over.  Deficiencies  in  vitamin  B 
complex  were  found  most  prevalent  with  early 
manifestations  of  pellagra  and  beriberi  quite  com- 
mon. Diarrhea,  apparently  of  dietary  origin,  was 
found  to  be  very  prevalent.  Through  it  all  the  diffi- 
culties of  adjustment  in  living  and  the  disturbance 
in  psychologic  factors  contributing  to  loss  of 
appetite  were  ever  present. 

A second  paper  of  apparent  importance  is  one  by 
Lawrence  S.  Kubie,  m.d.,  of  New  York  on  “Special 
Aspects  of  Procedures  and  Organization  for  Induc- 
tion and  Discharge  in  the  Canadian  Army.”  This  is 
a report  written  following  a tour  made  on  invitation 
of  the  Canadian  Army  and  financed  by  the  Josiah 
Macy  Jr.  Foundation.  A striking  fact  brought  out 
in  this  paper  is  that  each  specialist  at  the  reception 
center,  with  the  approval  of  the  president  of  the 
board,  has  the  right  to  reject  recruits  on  the  basis 
of  his  own  findings  if  these  fall  below  certain  speci- 
fied levels. 

Two  articles  deal  with  the  use  of  barbiturates: 
“Sodium  Amytal  Narcosis  in  Treatment  of  Opera- 
tional Fatigue  in  Combat  Aircrews”  by  three  medi- 
cal officers  of  the  AUS;  “Clinical  Features  and 
Diagnosis  of  Malingering  in  Military  Personnel;  Use 
of  Barbiturate  Narcosis  as  an  Aid  in  Detection”  by 
Captain  A.  O.  Ludwig,  MC— AUS. 


The  other  articles  are:  “Infections  Mononucleosis 
in  the  Army”  by  two  medical  officers  of  the  AUS; 
Constitutional  Pathologic  State  and  Military  Fit- 
ness by  Lieutenant  Commander  Joseph  C.  Rhein- 
gold,  MC-V(S),  USNR;  “Herniation  of  Muscles 
of  the  Legs”  by  two  U.  S.  Public  Health  physicians; 
“Massive  Cranio-cerebral  Trauma  from  Airplane 
Propellor;  Report  of  Case  with  Recovery”  by  Cap- 
tain James  D.  O’Connor,  MC— AUS;  and  “Ancylo- 
stomiasis Associated  with  Hematuria”  by  Captain 
Hal  Davis,  MC-AUS. 

Abstracts  from  Current  Literature  and  seven  book 
reviews  complete  the  issue,  except  for  the  Index  to 
Volume  5. 

Promotions  — Changes  of  Station 

Major  Edward  E.  Williams,  Naugatuck,  has  been 
transferred  from  the  Watetown  Arsenal,  Water- 
town,  Massachusetts,  to  duty  overseas. 

Lieutenant  Commander  Frederick  P.  Rogers, 
West  Hartford,  has  been  transferred  from  the  U.  S. 
Naval  Hospital  at  Astoria,  Oregon,  to  the  U.  S. 
Naval  Hospital  at  Bremerton,  Washington. 

Eric  L.  Bernstein  of  Westport  should  be  addressed 
hereafter  as  Captain  Eric  L.  Berne,  Assistant  Chief 
of  Neuropsychiatry  Section,  Baxter  General  Hos- 
pital, Spokane,  Washington. 

Lieutenant  Robert  N.  Creadick,  New  Haven,  has 
been  promoted  to  Captain. 

Edward  R.  Smith,  Meriden,  has  been  commis- 
sioned in  the  U.  S.  Navy  as  Lieutenant  (j.g.)  and  at 
present  is  stationed  at  the  U.  S.  Naval  Training 
Station,  Sampson,  N.  Y. 

John  S.  Staneslow,  Waterbury,  has  been  commis- 
sioned in  the  U.  S.  Navy. 


Clinical  Congress 
New  Haven  — September  28  - 29 
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THOUSANDS  HAVE  SAID  - »cleverest  little  device  I ve 

seen  in  thirty  years  of  practice!”  Thus,  they  refer  to  the  $37.50  “Hvfrecator,” 
for  the  permanent  removal  of  foreign  growths  by  the  proven  electrodesic- 
cation method.  Write  or  phone  for  your  free  twenty-four  page  booklet 
“Symposium  on  Electrodesiccation.”  No  obligation;  but  we  shall  offer  to 
sell  vou  one  of  the  “Hvfrecators”,  of  course.  ^Professional  Equipment  Com- 
pany, 36  Howe  Street,  New  Haven,  Connecticut. 

(See  PAGE  2) 


NEWS  FROM  WASHINGTON 


THE  TWO  PARTY  PLATFORMS 

The  Democratic  Platforjn—Hexe  are  the  planks  in 
the  Democratic  platform  that  refer  directly  or  in- 
directly to  a health  program: 

“Beginning  March,  1933,  the  Democratic  Admin- 
istration . . . provided  social  security,  includ- 

ing old  age  pensions,  unemployment  insurance, 
security  for  crippled  and  dependent  children  and  the 
blind  . . . We  pledge  the  continuance  and  im- 

provement of  these  programs. 


“We  offer  these  postwar  programs: 

“A  continuation  of  our  policy  of  full  benefits  for 
ex  servicemen  and  women  with  special  consideration 
for  the  disabled.  . . . 

“The  enactment  of  such  additional  humanitarian, 
labor,  social  and  farm  legislation  as  time  and  expe- 
rience may  require,  including  the  amendment  or 
repeal  of  any  law  enacted  in  recent  years  which  has 
failed  to  accomplish  its  purpose. 

“We  reassert  our  faith  in  competitive  private 
enterprise  free  from  control  by  monopolies,  cartels, 
or  any  arbitrary  private  or  public  authority.” 

The  Republican  Platform— Under  the  heading 
“Security,”  this  is  what  the  Republican  platform 
has  to  say  about  federal  participation  in  health  and 
allied  fields: 

“We  pledge  our  support  of  the  following: 

“1.  Extension  of  the  existing  old  age  insurance 
and  unemployment  insurance  system  to  all  employes 
not  already  covered. 

“2.  The  return  of  the  public  employment  office 
system  to  the  states  at  the  earliest  possible  time, 
financed  as  before  Pearl  Harbor, 

“3.  A careful  study  of  federal-state  programs  for 
maternal  and  child  health,  dependent  children,  and 
assistance  to  the  blind,  with  a view  to  strengthening 
these  programs. 


“4.  The  continuation  of  these  and  other  programs 
relating  to  health,  and  the  stimulation  by  federal 
aid  of  state  plans  to  make  medical  and  hospital  serv- 
ice available  to  those  in  need  without  disturbing 
doctor-patient  relationships  or  socializing  medicine. 

“5.  The  stimulation  of  state  and  local  plans  to 
provide  decent  low  cost  housing  properly  financed 
by  the  federal  housing  administration,  or  otherwise, 
when  such  housing  cannot  be  supplied  or  financed 
by  private  sources.” 

DEFERMENT  OF  PREMEDICAL  STUDENTS 

In  an  effort  to  relieve  the  situation  resulting  or 
that  will  result  from  the  order  of  General  Hershey, 
Congressman  Louis  E.  Miller  of  Missouri,  under 
date  of  June  15  introduced  a bill,  H.R.  5027,  to 
amend  the  Selective  Training  and  Service  Act  to 
provide  for  the  deferment  in  each  calendar  year  of 
not  less  than  6,000  medical  students.  Subsequently, 
on  June  23,  . a substitute  bill  was  introduced  by 
Congressman  Miller,  H.R.  5128,  which  is  identical 
with  his  previous  bill  except  for  the  fact  that  the 
substitute  bill  provides  for  the  deferment  of  not  less 
than  4,000  dental  students  as  well  as  6,000  medical 
students.  In  introducing  this  legislation,  Congress- 
man Miller  stated,  in  part: 

“Mr.  Speaker,  the  country  is  confronted  with  a 
serious  shortage  of  doctors.  Death  alone  takes  a toll 
of  4,000  each  year.  This  does  not  include  the  casual- 
ties in  action  which  are  unknown.  We  face  the 
appalling  fact  that  the  supply  of  doctors  has  been 
dangerously  diminished  and  the  situation  is  becom- 
ing alarmingly  worse,  and  will  continue  so  in  the 
years  to  come  unless  we  take  immediate  steps  to 
remedy  it. 

“The  Selective  Service  Act  of  1940  and  its  amend- 
ments make  no  provision  for  the  deferment  of  pre- 
medical students.  There  arc  now  over  6,000  students 
in  medical  schools  in  this  country.  If  the  draft  con- 
tinues to  take  over  3,300  of  this  number  each  year, 
this  will  leave  about  2,700  to  continue  through 
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school.  Obviously,  such  a policy,  if  pursued,  will 
imperil  the  health  of  the  Nation.  We  cannot  afford 
to  run  the  risk  of  a flu  epidemic  such  as  in  World 
War  No.  1,  which  took  more  lives  than  were  lost 
in  battle.” 

Both  of  these  bills  are  pending  in  the  House  Com- 
mittee on  Military  Affairs,  of  which  Congressman 
A.  J.  May  of  Kentucky  is  Chairman.  On  behalf  of 
the  American  Medical  Association,  a request  has 
been  filed  with  the  committee  for  an  opportunity 
to  appear  in  support  of  this  legislation.  Under  date 
of  July  6,  the  following  letter  was  received  from 
the  Chairman  of  the  committee: 

“Reports  on  this  bill  have  been  requested  from 
the  War  and  Navy  Departments  and  the  Selective 
Service  System.  When  the  Committee  has  received 
these  reports  the  bill  will  be  referred  to  the  appro- 
priate sub-committee  for  consideration. 

“Your  request  for  an  opportunity  to  appear  be- 
fore the  Committee  in  support  of  this  bill  will  be 
broueht  to  the  attention  of  the  Committee.” 

In  view  of  the  fact  that  the  Congress  is  in  recess 
at  the  present  time,  the  probability  of  early  action 
on  this  legislation  seems  remote.  Many  state  medical 
associations  have  communicated  with  the  House 
Committee  on  Military  Affairs  asking  for  favorable 
consideration  of  the  Miller  bill.  Since  a majority  of 
the  members  of  the  House  of  Representatives  are 
now  in  their  home  communities,  the  time  is  oppor- 
tune to  discuss  the  bill  with  them. 

DISCONTINUANCE  OF  ARMY  SPECIALIZED  TRAINING 
PROGRAM 

Coupled  with  the  Selective  Service  directive  in 
reference  to  premedical  students,  the  recent  action 
of  the  Congress  in  discontinuing  the  Army  special- 
ized training  program  under  which  medical  students 
were  inducted  into  the  Army  and  permitted  to  con- 
tinue their  medical  education,  assumes  greater  im- 
portance. In  the  War  Department  appropriation  bill 
for  1945  (H.R.  4967)  which  became  a law  on 
approval  by  the  President,  June  28,  as  Public  Law 
374,  the  House  of  Representatives  inserted  the  fol- 
lowing proviso: 

“ Provided , That  no  appropriation  contained  in  this 
Act  shall  be  available  for  any  expense  incident  to 
educating  persons  in  medicine  (including  veteri- 
nary) or  dentistry  if  any  expense  on  account  of 
their  education  in  such  subjects  was  not  being  de- 
frayed out  of  appropriations  for  the  Military  Estab- 
lishment for  the  fiscal  year  1944  prior  to  June  7, 
1944.” 


In  justification  of  this  proviso,  the  House  Com- 
mittee on  Appropriations,  in  House  Report  1606, 
had  this  to  say: 

“The  Budget  submission  contemplates  continuing 
training  in  medicine,  dentistry,  and  veterinary  medi- 
cine, and  the  admission  of  new  students  in  medicine 
and  dentistry.  New  enrollees  in  medicine  would  not 
be  available  to  render  professional  service  for  51 
months,  allowing  6 months  of  premedical  work  and 
9 months  internship  or  vice  versa.  A year  ago  the 
committee  proposed  and  the  House  agreed  that 
education  in  such  subjects  at  public  expense  should 
be  confined  to  those  cases  where  students  could 
complete  instruction  in  degree-granting  colleges  or 
universities  within  2 years.  The  provision  did  not 
prevail  in  consequence  of  Senate  opposition.  The 
committee  maintained  then  and  maintains  now  that 
singling  out  young  men  for  such  classes  of  instruc- 
tion is  highly  discriminatory.  The  duration  of  the 
instruction  is  such  that  the  likelihood  of  students 
being  of  service  during  the  present  year  is  quite 
remote.  Another  year  has  elapsed  and  new  enrollees 
would  not  be  available  for  service  prior  to  the  close 
of  the  calendar  year  1948.  The  committee  is  not 
recommending  its  proposal  of  a year  ago,  because 
a contract  exists  with  present  students,  but  it  is 
proposing  in  a provision  on  page  21  of  the  bill, 
which  is  repeated  on  page  15  of  this  report,  that  t 
funds  in  the  accompanying  measure  shall  not  be 
available  on  account  of  any  new  students  enrolled  1 
subsequent  to  the  date  of  this  report.” 

In  the  Senate,  the  Senate  Committee  on  Appro- 
priations recommended  that  the  foregoing  proviso 
be  eliminated  from  the  bill  and  that  recommenda- 
tion was  acquiesced  in  by  the  Senate.  The  Senate 
committee  justified  its  recommendation  in  the  fol- 
lowing language  contained  in  Senate  Report  No.  I 
987: 

“It  was  pointed  out  to  the  committee  that  a literal 
interpretation  of  this  provision  constitutes  a serious 
restriction  on  the  War  Department’s  needs  to  prose- 
cute the  war.  Such  interpretation  would  prohibit 
the  War  Department  from  sending  anyone  in  the 
Army,  particularly  medical  and  dental  personnel,  to 
any  university,  school,  or  special  clinic  to  improve 
his  education  in  medicine  and  dentistry,  and  thereby 
his  usefulness  to  the  Army.  If,  for  example,  the  War 
Department  desired  to  procure  highly  specialized 
instruction  in  comparatively  new  fields,  such  as  the 
utilization  of  sulfa  drugs  or  penicillin  or  for  a par- 
ticular type  of  laboratory  work  a literal  interpreta- 
tion of  this  proviso  would  preclude  such  training. 
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“Another  effect  of  this  language  would  be  to 
prohibit  enrolling  new  students  in  the  Army  special- 
ized training  program  for  education  in  medicine 
(including  veterinary)  or  dentistry  after  June  7, 
1944.  The  Army  has  been  unable  to  secure  the  num- 
ber of  qualified  personnel  in  the  field  of  medicine 
to  meet  its  established  requirements.  There  also  ap- 
pears to  be  a shortage  of  physicians  in  civilian  life. 
Furthermore,  there  is  no  doubt  that  as  a consequence 
of  their  battle  experience,  a large  number  of  men, 
upon  their  return  to  their  homes  after  the  cessation 
of  hostilities,  will  require  medical  attention  to  a 
greater  extent  than  would  otherwise  be  required. 
To  insure  that  this  increase  in  demand  for  medical 
attention  will  be  met,  and  to  satisfy  its  own  require- 
ments, the  War  Department,  through  the  Army 
specialized  training  program,  is  providing  a means 
by  which  these  future  demands  will  be  filled. 

“The  provision  will  not  interfere  with  the  supply 
of  doctors  for  the  Army  during  the  next  4 years; 
but  unless  the  supply  of  doctors  is  continuous,  a 
future  shortage  will  result  after  the  men  now  in  the 
Army  are  demobilized.” 

After  the  bill  had  passed  the  Senate,  it  was  re- 
ferred to  a conference  committee  to  adjust  the  dif- 
ferences in  the  measure  as  it  passed  the  House  and  as 
it  passed  the  Senate.  The  conferees  agreed  that  the 
amendment  should  be  reinserted  in  the  bill  with  the 
following  additional  language: 

“Except  that  nothing  herein  shall  interfere  with 
compliance  with  the  provisions  of  law  authorizing 
the  detail  of  officers  and  enlisted  men  of  any  com- 
ponent of  the  Army  of  the  United  States  as  students, 
observers,  and  investigators  as  contemplated  by  sec- 
tion 127(a)  of  the  National  Defense  Act,  approved 
June  3,  1916,  as  amended.” 

On  the  floor  of  the  Senate,  June  23,  after  the 
Senate  had  agreed  to  the  conference  report  on  the 
appropriation  bill  for  the  Military  Establishment  for 
the  fiscal  year  ending  June  30,  1945,  Senator  Russell, 
of  Georgia,  took  exception  to  the  wisdom  of  the 
Congress  in  discontinuing  the  Army  specialized 
training  programs  in  the  following  manner: 

“This  morning  the  Senator  from  South  Dakota 
(Mr.  Gurney),  who  was  greatly  interested  in  this 
item,  and  myself  talked  to  some  members  of  the 
subcommittee  on  military  affairs  of  the  Appropria- 
tions Committee  of  the  other  body.  It  appears  that 
no  useful  purpose  will  be  served  by  returning  to 
conference  on  this  item.  The  question  involved  is 
the  effort  of  the  House  of  Representatives  to  dis- 


continue A.S.T.P.  training  of  young  men  who  have 
been  selected  for  the  Medical  Corps  to  attend  medi- 
cal colleges.  The  action  of  the  House  in  this  amend- 
ment would  have  the  effect  of  discontinuing  that 
training.  But  the  House  conferees  would  not  recede 
from  their  position,  and  undoubtedly  they  will  be 
sustained  by  the  House.  Therefore  it  seems  that  no 
useful  purpose  can  be  accomplished  by  returning 
the  matter  to  conference. 

“Mr.  President,  I wish  to  say  that  I hope  the  War 
Department  will  not  accept  this  action  as  final.  It 
may  be  the  policy  of  the  Appropriations  Committee 
of  the  House  of  Representatives,  but  the  standing 
Committees  on  Military  Affairs  of  the  House  and 
the  Senate  have  never  approved  such  legislation.  I 
hope  the  War  Department  will  immediately  request 
the  standing  committees  of  the  House  and  Senate 
to  enact  legislation  which  will  clarify  this  very  un- 
fortunate and  deplorable  situation.” 

PEPPER  SUBCOMMITTEE  ON  WARTIME  HEALTH  AND 
EDUCATION 

In  June,  1943,  the  Senate  passed  a resolution  (S. 
Res.  74)  authorizing  the  Senate  Committee  on  Edu- 
cation and  Labor  or  a subcommittee  thereof  to 
investigate  the  deficiencies  in  health  and  education 
among  persons  otherwise  fit  for  service  with  the 
armed  forces  and  persons  otherwise  fit  to  be  em- 
ployed to  the  best  advantage  in  agriculture,  industry, 
and  other  activities  so  as  consistently  with  the  spirit 
of  our  institutions,  and  the  national  emergency  best 
to  promote  the  war  and  victory.  Pursuant  to  this 
resolution,  a subcommittee  of  the  Senate  Committee 
on  Education  and  Labor  was  created  to  conduct  the 
contemplated  investigations,  composed  of  Senator 
Claude  Pepper  of  Florida,  as  chairman,  Senator 
Elbert  D.  Thomas,  Utah,  Senator  James  M.  Tunnell, 
Delaware,  Senator  Robert  M.  LaFollette,  Jr.,  Wis- 
consin, and  Senator  Kenneth  S.  Wherry,  Nebraska. 

This  subcommittee  has  scheduled  a number  of 
hearings.  On  November  30,  December  1,  2,  and  3, 

1943,  the  subcommittee  heard  witnesses  on  the  sub- 
ject of  juvenile  delinquency.  Later  on  in  December, 
the  subcommittee  scheduled  hearings  in  Pascagoula, 
Mississippi,  concerning  health  problems  in  that  area. 
On  January  25,  26,  27,  28  and  29,  and  February  9, 

1944,  hearings  were  scheduled  in  Washington  on  the 
general  subject  of  fixed  incomes  in  the  war  economy. 

On  July  10,  11  and  12,  further  hearings  were 
scheduled  in  Washington  by  the  subcommittee  and 
numerous  witnesses  were  heard  on  the  general  sub- 
ject of  a federal  medical  care  program.  These  hear- 
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ings  have  received  considerable  publicity  in  the 
press,  particularly  in  relation  to  the  emphasis  placed 
by  representatives  of  Selective  Service  on  the  num- 
ber of  draft  rejections  for  physical  shortcomings. 
Dr.  V ictor  Johnson,  secretary  of  the  Council  on 
Medical  'Education  and  Hospitals,  was  requested  to 
appear  before  the  subcommittee  by  Senator  Pepper 
and  reviewed  the  available  hospital  facilities  in  the 
United  States  and  their  present  utilization  but 
emphasized  the  fact  that  the  problem  most  imme- 
diately vital  to  the  nation’s  health  is  the  production 
of  doctors  by  our  medical  schools. 


Recent  Pharmaceutical  Literature 

Recently,  through  the  publication  of  the  Third 
and  Fourth  Supplement  to  the  National  Formulary, 
Seventh  Edition,  and  the  First  Bound  Supplement  to 
the  United  States  Pharmacopoeia,  Twelfth  Revision, 
a number  of  new  substances  have  been  made  official. 

In  addition  to  making  official  several  new  medici- 
nal agents,  such  as  Dichlorophenarsine  Hydrochlo- 
ride, Diethylstilbestrol,  Estradiol,  Succinylsulfathia- 
zole,  Sulfadiazine  Sulfaguanidine,  Medicinal  Zinc 
Peroxide,  etc.,  the  U.  S.  P.  Supplement  has  set  up 
standards  for  Hexavitamin  Capsules  and  Tablets, 
Totaquine  Capsules  and  Tablets,  Triasyn  B Capsules 
and  Tablets,  etc.  The  N.F.  Supplement  has  allowed 
the  replacement  of  Glycerin  by  Propylene  Glycol, 
Oil  of  Cinnamon  by  Cinnamaldehyde,  Oil  of  Clove 
by  Eugenol,  and  Lactose  by  Powdered  Sucrose  or 
Starch  in  many  preparations,  and  has  revised  the 
formulas  for  certain  elixirs  and  for  the  Syrup  of 
Ephedrine  Sulfate. 

Anyone  having  a U.  S.  P.  XII  may  obtain  a copy 
of  the  bound  supplement  without  additional  charge 
by  mailing  the  coupon  found  in  the  Pharmacopoeia 
to  Chairman  E.  Fullerton  Cook,  Committee  of  Re- 
vision of  the  Pharmacopoeia  of  the  United  States  of 
America,  43rd  Street  and  Woodland  Avenue,  Phila- 
delphia, Pa.  Copies  of  the  supplements  to  the 


National  Formulary  may  be  obtained  free  of  charge 
by  sending  a self-addressed  stamped  envelope  to  Dr. 
Justin  L.  Powers,  chairman  of  the  Committee  on 
National  Formulary  of  the  American  Pharmaceuti- 
cal Association,  2215  Constitution  Avenue,  Wash- 
ington 7,  D.  C. 

These  supplements  should  be  readily  available 
for  reference  in  every  physician’s  library  in  addition 
to  the  U.  S.  P.  and  N.  F.  A careful  study  of  these 
supplements  should  be  made  by  every  physician  and 
discussed  with  his  pharmacist. 

Changes  in  Personnel  of  Children’s  Bureau 

Dr.  A.  L.  Van  Horn  has  been  appointed  director 
of  the  Division  of  Health  Services  of  the  Children’s 
Bureau,  U.  S.  Department  of  Labor,  to  succeed  Dr. 
Edwin  F.  Daily,  who  is  on  leave  to  serve  with  the 
Army  of  the  United  States,  it  was  announced  today. 
Dr.  Betty  Huse  has  taken  Dr.  Van  Horn’s  place  as 
assistant  director  for  Crippled  Children  in  the  Divi- 
sion of  Health  Services  of  the  Bureau,  with  which 
she  has  been  associated  since  1939.  Dr.  Daily  will 
serve  with  the  Army  in  reestablishing  civilian  medi- 
cal and  hospital  services  in  some  of  the  liberated 
countries. 

Both  Dr.  Daily  and  Dr.  Van  Horn  have  been 
prominently  identified  with  the  work  done  in  the 
field  of  child  health  under  the  Social  Security  Act, 
having  been  with  the  Children’s  Bureau  since  the 
beginning  of  its  maternal  and  child  health  program, 
inaugurated  with  passage  of  the  act  in  1935.  Dr. 
Huse,  an  authority  on  rheumatic  fever  and  heart 
disease,  likewise  is  widely  known  through  her  work 
in  the  States  in  developing  special  services  for 
crippled  children. 


T he  Soviet  Red  Cross  and  Red  Crescent  Society 
has  trained  during  the  past  two  years  516,000  medi- 
cal assistants,  nurses  and  orderlies  for  the  front, 
industry,  civilian  hospitals,  civil  defense  units,  etc. 
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THE  PSYCHOLOGICAL  EFFECT  — on  the  fastidious  pa- 
tient is  far  reaching,  if  you  use  our  Vanco  Sanitary  Paper  Sheet  Apparatus. 
Seeing  you  provide  a new,  clean,  snow  white  sheet  for  the  examining  table 
establishes  confidence  and  places  the  patient  at  ease.  A clean  sheet  for  every 
patient  at  less  than  1 cent  each.  Adade  for  wooden  or  metal  tables,  and  avail- 
able on  trial  without  obligation.  Call  a Professional  Equipment  Company 
representative,  7-2138,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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The  Prescription  of  Heavy  Cream 
for  the  Sick 

The  war  time  restrictions  on  the  sale  of  heavy 
cream  have  caused  confusion,  annoyance,  and  mis- 
understanding, on  the  part  of  the  public,  milk  deal- 
ers, and  physicians.  Early  regulations  of  the  sale  of 
cream  of  more  than  19%  butter  fat  have  not  been 
successful  in  limiting  the  consumption  to  the  degree 
believed  desirable  by  the  War  Food  Administration 
and  new  regulations  have  been  promulgated. 

War  Food  Order  13  prohibits  the  sale  of  heavy 
cream  containing  more  than  19%  butter  fat  in  order 
to  conserve  milk  for  more  essential  war  time  uses, 
such  as  butter  and  skim  milk  powder.  However,  in 
order  to  provide  for  the  rare  cases  of  illness  that 
require  heavy  cream  as  a component  of  the  diet, 
the  Order  permits  physicians  to  prescribe  such 
cream,  but  the  prescriptions  must  be  approved  by  a 
local  public  health  officer  or  the  secretary  of  a 
county  medical  association. 

This  drastic  regulation  was  put  into  force  because 
during  the  past  few  months,  it  has  been  reported  to 
the  War  Food  Administration  that  some  physicians 
have  freely  prescribed  heavy  cream  under  the  more 
elastic  prior  regulation. 

This  new  Order  places  peculiar  and  perhaps  un- 
fortunate responsibility  on  local  health  officers  and 
medical  society  officials  who  are  required  to  pass 
upon  physicians’  prescriptions  for  heavy  cream 
without  having  any  knowledge  whatever  of  the 
patient  for  whom  the  cream  is  prescribed  or  the 
necessity  for  its  inclusion  in  the  patient’s  diet. 

The  administration  of  this  Order  is  in  the  War 
Food  Administration  and  not  in  the  Office  of  Price 
Administration  as  is  the  control  of  most  other  food 
products.  The  Society  has  interested  itself  in  the 
physicians’  part  in  the  administration  of  this  Order 
and  conferences  have  been  held  with  Mr.  Fitch  L. 
Brennan,  War  Food  Administrator  for  Connecticut, 
with  the  view  of  simplifying  the  procedure  if  pos- 
sible and  having  it  apply  equably  throughout  the 
State. 

Mr.  Brennan  called  a conference  of  representa- 
tives of  the  State  Medical  Society  and  milk  dealers 
on  August  10  which  was  held  in  the  offices  of  the 
Society  in  New  Haven.  There  were  present  besides 
Mr.  Brennan,  K.  E.  Moseley,  Brock-Hall  Dairy 


Company;  C.  W.  Larson,  Bryant  & Chapman  & 
SJC,  Hartford;  J.  A.  Rowe,  Mitchell  Dairy,  Bridge- 
port; Elnathan  Mitchell,  Mitchell  Dairy,  Bridgeport; 
F.  T.  McKeon,  Connecticut  Milk  Dealers  Associa- 
tion; Lyman  E.  Hall,  Connecticut  Milk  Dealers 
Association,  Kensington;  Dr.  Alfred  L.  Burgdorf, 
Hartford  Board  of  Health,  Hartford;  Dr.  R.  B.  Shea, 
Department  of  Health,  Bridgeport;  Dr.  Howard  S. 
Colwell,  Committee  on  Public  Health,  New  Haven; 
Dr.  Joseph  I.  Linde,  Department  of  Health  and 
Member  of  Public  Health  Committee,  New  Haven; 
Dr.  Joseph  H.  Howard,  State  Medical  Society, 
Bridgeport;  Dr.  S.  H.  Osborn,  State  Department  of 
Health,  Hartford;  Dr.  Creighton  Barker,  State 
Medical  Society,  New  Haven. 

The  necessity  for  prescribing  cream  of  high  butter 
fat  was  discussed  at  length  and  it  was  quite  gener- 
ally agreed  that  there  was  little  provocation  for  its 
use  from  a therapeutic  standpoint.  This  conclusion 
had  been  reached  by  the  Sub-Committee  on  Medical 
Food  Requirements  of  the  Committee  on  Drugs  and 
Medical  Supplies  of  the  National  Research  Council 
some  time  ago.  The  resolution  adopted  by  the  Coun- 
cil stated  that  there  are  no  medical  indications  for 
cream  of  40%  butter  fat  content  which  cannot  be 
adequately  satisfied  by  cream  of  19%  butter  fat 
content.  The  Council  on  Foods  and  Nutrition  of  the 
American  Medical  Association,  which  has  also  given 
serious  consideration  to  the  problem,  expresses  the 
opinion  that  the  need  for  this  type  of  milk  product 
is  actually  limited  to  conditions  in  which  the  pro- 
duction of  dietary  ketosis  is  desired.  Presumably  the 
one  situation  in  which  a ketogenic  diet  is  believed 
to  be  essential  at  this  time  is  epilepsy.  The  confer- 
ence of  August  10  agreed  upon  certain  proposals 
for  the  administration  of  War  Food  Order  13  which 
met  the  approval  of  Mr.  Brennan,  the  War  Food 
Administrator,  and  directives  setting  forth  these 
procedures  will  be  distributed  to  all  physicians  with- 
in a short  time,  perhaps  before  the  publication  of 
this  discussion. 

The  physicians  of  America  have  accepted  will- 
ingly many  special  responsibilities  imposed  upon 
them  by  the  war.  It  would  be  unfortunate,  indeed, 
if  any  individual  physician  or  any  group  of  physi- 
cians should  hamper  the  war  effort  by  carelessness 
or  evasion  of  regulations  in  prescribing  many  of  the 
materials  for  sick  persons  which  they  have  been 
specially  authorized  to  provide. 
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WOMAN’S  AUXILIARY 

OF  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

President,  Mrs.  H.  Bertram  Lambert,  Bridgeport  Secretary,  Mrs.  Charles  W.  Goff,  West  Hartford 

Vice  President,  Mrs.  Creighton  Barker,  New  Haven  Treasurer,  Mrs.  Julian  G.  Ely,  Lyme 


The  Executive  Board  of  the  Woman’s  Auxiliary 
continued  to  carry  on  the  organizational  work  in 
July  and  August.  The  committee  on  Constitution 
and  By-laws  met  twice  during  that  period  and  com- 
pleted its  work. 

The  next  general  meeting  of  the  Woman’s  Aux- 
iliary will  be  held  on  September  28,  at  3 p.  m.,  at  the 
New  Haven  Medical  Association  Building,  364 
Whitney  Avenue,  New  Haven,  Conn.  The  Execu- 
tive Committee  will  meet  at  1:30  p.  m.  before  the 
general  meeting. 

The  purpose  of  this  meeting  is  to  present  to  the 
members  of  the  State  Auxiliary  the  organizational 
work  accomplished  up  to  date,  to  establish  a greater 
membership,  and  to  plan  county  organizations. 

It  is  most  important  for  every  physician’s  wife  to 
attend  this  meeting  to  get  a comprehensive  knowl- 
edge of  the  aims  of  the  Auxiliary  and  to  actively 
participate  in  the  planning  of  the  work  ahead. 

The  following  letter  was  sent  to  all  wives  of 
physicians  in  the  State  of  Connecticut  in  August. 

A Letter  To  the  Wives  of  Connecticut 
Physicians 

You  will  remember  that  a letter  was  sent  to  you 
several  weeks  ago  proposing  the  organization  of  a 
Woman’s  Auxiliary  of  the  Connecticut  State  Medi- 
cal Society.  The  wives  of  many  Connecticut 
physicians  responded  at  that  time  and  the  first  steps 
in  founding  the  Auxiliary  have  been  taken. 

Airs.  Eben  J.  Carey,  president  of  the  Auxiliary  to 
the  American  Medical  Association,  was  our  guest 
and  addressed  a meeting  of  the  new  organization 
during  the  annual  meeting  of  the  State  Medical 
Society  in  Bridgeport  early  in  May.  At  that  meet- 
ing, which  was  well  attended,  temporary  officers 
were  chosen  for  the  Connecticut  Auxiliary  and  an 
executive  committee  consisting  of  two  representa- 
tives from  each  county  was  appointed. 

The  officers  and  the  executive  committee  are 
proceeding  with  detailed  planning  and  early  in  the 
fall,  probably  at  the  time  of  the  annual  Clinical 


Congress  of  the  State  Medical  Society,  a meeting  of 
all  who  are  interested  in  the  Auxiliary  will  be  held 
in  New  Haven  and  the  organization  completed.  We 
are  looking  forward  to  having  you  attend  that 
meeting'. 

The  question  asked  most  frequently  is  “What 
will  the  Auxiliary  do?”  To  answer  that  question 
it  should  be  said  first  of  all  that  there  are  only  about 
half  a dozen  state  medical  societies  in  the  United 
States  that  do  not  have  auxiliaries  and  they  have 
been  found  to  be  useful  and  productive  organiza- 
tions for  many  years.  Perhaps  the  most  important 
function  of  the  Auxiliary  is  to  improve  public 
understanding  of  medical  practice  and  the  provision 
of  medical  care,  a subject  that  is  of  vital  interest  to 
us  all.  There  are  many  social  changes  going  on  that 
affect  medical  practice  and  others  can  be  foreseen. 
All  of  these  changes  may  not  be  good  for  medicine 
or  for  the  people,  and  as  we  see  it  now,  one  of  the 
early  objectives  of  the  Auxiliary  will  be  to  familiar- 
ize ourselves  and  the  public  with  some  of  the  un- 
fortunate and  disturbing  proposals  that  might  be 
called  the  “socialization”  or  “federalization”  of 
medical  care. 

In  our  own  State  Legislature  many  measures  are 
introduced  that  would  affect  medicine,  sometimes 
to  better  it,  other  times  to  lessen  its  usefulness.  We 
feel  that  we  should  be  better  informed  on  all  of  these 
subjects  because  they  are  really  of  great  importance 
to  us. 

I hese  are  some  of  the  things  that  the  Auxiliary 
can  do  and  it  is  certain  that  our  program  will  expand 
once  the  organization  is  operating.  The  whole  de- 
velopment is  interesting,  we  think,  and  we  hope  you 
will  be  interested  in  it  with  us. 

We  shall  appreciate  it  if  you  will  complete  the 
enclosed  card  and  send  it  in  as  soon  as  possible  in  the 
return  envelope  which  is  also  enclosed. 

Sincerely  yours, 

Esther  H.  Lambert, ^ President 
Juliette  B.  Barker,  Vice-President 
Mary  W.  Goff,  Secretary 
May  R.  Ely,  Treasurer 
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Appeal  to  Pharmacists  in  Connecticut 

John  J.  Dugan,  member  of  the  editorial  staff  of 
Connecticut  Pharmacist , in  the  July  1944  issue  of 
that  publication  appeals  to  pharmacists  in  this  State 
to  make  their  conventions  more  orderly  and  digni- 
fied. To  this  end  Mr.  Dugan  suggests  that  the  morn- 
ing sessions  be  devoted  to  a snappy  presentation  of 
the  business  of  the  Connecticut  Pharmaceutical 
Association,  limiting  the  time  of  the  speakers  as  well 
as  the  time  allotted  to  discussion.  The  afternoons  he 
would  give  over  to  section  meetings  for  the  discus- 
sion of  such  subjects  as  professional  pharmacy, 
social  hygiene  and  public  health,  photographic  sup- 
plies, public  relations,  cosmetics,  a pediatric  depart- 
ment, a nutritional  service  department,  and  oral 
hygiene.  He  would  have  the  vice-presidents  preside 
in  turn  at  the  sessions  which  would  be  arranged  with 
a view  to  giving  the  members  constructive  guidance. 

It  is  a large  order  for  a group  given  to  filibuster- 
ing and  frolicking  but  it  is  what  is  really  needed. 
Our  best  wishes  go  with  Mr.  Dugan’s  suggestions. 
We  hope  they  are  adopted. 

Large  Scale  Quinine  Production  No  Longer 
Needed  by  Armed  Forces 

The  large  scale  production  of  quinine  or  tota- 
quine,  a form  of  quinine,  is  not  now  considered  a 
1 matter  of  importance  for  the  management  of  malaria 
among  the  Army  and  Navy  personnel,  the  National 
; Research  Council’s  Board  for  the  Coordination  of 
1!  Malarial  Studies  declares  in  an  official  report  on  the 
1 use  of  quinacrine  (atabrine),  a synthetic  quinine 
substitute,  in  the  prevention  and  treatment  of 
malaria.  The  report  is  published  in  The  Journal  of 
the  American  Medical  Association  for  August  5. 
Commenting  on  the  report,  The  Journal  says: 

“The  postwar  world,  with  the  knowledge  now 
available  about  this  drug  and  on  methods  of  malaria 
prevention,  should  be  able  to  eliminate  malaria  from 
every  civilized  nation.  That  would  be,  indeed,  a 
blessing  derived  from  the  most  destructive  and 
costly  war  the  world  has  ever  known.” 

The  most  common  form  of  the  disease  in  temper- 
ate countries  is  vivax  malaria,  named  after  the  species 
of  the  malaria  parasite  which  causes  the  benign 


tertian  form  in  which  the  attacks  of  chills,  fever  and 
sweating  occur  every  other  day.  It  rarely  causes 
death.  The  most  severe  form  is  falciparum  malaria 
which  is  more  prevalent  in  the  tropics  and  is  respon- 
sible for  practically  all  deaths  due  to  malaria  al- 
though it  lends  itself  to  treatment  if  recognized 
early.  It  is  named  after  another  species  of  the 
malaria  parasite. 

Council  On  Physical  Therapy  Becomes 
Council  On  Physical  Medicine 

The  Council  on  Physical  Therapy  of  the  Ameri- 
can Medical  Association  has  become  the  Council 
on  Physical  Medicine,  The  Journal  of  the  Associa- 
tion announces  in  its  July  29  issue.  This  is  in  accord- 
ance with  an  action  by  the  Association’s  House  of 
Delegates  at  the  recent  annual  session  in  Chicago. 
Discussing  the  change,  The  Journal  says: 

“The  designation  ‘physical  medicine’  is  a more 
inclusive  term.  Physical  agents  are  used  not  only  for 
therapy  but  also  for  diagnosis.  Hospital  departments 
of  physical  medicine,  when  they  employ  electric 
tests  for  reaction  of  degeneration  or  perform  such 
tests  as  the  cold  pressor  test,  are  employing  physical 
agents  not  for  therapy  but  for  diagnosis. 

“The  Council  has  for  some  time  interested  itself 
in  certain  phases  of  occupational  therapy,  which  is 
a branch  of  the  broad  field  of  physical  medicine. 
The  Council  was  informed  that  the  American  Occu- 
pational Therapy  Association  was  anxious  to  have 
the  Council  give  more  attention  to  occupational 
therapy.  Discussions  between  representatives  of  the 
Council  and  the  American  Occupational  Therapy 
Association  indicated  that  the  association  would 
welcome  the  inclusion  of  occupational  therapy  under 
a Council  on  Physical  Medicine. 

Under  the  following  definition  for  physical  medi- 
cine, the  entire  field  can  be  covered  by  a Council 
on  Physical  Medicine:  Physical  medicine  includes 
the  employment  of  the  physical  and  other  effective 
properties  of  light,  heat,  cold,  water,  electricity, 
massage,  manipulation,  exercise  and  mechanical  de- 
vices for  physical  and  occupational  therapy  in  the 
diagnosis  and  treatment  of  disease.  The  Council 
believed  that  it  would  be  wise  to  appoint  a special 
subcommittee  of  five  physicians  interested  in  occu- 
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pational  therapy  who  could  help  to  bring  this  phase 
of  therapy  more  fully  under  direct  medical  super- 
vision. 

“Finally  there  is  definite  precedent  for  the  use  of 
the  term  ‘physical  medicine,’  which  has  long  been 
considered  the  most  acceptable  term  by  our  British 
colleagues.  The  Conjoint  Board  of  the  Royal  College 
of  Physicians  and  the  Royal  College  of  Surgeons  has 
just  instituted  a diploma  in  physical  medicine. 

“With  its  new  name  the  Council  on  Physical 
Medicine  will  continue  to  function  as  it  has  always 
functioned  but  will  devote  additional  attention  to 
problems  of  occupational  therapy.” 

State  Medicine  Waning  in  New  Zealand 

A planning  committee  has  been  set  up  in  New 
Zealand  to  study  the  problems  arising  from  the 
program  of  free  national  medical  service  which  has 
now  been  in  existence  two  years,  newspapers  re- 
port. The  two  year  old  free  national  medical  service 
in  New  Zealand  is  not  proving  successful,  newspaper 
reports  indicated  on  January  24.  War  mobilization 
has  left  New  Zealand  short  of  doctors.  In  one  region 
in  the  capital  there  are  40,000  people  without  a 
single  practicing  physician,  it  was  stated.  In  num- 
bers of  rural  areas  the  only  physician  has  been 
mobilized  and  replacement  has  been  difficult.  In  2 
instances  organized  workers  have  declined  to  con- 
tinue with  their  jobs  unless  physicians  are  provided, 
the  report  continued.  According  to  press  reports 
“Dr.  W.  Newlands,  a former  member  of  the  national 
medical  council,  recently  charged  that  ‘some  medi- 
cal men  who  cannot  be  called  eminent  received 
$50,000  each  from  the  social  security  fund  last  year.’ 
This  figure  was  said  by  a government  official  to  be 
too  high,  but  country  doctors  generally  consider 
their  city  colleagues  are  pulling  down  handsome  in- 
comes for  reduced  service.  Physicians  back  in  New 
Zealand  after  years  of  service  with  the  armed  forces 
have  been  startled,”  it  was  stated.  One  past  president 
of  the  medical  association  is  said  to  have  described 
the  situation  as  “an  awful  racket.”  “Since  the 
national  health  service  became  free,  doctors  have 
been  so  heavily  dated  up  in  their  consulting  rooms 
there  have  been  instances  of  them  refusing  to  visit 
cases  which  have  proven  fatal.  Cases  cited  by  Dr. 
Newlands  include  three  physicians  who,  he  said, 
were  making  incomes  equivalent  to  73  attendances 
on  patients  on  every  day  of  the  year.  If  a doctor 
worked  ten  hours  a day,  he  said  this  meant  he  still 
had  to  see  seven  people  an  hour  exclusive  of  his 
traveling  time.  This  situation  of  overconsultation 


and  markedly  higher  earnings  for  diminished  service 
is  generally  admitted  by  medical  men.  It  was  one 
of  the  developments  anticipated  by  the  National 
Medical  Association  when  the  free  doctor  plan  was 
proposed.  It  has  apparently  weighed  with  Prime 
Minister  John  Curtin’s  Australian  nonparty  com- 
mittee on  medical  care  which  recently  reported  to 
the  Australian  house  of  representatives  that  such 
systems  as  that  in  operation  in  New  Zealand  ‘offered 
no  solution  to  the  problem  and  were  subject  to 
abuses  which  were  very  difficult  to  check’.”  News- 
paper reports  indicated  that  the  physicians  feel  that 
a reasonable  scheme  can  be  operated  only  if  political 
control  is  avoided  and  that  professional  control  of 
the  whole  field  will  enable  them  to  check  existing 
abuses  which  they  deplore.  The  report  states  that 
the  administration  has  not  yet  shown  its  hand  on 
the  question  of  racketeering  in  medical  fees,  reduced 
standards  of  care  and  excessive  certification,  but  it  is 
believed  that  there  have  been  a number  of  cases 
where  payment  has  been  refused  physicians  who 
have  been  felt  to  be  giving  inferior  service. 

Missouri  Adopts  Prepaid  Plan 

At  the  recent  annual  meeting  of  the  house  of  dele- 
gates of  the  Missouri  Medical  Association  a prepay- 
ment medical  and  surgical  care  program  was  adopted 
to  be  put  in  operation  within  sixty  days.  The  plan 
is  a non  profit  one  and  provides  cash  benefits  pay- 
able directly  to  the  physician  at  a cost  of  85  cents 
per  month  for  single  subscribers  and  $2.25  per  month 
for  families  regardless  of  size.  Any  Missouri  physi- 
cian, licensed  and  in  good  standing  in  his  county 
association,  may  participate  in  the  program. 

Regimented  Control 

The  editor  of  the  Journal  of  the  1 Michigan  State 
Medical  Society  reports  that  an  article  in  the  public 
press  of  February  23,  1944,  casts  an  illuminating 
preview  of  bureaucratic  medicine.  The  Mayor  of 
Detroit,  upon  pressure  from  Rep.  Dingell,  cancelled 
the  membership  of  certain  of  the  Detroit  hospitals 
in  the  American  Flospital  Association  because  the 
Association  is  asking  increased  dues  allegedly  to 
fight  the  Wagner- Murray-Dingell  Bill,  and  these 
hospitals  being  public  institutions  would  be  con- 
tributing to  defeat  the  legislative  efforts  of  one  of 
Detroit’s  Congressmen.  These  hospitals  are  ordered 
not  to  pay  dues  to  the  American  Hospital  Associa- 
tion. Under  the  same  philosophy  any  doctor  could 
be  ordered  not  to  pay  dues  to  the  Medical  Society 
of  his  choice,  once  he  is  regimented. 
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New  Estrogen  Developed 

Ethinyl  estradiol,  the  most  potent  orally  adminis- 
tered estrogen  yet  developed,  has  been  announced 
by  the  Schering  Corporation,  pharmaceutical  manu- 
facturers of  Bloomfield,  New  Jersey.  The  new  drug 
is  a derivative  of  alpha-estradiol,  the  natural  follicu- 
lar hormone,  and  represents  the  substitution  of  an 
ethinyl  group  for  the  hydrogen  atom  attached  to  the 
17th  carbon  atom  in  that  compound.  Clinical  evi- 
dence indicates  that  the  new  estrogen  is  5 to  20  times 
as  potent  as  stilbestrol  when  given  by  mouth. 

Six  years  of  laboratory  and  clinical  research  sug- 
gests that  the  high  potency  of  the  new  estrogen  may 
be  due  to  the  fact  that  it  is  not  destroyed  in  the 
gastrointestinal  tract  nor  is  it  inactivated  by  the 
liver;  thus  the  body  assimlates  the  most  of  the 
preparation  administered.  Because  of  its  extremely 
high  potency,  the  new  drug  is  given  in  minute  doses, 
.02  to  .05  mg,  and  this  small  dosage  makes  treatment 
with  the  drug  inexpensive. 

The  new  estrogen,  which  will  be  known  as 
Estinyl,  is  less  toxic,  in  therapeutic  doses,  than  the 
synthetic  estrogens  such  as  stilbestrol.  Nausea  and 
vomiting  following  its  use  are  uncommon  and  when 
they  occur,  they  usually  indicate  overdosage,  a con- 
dition which  in  most  cases  can  be  corrected  by  de- 
creasing the  dose.  Clinicians  report  that  patients 
receiving  Estinyl  enjoy  the  general  sense  of  well 
being  characteristic  of  naturally  derived  estrogens 
and  not  produced  by  synthetic  compounds. 

Estinyl  is  indicated  in  the  treatment  of  such 
estrogenic  deficiencies  as  the  menopausal  syndrome, 
juvenile  and  senile  vaginitis,  hypo-ovarianism,  and 
certain  disturbances  of  the  menstrual  cycle. 

New  Sulfa  Drug,  Sulfamylon 

Progress  in  development  of  a sulfa  drug  effective 
against  the  anaerobic  bacteria  that  causes  gas  gan- 
grene in  infected  wounds,  often  resulting  in  amputa- 
tion and  sometimes  in  death,  is  revealed  by  Dr. 
Theodore  G.  Klumpp,  president  of  Winthrop 
Chemical  Company,  in  a paper  prepared  for  early 
publication.  The  anaerobic  bacteria,  which  grows 
without  air,  while  found  elsewhere,  are  especially 
prolific  in  the  soil  of  France,  the  paper  points  out. 

The  drug,  sulfabenzamine,  which  Winthrop  calls 
Sulfamylon,  has  been  under  laboratory  investigation 
for  a number  of  years.  Winthrop  first  began  to 
study  it  early  in  1940,  Dr.  Klumpp  states. 

“Superior  to  other  sulfonamides  in  the  manage- 


ment of  various  anaerobic  infections,  the  compound 
furthermore  has  some  antibacterial  effect  against 
streptococci,  pneumococci,  and  staphylococci,”  the 
paper  declares. 

“Interest  in  our  studies  was  revived  when  the 
British  in  North  Africa  captured  two  German 
preparations  containing  Sulfamylon  which  they 
called  ‘Marfanil’  and  ‘Marfanil  Prontalbin.’  The 
German  preparations  were  in  powder  form  for 
dusting  on  wounds. 

“Now  a method  for  determining  the  concentra- 
tion of  Sulfamylon  in  the  blood  has  been  achieved 
in  our  laboratories  and  rapid  progress  may  be  ex- 
pected toward  its  preparation  in  tablet  form,  which 
may  be  more  effective  than  powder.  When  taken 
orally,  the  drug  circulates  in  the  blood  all  through 
the  body,  attacking  germs  in  places  that  cannot  be 
reached  by  dusting.  Without  a means  of  determin- 
ing its  concentration  in  the  blood,  it  was  impossible 
to  arrive  at  proper  dosages.  Laboratory  experiments 
are  already  under  way  under  direction  of  the 
National  Research  Council  and  clinical  tests  will 
follow. 

“Sulfamylon  differs  from  sulfanilamide  and  other 
common  sulfa  drugs  in  having  the  amino  group 
separated  from  the  benzine  ring  by  a methyl  group. 
Other  sulfa  drugs  are  relatively  ineffective  in  the 
presence  of  pus  or  other  wound  discharges  but 
Sulfamylon  is  an  exception  to  this  and  for  that 
reason  offers  greater  promise  in  the  treatment  of 
infected  wounds.” 

Dr.  C.  A.  Lawrence  of  the  Winthrop  Laboratories 
has  presented  data  indicating  that  Sulfamylon  in 
relatively  weak  dilutions  will  inhibit  the  growth  of 
anaerobic  bacteria  of  the  Clostridia  group.  He  has 
also  shown  the  p-aminobenzoic  acid  does  not  neu- 
tralize the  bacteriostatic  effect  of  Sulfamylon. 

Sulfamylon  is  described  as  a white  crystalline 
material  which  is  freely  soluble  in  water  yielding  an 
acidic  solution.  Reports  in  the  literature  which  go 
back  several  years  appear  to  be  controversial, 
Domagk,  experimenting  with  mice,  reported  favor- 
ably on  the  drug’s  effect  on  the  various  anaerobic 
infections,  whereas  Schreuss,  employing  guinea  pigs, 
did  not  agree  with  these  observations.  A paper  pub- 
lished in  March  of  this  year  in  the  Proceedings  of 
the  Society  of  Biological  and  Experimental  Medi- 
cine stated  that  the  chronic  toxicity  of  Sulfamylon 
in  mice  appears  to  be  no  greater  than  that  of  sulfa- 
nilamide. This  paper  concluded  that  results  obtained 
indicated  that  Sulfamylon  was  worthy  of  clinical 
trial  in  the  local  treatment  of  gas  gangrene. 
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Institute  of  Psychiatry  Created  at  McGill 

The  Allan  Memorial  Institute  of  Psychiatry  has 
been  established  at  McGill  University,  Montreal, 
Quebec.  The  new  institute,  a 50  bed  hospital  which 
will  become  the  teaching  center  of  a newly  organ- 
ized department  of  psychiatry  in  the  university’s 
medical  school,  will  be  housed  in  “Ravenscrag,” 
formerly  the  home  of  Sir  H.  Montagu  and  Lady 
Allan,  who  presented  it  to  the  Royal  Victoria  Hos- 
pital, Montreal.  The  accommodations  will  be  for 
patients  suffering  from  early  and  acute  psychiatric 
conditions.  Facilities  for  intensive  treatment  are 
being  set  up.  The  project  will  include  laboratories  to 
accommodate  the  development  of  research  and 
treatment  which  are  the  principal  objectives.  Ac- 
cording to  the  American  Journal  of  Psychiatry  the 
Rockefeller  Foundation  has  made  a grant  of  $150,000 
over  an  initial  five  year  period  to  develop  the  teach- 
ing and  research  facilities  of  the  institute.  The  pro- 
vincial government  of  Quebec  has  authorized  an 
annual  appropriation  of  $30,000  for  twenty  years 
for  hospital  maintenance  costs,  and  Montreal  citi- 
zens have  contributed  to  the  project.  Dr.  D.  Ewen 
Cameron,  professor  of  neurology  and  psychiatry 
and  director  of  the  department  at  the  Albany  Medi- 
cal College,  Albany,  N.  Y.,  has  been  named  in  charge 
of  the  new  department  at  McGill  University  Faculty 
of  Medicine,  serving  as  the  first  full  professor  of 
psychiatry  there  and  psychiatrist  in  chief  to  the 
Royal  Victoria  Hospital.  He  will  also  be  director  of 
the  new  institute.  Dr.  Cameron  was  born  in  Bridge 
of  Allen,  Scotland,  in  1901.  He  received  his  medical 
degree  at  the  University  of  Glasgow  in  1924.  He 
served  on  the  psychiatry  staff  of  the  Johns  Hopkins 
Hospital,  Baltimore,  from  1926  to  1928,  teaching 
during  the  latter  year  as  an  instructor  in  psychiatry 
at  the  medical  school.  Subsequently  he  served  at  the 
Burghoelzli,  Zurich,  and  at  the  Brandon  Hospital  for 
Mental  Diseases,  Brandon,  Manitoba,  returning  in 
1936  to  become  senior  research  psychiatrist  for  the 
Foundation  of  Neuro-Endocrine  Research  at  the 
Worcester  State  Hospital,  Mass.  In  1938  he  went  to 
Albany  Medical  College. 

Tuberculosis  In  College  Students 

The  thirteenth  annual  report  of  the  Tuberculosis 
Committee  of  the  American  Student  Health  Asso- 
ciation covering  the  academic  year  1942-43  revealed 
some  interesting  facts.  The  incidence  of  tuberculin 
infection  among  college  students,  tested  with  ade- 


quate dosage  of  tuberculin,  is  18.6  per  cent.  At  13 
colleges  and  universities  located  in  midwestern  and 
northwestern  states,  less  than  10  per  cent  of  students 
give  positive  reactions  to  tuberculin.  522  new  cases 
of  tuberculosis  were  diagnosed  last  year  at  267  col- 
leges which  conduct  tuberculosis  case  finding  pro- 
grams. During  the  academic  year  1942-43,  169 
students  withdrew  from  college  to  undergo  treat- 
ment for  tuberculosis  and  302  students  resumed  col- 
lege activities  who  had  been  on  leave  of  absence 
because  of  this  disease. 

From  a survey  of  freshman  college  students  in  the 
East  and  Southeast,  reported  by  H.  D.  Lees,  m.d.,  j 
chairman  of  this  same  Tuberculosis  Committee  of 
the  American  Student  Health  Association,  we  learn 
that  of  7,452  students  tested  with  tuberculin  19.4 
per  cent  were  positive.  Male  freshmen  positive  re- 
actors numbered  21.3  per  cent  compared  with  16  per 
cent  among  females,  although  the  tuberculosis  death 
rate  among  females  15  to  19  years  is  much  higher 
than  among  males  in  the  same  age  group.  Ten  cases 
of  pulmonary  tuberculosis  were  discovered  among 
the  7,368  students  included  in  this  survey.  Five  cases 
were  designated  as  active  and  five  as  inactive  or 
healed.  In  addition,  18  freshmen  presented  x-ray 
findings  which  warranted  classification  as  tuber- 
culosis suspects. 

Orville  Rogers  of  Yale  LTniversity  School  of 
Medicine  is  a member  of  the  Tuberculosis  Com- 
mittee of  the  American  Student  Health  Association. 

Meningococcus  Meningitis 

Public  Health  Reports  (April  7,  1944)  states  that 
in  1943  the  United  States  experienced  the  highest 
incidence  of  meningococcus  meiningitis  during  the 
30  years  since  the  Public  Health  Service  began  the 
collection  of  morbidity  data  for  this  disease  in  1914. 
According  to  preliminary  reports,  a total  of  17,974 
cases  was  reported  by  the  State  health  authorities 
of  the  48  States  and  the  District  of  Columbia,  giving 
a case  rate  of  13.4  per  100,000  population.  The  next 
highest  reported  incidence  was  in  1929,  in  which 
year  10,551  cases  were  reported  in  46  States  and  the 
District  of  Columbia,  or  an  incidence  rate  of  8.7  per 
100,000  population.  Although  a smaller  number  of 
States  were  reporting  cases  of  meningococcus  men- 
ingitis to  the  Public  Health  Service  prior  to  1929, 
the  incidence  rates  for  those  years  based  on  the 
figures  furnished  by  the  States  reporting  were  below 
the  rate  for  1929. 
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STATE  FRACTURE  COMMITTEE  SYMPOSIUM 

The  Connecticut  State  Fracture  Committee  of  the  Ameri- 
can College  of  Surgeons  will  present  a one  hour  symposium 
on  “Modern  Fracture  Treatment’’  at  4:00  p.  m.  on  Friday, 
September  29,  the  second  day  of  The  Clinical  Congress  at 
New  Haven.  All  members  and  their  guests  are  urged  to 
attend  and  contribute  to  the  discussions.  A dinner  is  proposed 
after  the  meeting. 


WARTIME  GRADUATE  MEDICAL  MEETINGS 

Region  2 Program— September 
Station  Hospital , Bradley  Field,  Windsor  Locks 
September  21— Joint  Injuries. 

John  H.  T.  Sweet,  Hartford,  and  associates. 

Air  Corps  Station  Hospital,  New  Haven 
September  21— Fractures  of  Extremities. 

Frank  S.  Jones,  Hartford. 

Station  Hospital,  Fort  Wright,  Fishers  Island,  N.  Y. 
(Includes  H D of  L I S,  Naval  Submarine  Base  and  Coast 
Guard,  New  London) 

September  21— Head,  Spine  and  Nerve  Injuries. 

Bernard  S.  Brody,  New  Haven 


THE  AMERICAN  CONGRESS  OF  PHYSICAL 
THERAPY 

Will  hold  its  twenty-third  annual  scientific  and  clinical 
session  September  6,  7,  8 and  9,  1944,  inclusive,  at  the  Hotel 
Statler,  Cleveland,  Ohio.  Rehabilitation  is  in  the  spotlight 
today— Physical  Therapy  plays  an  important  part  in  this 
work.  The  annual  instruction  course  will  be  held  from  8:00 
to  10:30  a.  m.,  and  from  1:00  to  2:00  p.  m.  during  the  days 
of  September  6,  7 arid  8.  The  scientific  and  clinical  sessions 
will  be  given  on  the  remaining  portions  of  these  days  and 
evenings.  All  of  these  sessions  will  be  open  to  the  members 
of  the  regular  medical  profession  and  their  qualified  aids. 
For  information  concerning  the  instruction  course  and  pro- 
gram of  the  convention  proper,  address  the  American  Con- 
gress , of  Physical  Therapy,  30  North  Michigan  Avenue, 
Chicago  2,  Illinois. 


INTERNATIONAL  COLLEGE  OF  SURGEONS 
MEETING 

The  program  at  the  Ninth  Annual  Assembly  of  the  United 
States  Chapter  of  the  International  College  of  Surgeons  will 
be  devoted  to  War,  Rehabilitation  and  Civilian  Surgery.  The 
sessions  will  be  held  at  the  Benjamin  Franklin  Hotel  in  the 
City  of  Philadelphia,  October  3,  4,  5,  1944. 


The  convention  opens  at  10:00  a.  m.  on  Tuesday,  October 
3,  with  an  address  by  Hon.  Bernard  Samuel,  Mayor  of  the 
City  of  Philadelphia,  to  be  followed  by  Dr.  Rufus  S.  Reeves, 
m.d.,  director  of  Public  Health,  Philadelphia;  Hubley  R. 
Owen,  m.d.,  president  of  the  Philadelphia  Academy  of 
Surgery;  Charles  L.  Brown,  m.d.,  president,  Philadelphia 
County  Medical  Society. 

In  the  evening  “Service  Night’’  the  guest  speakers  will  be 
Vice  Admiral  Ross  T.  Mclntire,  MC— USA;  Adajor  General 
George  F.  Lull,  Deputy  Surgeon  General,  USA;  Captain 
Joel  J.  White,  MC— USA;  Dr.  Charles  M.  Griffith,  medical 
director,  U.  S.  Veterans  Administration  and  other  dis- 
tinguished guests. 

Dr.  Morris  Fishbein  will  be  the  principal  speaker  at  the 
Convocation  exercises  on  the  following  evening  when  one 
of  the  largest  classes  in  the  history  of  the  College  will  be 
accepted  into  Fellowship  and  Membership.  Dr.  Rudolph 
Jaeger  formerly  of  Denver,  Colorado,  and  now  in  charge  of 
Neurosurgery  at  Jefferson  Hospital,  Philadelphia,  will  be 
inducted  into  office  as  the  new  president  of  the  United 
States  Chapter. 

Among  the  activities  planned  are  a tour  of  hospitals  and 
attendance  at  clinics  under  the  direction  of  Dr.  Leonard 
I).  Lrescoln  of  Philadelphia,  participation  by  more  than  fifty 
prominent  surgeons  and  others  engaged  in  the  work  of 
rehabilitation  and  occupational  therapy  who  will  present  20 
minute  papers  during  the  morning  and  afternoon  sessions. 

There  will  be  general  surgery  in  one  group  and  alternating 
groups  of  Gynecology  and  Ear,  Nose  and  Throat. 

More  than  250  feet  of  panel  space  has  been  set  aside  for 
scientific  exhibits,  some  of  which  are  being  shown  at  this 
Assembly  for  the  first  time.  Among  these  exhibits  are 
“Thyroid  Surgery  demonstrating  a new  triangle  for  the 
localization  of  recurrent  laryneal  nerve  on  the  basis  of  new 
landmarks,”  “Neurosurgery,”  “Surgical  Treatment  of  Cancer 
of  the  Rectum  without  Colostomy  and  Preservation  of  the 
Sphincter  Muscles,”  “Sclerotherapy,”  and  many  other  inter- 
esting and  instructive  exhibits. 

Among  some  of  the  special  features  to  be  shown  are  a new 
exhibit  on  War  Activities  by  the  American  Red  Cross  and 
the  original  paintings  “The  Seven  Ages  of  the  Physician” 
through  the  courtesy  of  the  Ciba  Pharmaceutical  Products, 
Inc.  and  “Pioneers  of  Medicine”  through  the  courtesy  of 
Wyeth,  Incorporated. 

A variety  of  motion  pictures  in  black  and  white  and  in 
color  will  be  shown  on  craniocerebral  surgery,  bone  and 
joint  surgery,  plastic  surgery,  as  well  as  some  new  and  original 
pictures  dealing  with  medical  entities. 

Special  arrangements  have  been  made  with  hotels  in 
Philadelphia  to  take  care  of  visitors  coming  from  distances. 
Information  may  be  secured  from  Dr.  Benjamin  Shuster, 
Philadelphia,  Pa. 

The  medical  profession  is  invited  to  attend  the  Assembly 
and  its  sessions. 
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THIRD  POSTGRADUATE  COURSE  IN 
INDUSTRIAL  MEDICINE 

Dr.  Jean  A.  Curran,  president  and  dean  of  the  Long 
Island  College  of  Medicine,  Brooklyn,  New  \ork,  announces 
the  presentation  by  the  College  of  its  Third  Postgraduate 
Course  in  Industrial  Medicine.  This  course  will  be  given 
under  the  auspices  of  the  Department  of  Preventive  Medicine 
and  Community  Health  during  the  three  week  period  Octo- 
ber 16  to  November  3,  1944  and  will  be  conducted  by  more 
than  fifty  leading  physicians  in  industrial  practice,  authorities 
in  allied  fields  and  members  of  the  faculty  of  the  College. 

The  main  objective  of  the  course  is  to  provide  physicians 
engaged  in  full-time  or  part-time  industrial  practice,  as  well 
as  those  who  wish  to  enter  this  field,  an  opportunity  to 
orientate  themselves  more  fully  to  modern  procedures  in  the 
rapidly  developing  specialty  of  industrial  medicine.  I he  two 
previous  courses  in  this  field  given  by  the  College  in  the  fall 
of  1942  and  1943  were  presented  as  a wartime  service  to 
industry  at  a time  when  expanding  production  required 
increasing  numbers  of  qualified  physicians  for  industrial 
practice.  The  course  this  year  will  place  particular  emphasis 
upon  postwar  conditions  and  problems  associated  with  the 
return  of  workers  from  military  service.  Although  designed 
for  graduate  physicians,  the  course  will  be  open  to  industrial 
executives,  personnel  workers,  industrial  nurses,  hygienists, 
engineers  and  to  others  interested  in  industrial  health. 

The  program  of  the  course  has  been  planned  by  the  Indus- 
trial Medicine  Advisory  Committee  of  the  College  of  which 
Dr.  John  J.  Wittmer,  medical  and  personnel  director  of 
the  Consolidated  Edison  Company  and  an  alumnus  of  the 
College,  is  chairman. 

The  presentation  of  the  course  will  include  afternoon  and 
evening  lectures  and  seminars  at  the  College  supplemented 
by  morning  clinics  and  demonstrations  arranged  in  cooper- 
ating hospitals  and  industrial  medical  departments.  Segments 
of  the  course  will  be  devoted  to  Medical  Administration  in 
Industry,  Industrial  Aspects  of  Internal  Medicine,  Industrial 
Surgery,  Occupational  Diseases  and  Personal  Relations  in 
Industry.  A unique  feature  of  the  course  is  the  emphasis 
which  will  be  given  to  the  medical  aspects  of  personnel  prob- 
lems. Lectures  presented  during  the  course  w ill  provide  the 
basis  for  the  Long  Island  College  of  Medicine  Yearbook  of 
Industrial  Medicine. 

Enrollment  in  the  course  will  be  limited  to  sixty  fulltime 
students  and  a tuition  fee  of  $60  will  be  charged  for  the 
entire  three  week  course.  A limited  number  of  applicants 
particularly  interested  in  specific  phases  of  industrial  medi- 
cine or  with  special  qualifications  will  be  accepted  for 
admission  on  a part  time  basis.  A detailed  schedule  of  lec- 
tures and  seminars  is  being  prepared  by  the  College  and  will 
be  available  early  in  September.  All  inquiries  concerning  the 
course  should  be  addressed  to  Dr.  Thomas  D.  Dublin,  De- 
partment of  Preventive  Medicine  and  Community  Health, 
248  Baltic  Street,  Brooklyn  2,  New  York 


AMERICAN  HOSPITAL  SUPPLY  CORPORATION 
OPENS  NEW  YORK  WAREHOUSE 

With  the  opening  on  August  1 of  complete  warehouse  and 
office  facilities  at  College  Point,  Long  Island,  New  York,  the 


American  Hospital  Supply  Corporation  has  made  its  first 
move  in  an  expanded  service  program,  according  to  an 
announcement  by  Mr.  Foster  G.  McGaw,  president. 

Complete  with  all  facilities  to  provide  the  same  service 
now'  emanating  from  Chicago,  the  College  Point  branch  wfill 
make  all  shipments  to  and  handle  all  business  with  hospitals 
in  12  eastern  states  and  the  District  of  Columbia.  The  12 
states  which  will  be  served  from  College  Point  are  Maine, 
Vermont,  New  Hampshire,  Connecticut,  Massachusetts, 
Rhode  Island,  New  Jersey.  New  York,  Delaware,  Maryland, 
Virginia,  and  Pennsylvania.  The  company’s  Washington 
office  will  be  continued  for  the  convenience  of  hospitals  in 
and  around  the  District  of  Columbia,  but  shipments  will  be 
made  from  College  Point  rather  than  Chicago. 

The  New  York  offices  of  the  American  Hospital  Supply 
Corporation,  formerly  located  at  315  Fourth  Avenue,  New 
York  City,  have  also  moved  to  College  Point.  Both  the  ware- 
house and  office  operations  at  College  Point  are  under  the 
direction  of  Mr.  Charles  M.  Carter,  Jr.,  District  Manager. 


MOVIES  ON  NEUROPSYCHIATRY  MADE 
AVAILABLE  FOR  STUDY 

A series  of  motion  picture  films  on  neuropsychiatric  dis- 
orders have  been  made  available  to  medical  and  strictly 
scientific  groups  for  educational  purposes  by  a new  depart- 
ment of  medical  films  in  the  New  York  University  Film 
Library. 

The  series  of  eleven  films  are  the  work  of  Dr.  S.  Philip 
Goodhart,  chief  of  the  neuropsychiatric  division  of  Montfiore 
Hospital,  New  York,  and  professor  of  clinical  neurology  at 
Columbia  University;  and  Major  Benjamin  Harris  Balser, 
MC,  consultant  in  neuropsychiatry,  First  Air  Force,  and 
associate  in  Neurology  at  Columbia  University. 

Fhe  films  have  been  used  for  a number  of  years  in  courses 
given  to  medical  students  at  Columbia  University  and  are 
now  being  made  available  for  teaching  purposes  and  profes- 
sional discussion  groups  through  the  medical  department  of 
the  New  York  University  Film  Library. 

“ 1 lie  motion  picture,  with  its  exactness  and  brevity,  is  a 
medium  admirably  adapted  to  the  teaching  of  neuropsychi- 
atry,” the  announcement  states.  “By  this  means,  patients 
manifesting  symptoms  of  various  disorders  can  be  assembled 
for  classroom  study.  Moreover,  the  progress  of  a disease  in 
one  patient  over  a period  of  years  can  be  studied  via  the 
terse  medium  of  the  film. 

“Unusual  disorders,  infrequently  encountered  in  ordinary 
practice,  are  made  readily  available  for  study.  The  audience 
can  analyze  characteristic  movements  by  “slow  motion”  and 
see  the  results  of  special  studies  covering  many  years. 
Different  forms  of  motility,  impossible  to  describe  accurately 
by  words  alone,  are  vividly  portrayed  through  the  motion 
picture.” 

1 he  announcement  also  points  out  that  the  films  may  be 
rerun  so  that  study  groups  may  review  the  great  range  of 
symptomatology  presented. 

1 he  medical  department  of  the  film  library  is  under  the 
supervision  of  a committee  of  the  New  York  University 
College  of  Medicine,  and  distribution  of  the  films  will  be 
rsetricted  to  professional  groups  and  organizations. 
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Massachusetts 

The  Council  of  the  Massachusetts  Medical  Society 
has  discharged  its  Committee  on  Procurement  and 
Assignment.  Even  though  this  committee  is  a part 
of  the  War  Manpower  Commission,  President  Roger 
I.  Lee  has  ruled  that  it  may  he  discharged  “so  far  as 
the  Society  was  concerned.”  The  Council  has  also 
discharged  its  Committee  Appointed  to  Consult 
with  Representatives  of  the  New  England  State 
Medical  Societies  Regarding  the  Wagner-Murray- 
Dingell  Bills  since  it  believes  that  the  work  of  the 
committee  has  been  finished. 

The  result  of  a poll  among  members  of  the 
Massachusetts  Medical  Society  shows  that  95  per 
cent  of  those  replying  are  in  favor  of  a medical 
information  bureau  to  be  established  by  the  Society 
in  Boston.  The  Council  voted  to  establish  such  a 
bureau  and  appropriated  a sum  not  to  exceed  $2,500 
for  the  operational  expenses  for  the  first  year. 

New  Hampshire 

The  New  Hampshire  Medical  Society  at  its  annual 
meeting  in  May  voted  to  launch  a cash  indemnity 
prepaid  plan  for  medical  care  known  as  the  New 
Hampshire  Physicians  Service.  It  is  operating  with 
the  New  Hampshire-Vermont  Hospitalization  Serv- 
ice, a Blue  Cross  organization  which  administers  the 
hospital  section,  while  the  Surgical  and  Medical  In- 
demnity Services  are  in  a separate  division  under 
the  direction  of  the  New  Hampshire  Medical 
Service.  Joint  contracts  are  issued  covering  hos- 
pitalization, surgical  service  and  medical  service. 

One  half  of  the  voting  members  of  this  new  serv- 
ice must  be  members  of  the  New  Hampshire 
Medical  Society.  The  board  of  directors  is  chosen 
by  these  same  voting  members  and  it  in  turn  selects 
a supervisory  professional  committee. 

Of  interest  is  the  fact  that  physicians  operating 
under  this  plan  may  make  additional  charges  to  a 
patient  member.  The  first  two  visits  are  deductible 
and  paid  for  by  the  subscriber,  and  the  total  number 
of  visits  allowed  in  a single  year  is  twenty-five. 
Medical  service  contracts  are  granted  only  to  those 
carrying  surgical  contracts. 


New  Jersey 

New  Jersey  Supreme  Court 
Albert  Seymour  Rothseid,  Relator, 
vs. 

State  Board  of  Medical  Examiners,  Respondent. 

Argued  June  6,  1944.  Decided  July  18,  1944. 

Before  Justice  Porter  at  Chambers. 

On  Application  for  mandamus. 

For  the  relator:  Jacob  L.  Newman. 

For  the  respondent:  Walter  D.  Van  Riper,  Attor- 
ney General,  and  Joseph  A.  Murphy,  Assistant 
Attorney  General. 

The  opinion  of  the  Court  was  delivered  by 
Porter,  J. 

Albert  Seymour  Rothseid  seeks  a writ  of  manda- 
mus to  compel  the  State  Board  of  Medical  Exam- 
iners, respondent,  to  license  him  to  practice  medicine 
and  surgery  in  this  state  by  virtue  of  his  license  to 
so  practice  in  the  state  of  Massachusetts  or  in  the 
alternative  to  admit  him  for  examination  for  such 
license  by  said  board.  Relator  is  a graduate  of 
Middlesex  University,  School  of  Medicine  of  Massa- 
chusetts, and  holds  its  degree  of  Doctor  of  Medi- 
cine. He  was  admitted  to  examination  in  Massa- 
chusetts for  a license  to  practice  medicine  and 
surgery;  he  met  the  requirements,  was  duly  licensed 
and  is  practicing  his  profession  in  that  state  as  a 
resident  physician  in  the  Lawrence  General  Hos- 
pital at  Lawrence,  Massachusetts.  His  application 
for  a license  from  the  respondent  to  practice  in  this 
state  or  to  be  admitted  to  an  examination  for  such 
license  has  been  denied.  The  reason  for  such  action 
by  respondent  is  because  relator  has  not  met  the 
legal  requirement  by  graduation  from  a medical 
school  approved  by  it.  R.  S.  45:9-5.1  provides  that 
an  applicant  for  a license  to  practice  medicine  and 
surgery  shall  have  received  a diploma  from  a pro- 
fessional school  which  in  the  opinion  of  the  board 
“was  in  good  standing  at  the  time  of  the  issuance  of 
the  diploma.”  R.  S.  45:9-13  provides  for  the  licensing 
without  examination  of  an  applicant  who  has  been 
licensed  to  practice  in  another  state  provided  that 
he  has  met  all  other  requirements  “demanded  in  the 
other  sections  of  this  article  relating  to  applicants 
for  admission  by  examination.” 

The  question  to  be  determined  is  whether  the 
respondent  is  justified  in  classifying  Middlesex 
University  School  of  Aiedicine  as  an  institution 
which  was  not  in  good  standing.  It  appears  that  it 
bases  its  conclusion  in  the  grading  and  standing  of 
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medical  schools  on  the  standard  adopted  by  the 
Committee  of  Education  of  the  American  Medical 
Association  and  makes  public  the  names  of  the 
schools  which  it  approves.  It  is  argued  by  the 
relator  that  the  action  of  the  respondent  in  accept- 
ing the  grading  of  medical  schools  by  the  American 
Medical  Association  is  without  using  its  own  judg- 
ment or  discretion  but  constitutes  an  unlawful  dele- 
gation of  its  duty  and  power.  We  think  not.  It  is 
entirely  within  its  discretion,  it  seems  to  us,  to 
adopt  the  standard  and  grading  of  an  organization 
of  which  it  has  knowledge  and  confidence.  We  think 
it  acted  within  its  sound  discretion  within  the  mean- 
ing of  the  statute  supra  and  was  not  actuated  by 
arbitrariness  or  capriciousness.  Compare  Salowitz 
vs.  Michigan  State  Board,  285  Mich.  214,  280  N.  W. 
737;  Rosenthal  vs.  State  Bar  Examining  Committee, 
165  Atl.  2 1 1 (Conn.). 

We  conclude  that  the  relator  has  not  shown  any 
violation  of  his  rights  which  entitles  him  to  a writ. 
The  application  is  denied,  but  without  costs. 

New  York 

We  note  the  transfer  of  James  E.  Bryan  from 
Westchester  County  to  the  County  of  New  York. 
Westchester  County  Medical  Society  thus  loses  its 
genial  and  efficient  executive  secretary  while  the 
Medical  Society  of  the  County  of  New  York  takes 
Mr.  Bryan  on  in  the  same  capacity  and  thereby  be- 
comes the  gainer. 

Rhode  Island 


Dr.  Wriston  pointed  out  that  through  this  depart- 
ment the  University  will  assume  a larger  respon- 
sibility for  the  general  education  of  its  students  in 
matters  of  health  as  a requisite  of  effective  accom- 
plishment in  College  and  in  after-college  years.  “It 
will  approach  this  responsibility  in  the  light  of  the 
needs  which  have  been  revealed  by  the  war  expe- 
riences,” he  said.  The  President  went  on  to  say  that 
special  attention  will  also  be  given  to  the  orientation 
of  students  who  are  planning  upon  professional 
study  in  the  Art  and  Science  of  Medicine. 

“The  Department  of  Medical  Sciences  will  also 
offer  facilities  for  advanced  study  and  research,” 
Dr.  Wriston  said.  “This  is  designed  in  part  to  meet 
the  needs  and  desires  of  recent  graduates  of  medical 
schools  whose  postgraduate  studies  in  certain 
specialized  fields  of  medical  science  have  been  inter- 
rupted by  war  service.” 

I he  President  stated  that  opportunities  for 
specialized  study  will  also  be  available  to  other  inter- 
ested members  of  the  medical  profession.  He  empha- 
sized that  Brown  University  is  also  prepared  to  co- 
operate in  the  development  of  programs  of  post- 
graduate study  and  research  for  members  of  the 
resident  staffs  of  the  hospitals  of  the  community. 

<<ANUU<NNNU~€NNANANANNANUNN-<^CN<NNUANN'^ 

NEWS 

from  County  Associations 

<NNNNANNANANANANANNNNNAN<NANANNNNUNNNU> 


The  establishment  of  a Department  of  Medical 
Sciences  at  Brown  University  has  been  announced 
by  President  Henry  M.  Wriston.  This  department 
will  perform  a number  of  important  functions  with- 
in the  University  and  in  the  relationships  of  the 
University  to  the  medical  profession  and  hospitals 
of  the  community. 

Charles  A.  McDonald,  m.d.,  and  Alex  M.  Burgess, 
m.d.,  physicians  connected  with  the  Division  of 
University  Health  for  some  time,  have  been  ap- 
pointed Professors  of  Health  and  Hygiene  in  this 
new  department. 


Hartford 

Edward  H.  Blair  of  Wethersfield  died  suddenly 
in  Hartford  on  August  14. 

New  Haven 

The  Yale  Journal  of  Biology  and  Medicine  (July 
J944)  contains  a long  and  interesting  article  by 
Kenneth  W.  I hompson  of  New  Haven  entitled 
Studies  on  the  Relationship  of  Dermatomycosis  to 
Ulceration  and  Gangrene  of  the  Extremities.”  Ex- 
cellent black  and  white  and  colored  illustrations  are 
included. 


DO  YOU  WANT  A FREE  HAND? —You're  busy.  You 

know  it  and  we  know  it.  More  patients  but  no  more  time  to  take  care  of 
them.  So  how  about  some  help?  A Seamless  Adhesive  Cut-Rak  will  save  you 
steps,  time,  adhesive  plaster,  and  money,  ultimately  resulting  in  more  and  better 
work  with  less  effort.  Let  us  send  you  one.  Price  $7.50.  It’s  equal  to  an 
extra  hand.  The  Professional  Equipment  Company,  36  Howe  Street,  New 
Haven,  Connecticut. 


(See  PAGE  2) 
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At  the  annual  meeting  of  the  American  Urologi- 
cal Association,  Clyde  L.  Deming  of  New  Haven 
was  elected  president. 

John  Sinclair  Dye,  having  engaged  in  the  practice 
of  surgery  in  Waterbury  for  nearly  thirty  years, 
died  August  9 following  a short  illness.  His  chief 
activity  was  in  industrial  surgery  and  he  served  in 
the  last  war  as  a colonel. 

Tolland 

Leonard  VV.  Levine,  who  has  been  practicing  in 
Ellington  since  September  1939,  was  unanimously 
elected  to  the  staff  of  the  Rockville  City  Hospital 
at  the  meeting  of  that  body  last  month. 

Alfred  Schiavetti  has  been  appointed  Medical 
Examiner  of  the  town  of  Stafford  Springs  as  of 
August  1. 

Major  Francis  Burke  of  Rockville,  who  has  been 
in  the  Service  for  three  years  and  has  just  completed 
a special  course  in  surgery  at  the  Mayo  Clinic,  was 
a recent  visitor  in  Rockville  and  viewed  with  ap- 
proval the  progress  at  the  new  hospital. 


News  from  Yale  University 
School  of  Medicine 

Gervase  ).  Connor,  instructor  in  surgery  at  the 
Yale  Medical  School,  has  been  awarded  the  Alva- 
renga  Prize  by  the  College  of  Physicians  of  Phila- 
delphia for  his  work  on  “Anterior  Cerebellar  Func- 
tion, an  Analytical  Study  in  Functional  Localization 
in  the  Cerebelum  in  Dog  and  Monkey.” 

The  Alpha  Omega  Alpha  Society  heard  an  inter- 
esting address  on  Thursday,  July  27,  by  Dr.  O.  H. 
Robertson  on  “Aerosols.” 

Paul  H.  I ^avietes  has  been  commissioned  a 1st 
Lieutenant,  MC— USA,  and  will  be  stationed  at 
Veteran’s  Administration  Faculty,  Brecksville,  Ohio. 

The  Herb  Cabinet  of  Dr.  Seth  Bird 

'"T  he  Yale  Medical  Library  announces  the  recent 
addition  of  the  herb  cabinet  of  Dr.  Seth  Bird, 
(1733-1805)  of  Bethlehem,  Connecticut,  to  the  col- 
lection of  early  pharmacy  items.  Of  its  original 
owner  it  may  be  said  that  no  Connecticut  physician 
of  his  time  was  more  famous  as  a practitioner  or 
medical  preceptor.  His  one  time  pupil  Lemuel  Hop- 


kins spoke  of  him  as  the  greatest  physician  with 
whom  he  was  acquainted.  On  June  14,  1941,  the 
Beaumont  Medical  Club  of  Connecticut  physicians 
paid  tribute  to  Dr.  Bird  in  a visit  to  his  house,  an 
occasion  made  possible  by  the  then  owner  Mr. 
William  B.  Sprague  of  New  York  City.  At  that  time 
Dr.  Creighton  Barker  presented  a paper  on  Dr. 
Seth  Bird. 

Dr.  C.  E.  Streeter,  the  Curator  of  Museum  Collec- 
tions at  the  Yale  Medical  Library,  in  a recent  com- 
munication discusses  these  interesting  appurtenances 
to  early  medical  practice. 

“No  one,  as  far  as  I am  aware,  has  made  any 
study  of  our  local  herb  cabinets— they  are,  never- 
theless, rather  richer  in  association  and  more  varied 
in  pattern  than  most  of  the  utility  pieces  of  our 
pine -loving  ancestors.  They  turn  up  in  all  parts  of 
the  state— a census  of  those  of  Connecticut  origin 
would  be  difficult  to  trace— they  have  been  widely 
scattered  by  dealers.  The  source  of  these  pieces  (as 
we  may  see  by  observing  them  still  in  situ)  is  ( 1 ) 
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The  private  Dispensatory  of  the  doctor  (2)  the 
older  drug-shops  of  small  communities,  ( 3 ) Rural 
‘General  Stores.’  They,  are  custom-built  affairs,  gen- 
erally made  of  pine,  by  the  local  carpenters;  their 
scale  design  and  material  are  always  individual,  un- 
conventual, simple  as  ‘Shaker’  joiners  work;  16  to 
60  small  squarish  drawers  capable  of  holding  about 
a pound  of  the  prepared  herb;  with  perhaps  four 
or  even  eight  larger  drawers  for  bulkier  roots,  salts 
or  Indigo.  The  age  of  these  cabinets  (when  not 
documented)  is  very  easily  mistaken— many  look  far 
older  than  they  are;  but  we  get  certain  clues  to  the 
age,  from  the  patina  of  the  wood,  the  scrolling, 
the  method  of  dove-tailing  of  the  drawers,  the  style 
of  nails  used  (if  any)  and  the  hardware  or  drawer- 
pulls  (wood-peg,  knob,  tear-drop  or  brass  button 
type).  Some  of  these  cabinets  show  the  original 
finish— invariably  a red,  green,  or  blue  native  paint 
job— but  most  of  them  have  been  overpainted,  many 
coats  of  grey  or  white.  Very  few  antedate  1700. 
They  run  in  date,  between  the  years  1740  and  1840. 
About  the  latter  date  druggists  swung  away  from 
wooden  herb-drawers  and  began  to  store  their  barks 
and  powders  in  wide-mouthed  hand-blown  glass  jars 
with  tin  tops— proof  against  rodents,  which  had  done 
much  damage  to  the  cabinets.  We  may  assume  that 
it  is  very  rare  to  find  a cabinet  in  the  former  office 
of  a country  prescriber.  It  is  also  out  of  the  ordinary 
to  find  one  in  a ‘general  store’  as  in  the  General 
Thurston  House  at  Hopkinton,  Rhode  Island  (also 
at  Williams  general  store  at  Old  Mystic)  but  occa- 
sionally we  do  find  such  an  one;  and  the  thing  thus 
seen  in  its  original  background  gives  the  keenest 
pleasure— once  transferred  from  that  spot  it  never 
seems  to  fit  again  into  another  construction  or  milieu. 

“As  for  the  third  source  of  these  cabinets— hardly 
a drug  store  in  Connecticut  remodelled  in  the  1880’s 
with  manufactured  New  York  model  fixtures,  but 
has  stowed  in  its  basement  fragments  of  some  old 
cabinets  of  pre-Civil  War  pattern.  The  titles  on  the 
drawers  often  in  gold  on  black  ribbons  are  most 
instructive,  giving  pointers  as  to  the  age  of  the  piece, 
and  the  out-moded  tastes  of  our  forbears.” 


Clinical  Congress 
New  Haven  — September  28  - 29 
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ARTIFICIAL  PNEUMOTHORAX  IN  PULMONARY 
TUBERCULOSIS  INCLUDING  ITS  RELATIONSHIP 
TO  THE  BROADER  ASPECTS  OF  COLLAPSE 
THERAPY . By  T.  N.  Rafferty,  m.d.,  Phoenix,  Ariz. 
Formerly  Resident  Physician,  William  H.  Maybury  Sana- 
torium (Detroit  Municipal  Tuberculosis  Sanatorium), 
Northville,  Mich.  Introduction  by  Henry  Stuart  Willis, 
m.a.,  m.d.,  Superintendent  and  Medical  Director,  William 
H.  Maybury  Sanatorium,  Northville,  Mich.  New  York: 
Grime  & Stratton.  1944.  192  pp.  26  illustrations.  $4.00. 

Reviewed  by  L.  Roger  Morse 

This  monograph  on  pneumothorax  is  one  of  the  best  that 
this  reviewer  has  had  the  pleasure  of  reading.  It  is  a concise, 
well  arranged  work  which  presents  pneumothorax  as  a part 
of  the  field  of  surgical  collapse  rather  than  a separate  entity. 
This  is  an  excellent  viewpoint  and  in  keeping  with  the  stride 
made  in  the  treatment  of  pulmonary  diseases  during  the  past 
decade. 

Approach  to  the  problem  is  made  by  detailing  the  various 
types  of  collapse  therapy  now  in  vogue  and  giving  their 
application.  The  question  of  primary  thoracoplasty  is  dis- 
cussed and  indications  are  clearly  given.  This  point  may 
originate  some  controversy,  but  it  should  at  least  arouse  some 
thought  and  not  relegate  thoracoplasty  to  the  position  of  a 
last  resort  treatment.  The  complicating  factor  of  adhesions 
is  noted  and  the  author  stresses  the  value  of  early  removal 
by  internal  pneumonolysis,  almost  to  the  point  of  suggesting 
that  exploratory  thoracoscopy  should  be  a routine  proce- 
dure. He  lays  considerable  emphasis,  and  quite  rightly,  on 
the  advisability  of  early  abandonment  of  unsatisfactory 
pneumothorax  and  the  substitution  of  other  and  more 
appropriate  form  of  collapse.  Hydropneumothorax  and 
empyema  are  discussed  at  length  and  it  is  felt  that  these  com- 
plicating conditions  can  largely  be  averted  by  proper  care  in 
the  selection  of  cases,  and  intelligent  management  after  in- 
duction of  pneumothorax. 

Henry  Stuart  Willis,  m.d.,  in  his  introduction,  aptly  states, 
“When  one  peruses  these  pages  he  is  tempted  to  feel  that 
complications  can  no  longer  be  regarded  as  ‘just  one  of  those 
things  that  happen,’  or  can  seldom  be  excused  as  an  act  of 
God.  Rather,  the  operator  will  come  to  think  of  them  as  a 
likely  reflection  on  his  judgment  and  technique.” 

I his  book  represents  much  of  the  best  thought  on  this 
subject  and  should  be  required  reading  of  those  entering  the 
field  of  collapse  therapy. 

INFANTS  WITHOUT  FAMILIES.  By  Anna  Freud  and 
Dorothy  T.  Burlingham.  Medical  War  Books.  New  York: 
International  University  Press.  1944.  128  pp.  $2.00. 

Reviewed  bv  Maudie  Marie  Burns 
“Infants  Without  Families”  is  an  excellent  piece  of  work 
by  two  outstanding  therapists.  In  this  book  they  evaluate  the 
physical  and  emotional  growth  of  children  in  their  residential 
nurseries,  and  show  how  nurseries,  where  it  is  necessary  to 
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maintain  them  in  spite  of  disadvantages  to  the  child,  may 
be  used  for  further  study  of  child  development. 

They  weigh  the  advantages  and  disadvantages  of  resi- 
dential nursery  life  for  children  as  opposed  to  family  life  at 
the  same  age  levels,  but  point  out  that  the  nurseries  under 
their  supervision  are  not  the  usual  type  of  institution  except 
in  so  far  as  the  absence  of  the  family  itself  is  concerned.  They 
make  another  distinction,  here,  as  opposed  to  the  ordinary 
institution,  in  that  “artificial”  family  groups  are  formed 
around  the  nurse  as  a mother  person.  This  point  of  the  resi- 
dential nurseries  not  being  typical  of  the  average  institution 
should  be  kept  in  mind  in  interpreting  the  advantages  found 
to  children  living  in  these  groups.  For  example,  in  their 
nurseries  they  find  the  children  develop  better  physically 
from  birth  to  twelve  months  than  do  children  in  the  average 
home  of  working  parents.  This,  of  course,  is  not  necessarily 
true  of  institutions  in  general  where  there  is  not  the  same 
special  effort  put  forth  to  compensate  for  the  lack  of  real 
family  life.  Furthermore  while  the  authors  cite  from  their 
study  some  very  definite  advantages  on  the  physical  side  of 
development  to  children  living  in  these  residential  nurseries, 
they  find  these  advantages  offset  by  the  lack  of  emotional 
satisfaction  engendered  by  the  absence  of  parents.  In  direct 
relation  to  this  they  find  institutional  life  itself  responsible 
for  an  increase  of  masturbatory  and  aggressive  manifestations. 
These  of  course  being  types  of  behavior  which  ordinary 
institutions  for  children  find  very  trying.  It  is  pointed  out 
also  that  because  of  the  lack  of  satisfactory  emotional  devel- 
opment it  is  to  be  anticipated  that  these  children  may  have 
difficulty  later  with  the  learning  processes  as  well  as  estab- 
lishing the  usual  ethics  and  morals  of  the  normal  average 
youngster.  There  is  some  danger  of  their  being  unable  to 
form  satisfactory  social  relationships,  turning  their  interests 
inward  toward  themselves  instead.  The  authors  feel  that  if 
nursery  homes  will  recognize  the  needs  of  children  that  are 
not  being  met  and  the  problems  created  by  their  lack  of 
adequate  satisfactions  then  efforts  at  compensation  can  be 
made.  Where  such  compensation  can  be  provided  along  with 
the  gains  to  the  child  from  good  physical  care,  then  his 
chances  of  adequate  development  are  much  improved. 

In  conclusion,  the  writers  point  out  that  residential  nur- 
series for  children  may  be  continued  because  of  social  or 
economic  factors  regardless  of  the  psychological  needs  of 
children.  Efforts  should  be  made  then  not  only  to  give  the 
children  so  cared  for  adequate  substitutes  for  family  life  as 
far  as  possible  but  these  nursery  groups  should  be  used  to 
study  child  development  from  all  angles.  T he  material 
gathered  from  such  studies  would  be  of  value  to  individuals 
caring  for  children  in  all  types  of  situations,  whether  in  their 
own  home,  foster  home,  day  care  centers,  or  institutional 
groups. 

The  book  is  written  in  a very  interesting  and  readable 
style.  The  content  should  prove  of  value  to  anyone  working 
with  children.  The  material  relative  to  the  emotional  satis- 
factions can  be  useful  to  workers  in  nursery  groups  every- 
where. On  the  other  hand,  the  advantages  on  the  physical 
and  social  level  for  the  very  young  children  in  these  groups 
can  be  used  in  training  children  in  their  own  homes.  As 
this  is  one  of  a series  of  valuable  books  to  come  out  of  the 
study  by  these  writers,  it  is  to  be  anticipated  that  later 
material  will  prove  equally  interesting  and  helpful  in  the 
better  care  of  children. 
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FUNDAMENTALS  OF  PSYCHIATRY.  (Second  Edition.) 
By  Edward  A.  Strecker,  m.d.,  sc.d.,  f.a.c.p.,  Professor  of 
Psychiatry  and  Chairman  of  the  Department,  Undergradu- 
ate School  of  Medicine,  University  of  Pennsylvania; 
Psychiatrist  to  the  Pennsylvania  Hospital;  Attending 
Psychiatrist,  Psychopathic  Division,  Philadelphia  General 
Hospital;  Consultant  to  the  Bureau  of  Medicine  and  Sur- 
gery, United  Statse  Navy;  Consultant  to  the  Secretary  of 
War,  A.A.F.  Philadelphia:  ].  B.  Lippincott  Co.  1944. 
219  pp.  15  illustrations.  $3.00. 

Reviewed  by  C.  C.  Burlingame 

The  second  edition  of  this  successful  little  reference  book 
is  improved  by  the  addition  of  new  material  on  two  topics, 
war  neuroses  and  psychiatric  nursing,  and  by  a glossary  of 
psychiatric  terms  printed  on  the  inside  covers.  These  addi- 
tions will  make  the  volume  still  more  useful  to  the  medical 
student  and  practitioner  whom  the  author  had  in  mind  in 
its  preparation. 

The  book  gives  a compact  and  systematic  coverage  of  the 
fundamentals  of  psychiatry  in  such  a way  as  to  provide  in  a 
minimum  of  time  a workable  picture  of  the  entire  field  of 
psychiatry.  It  has  grown  out  of  the  teaching  experience  of 
Dr.  Strecker,  and,  as  the  author  suggests,  has  stood  up  to 
perhaps  the  severest  test  that  any  book  can  receive,  the  test 
of  the  classroom. 

Dr.  Strecker  points  out  that  the  widespread  and  increasing 
interest  in  psychiatry  on  the  part  of  physicians  fortunately 
comes  at  a time  when  psychiatry  has  more  to  offer  than  ever 
before  in  its  history.  The  so-called  “chronic”  psychoses  are 
now  being  handled  in  a positive  fashion  as  the  result  of  the 
introduction  of  the  shock  and  surgical  treatments.  These 
drastic  therapies  have  stimulated  a renaissance  of  interest 
and  a concerted  scientific  attack  upon  the  problem  of  the 
fundamental  nature  of  the  human  emotions.  Psychosomatic 
medicine  is  making  great  strides  in  the  elucidation  of  numer- 
ous internal  diseases,  and  the  barrier  between  internal  medi- 
cine and  psychiatry  has  at  last  been  demolished.  All  physi- 
cians are  turning  to  psychiatry  for  a better  understanding  of 
the  “functional”  symptoms  and  for  guidance  in  treating 
them.  Modern  psychiatrv  offers  a body  of  information  that 
is  needed  by  every  physician  in  his  daily  practice,  as  well  as 
by  medicine  as  a whole.  To  furnish  this  bodv  of  information 
in  usable  form  to  the  medical  profession,  both  civilian  and 
military,  is  the  purpose  of  this  book. 

The  volume  can  be  recommended  highly  to  the  medical 
profession.  It  is  comprehensive  and  authoritative,  and  deserves 
a prominent  place  on  the  reference  shelf. 

GASTRO-ENTEROLOGY.  By  Henry  L.  Bockus,  m.d., 
Professor  of  Gastro-enterology,  University  of  Pennsylvania 
Graduate  School  of  Medicine.  In  three  volumes,  totaling 
about  2,700  pages  with  about  900  illustrations,  many  in 
colors.  Volume  II— “Intestines  and  Peritoneum.”  975  pp. 
with  176  illustrations— 1 2 in  colors.  Philadelphia  and  Lon- 
don: W.  B.  Saunders  Company.  1944.  3 Vols.  and  separ- 
ate desk  index,  $35.00. 

Reviewed  by  Samuel  D.  Kushlan 
This  second  voulme  of  Dr.  Bockus’  system  of  gastro- 
enterology maintains  the  same  excellent  presentation  as  in  the 
first  volume;  in  so  doing  the  scope  of  the  work  becomes 
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even  more  monumental  and  further  fulfills  what  has  been 
until  now  a pressing  need  in  this  field,  not  only  for  the 
gastro-enterologist,  but  fully  as  well  for  the  medical  student, 
practitioner,  and  all  who  have  any  interest  in  gastro-enter- 
ology. 

In  this  volume  Dr.  Bockus  is  ablv  assisted  by  his  colleagues. 
However,  the  distribution  of  the  writing  does  not  in  the  least 
affect  the  excellent  continuity  of  the  text  since  here,  as  in 
the  previous  volume,  the  material  represents  the  group  expe- 
rience at  the  Gastro-intestinal  Clinic  of  the  Graduate  Hos- 
pital of  the  University  of  Pennsylvania.  Again  the  discussions 
are  not  limited  to  the  experience  of  this  group  alone,  but 
include  the  very  latest  presentations  and  data  from  other 
groups.  The  bibliographies  at  the  end  of  each  chapter  are 
amazingly  complete  and  again  represent  one  of  the  most 
interesting  and  helpful  features  of  the  volume. 

The  first  343  pages  are  devoted  to  diseases  of  the  small 
intestine  and  include  a full  discussion  of  all  the  problems 
encountered  here.  This  section  (IV)  again  begins  with  a 
brief  and  adequate  description  of  applied  anatomy  and 
physiology  of  the  small  intestine  followed  by  a chapter  cn 
the  important  factors  in  the  history,  physical  examination, 
and  laboratory  data  which  are  pertinent.  In  view  of  the 
increasing  importance  of  diseases  of  the  small  intestine,  this 
section  is  of  great  value.  It  is  becoming  more  evident  that 
many  complaints  referable  to  the  upper  gastro-intestinal  tract 
are  due  to  diseases  of  the  small  bowel  which  have  heretofore 
been  overlooked.  The  chapters  on  duodenal  disease,  small 
bowel  tumors,  regional  enteritis,  and  idiopathic  steatorrhea 
are  especially  noteworthy.  There  is  also  a very  complete  and 
helpful  chapter  on  intestinal  obstruction. 

Section  V includes  557  pages  on  diseases  of  the  colon. 

I his  reviewer  would  commend  highly  to  everyone  in  medi- 
cine the  chapter  on  functional  disorders  of  the  colon,  a con- 
dition which  is  becoming  more  and  more  prevalent  and  one 
which  is  even  now  not  as  widely  recognized  as  it  should  be. 
Ulcerative  colitis,  a very  difficult  and  controversial  subject, 
is  very  well  covered.  The  chapters  on  amebiasis  and  bacillary 
dysentery  are  complete  and  include  the  most  recent  thera- 
peutic advances.  Both  benign  and  malignant  tumors  of  the 
colon  and  rectum  are  fully  covered  in  their  respective  chap- 
ters. The  remainder  of  the  volume  makes  for  a most  com- 
plete presentation  bv  discussing  as  fully  as  is  warranted  such 
varied  but  important  conditions  as  diverticula,  endometriosis, 
lymphopathia  venereum,  factitial  proctosigmoiditis,  fecal 
impaction,  rupture  of  the  colon  and  rectum,  diseases  of  the 
appendix,  and  diseases  of  the  peritoneum. 

The  text,  as  in  the  first  volume,  is  well  written,  well 
illustrated,  and  minutely  up  to  date.  Typographical  errors 
are  rare  indeed.  This  volume  makes  a noteworthy  companion 
to  the  first  volume. 

NEW  AND  NONOFFICIAL  REMEDIES,  1944,  containing 
descriptions  of  the  articles  which  stand  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  on  January  1,  1944.  Chicago:  Ameri- 
can Medical  Association.  1944.  778  pp.  Cloth.  Price,  post- 
paid, $1.50. 

The  current  volume  of  New  and  Nonofficial  Remedies 
reflects  two  important  and  forward  looking  decisions  of  the 
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Council,  namely,  to  use  the  metric  system  exclusively  in  all 
its  publications,  and  to  consider  for  acceptance  contraceptive 
preparations  offered  for  use  as  prescribed  by  physicians. 

The  chapter  on  contraceptives  is  quite  comprehensive; 
with  the  acceptance  of  more  preparations,  it  will  undoubt- 
edly assume  a large  place  in  New  and  Nonofficial  Remedies. 
The  Council  has  thus  far  accepted  some  contraceptive  jellies 
and  creams,  contraceptive  diaphragms,  diaphragm  inserts, 
syringe  applicators,  and  fitting  rings.  It  is  understood  that  a 
number  of  additional  preparations  have  been  submitted  for 
Council  consideration  since  the  book  went  to  press.  This 
chapter  represents  a courageous  and  long  needed  innovation. 

Some  of  the  new  preparations  that  appear  in  this  volume 
are:  Succinylsulfathiazole,  a new  sulfonamide,  a proprietary 
brand  being  “Sulfasuxidine;”  Diodrast  Concentrated  Solu- 
tion, a preparation  of  the  already  accepted  Diodrast,  for 
use  in  a special  diagnostic  procedure  for  visualization  of  the 
circulatory  system  and  also  cholangiography;  a preparation 
of  Sodium  Benzoate  for  use  as  a liver  function  test;  Mersalyl 
and  Theophylline,  accepted  under  the  name  Salyrgan-Theo- 
phylline  Tablets,  proposed  as  an  adjunct  to  intravenous 
injection  of  the  already  accepted  drug;  Zinc  Insulin  Crystals 
and  Zinc  Insulin  Injection  Crystalline;  Tetanus  Toxoid;  and 
Concentrated  Oleovitamin  A and  D,  a dosage  of  the  pharma- 
copoeial  preparation. 

A glance  at  the  preface  shows  that  certain  general  articles 
have  been  revised  to  bring  them  up  to  date.  More  or  less 
important  revisions  have  been  made  of  the  following  chap- 
ters: Barbituric  Acid  Derivatives,  Estrogenic  Substances; 
Parathyroid;  Ovaries;  Sulfonamide  Compounds;  Vitamins, 
especially  the  sections,  Vitamin  B Complex  and  Vitamin  D. 
In  this  connection  it  is  worth  noting  that  each  chapter  in  the 
book  is  reviewed  annually,  or  more  often  if  indicated,  by 
the  responsible  referee  for  such  revision. 

This  volume  is  of  paramount  interest  to  all  those  con- 
cerned with  rational  and  modern  drug  therapy. 

ADVANCES  IN  PEDIATRICS,  Vol.  I.  By  Adolph  G. 
DeSanctis,  m.d.,  New  York  Post  Graduate  Medical  School 
and  Hospital,  Columbia  University,  New  York,  N.  Y.,  and 
Associate  Editors:  L.  Emmttt  Holt,  A.  Graeme  Mitchell, 
Robert  Strong,  Frederick  Tisdall.  New  York:  Interscience 
Publishers,  Inc.  1942.  306  pp.  $4.50. 

Reviewed  by  George  C.  Glass 

This  Volume  is  a well  bound  collection  of  monographs 
printed  in  readable  type  and  presented  in  an  interesting 
manner.  It  is  moderately  well  illustrated  and  adequately 
indexed. 

The  editor’s  preface  summarizes  the  purpose  and  need  of 
■ collecting  these  monographs  in  a series  of  single  volumes: 

Ij  “For  some  time  many  of  us  have  felt  that  there  was  a need 
for  an  annual  review  of  pediatric  advances.  It  is  practically 
impossible  for  a textbook  to  keep  up  with  recent  advances  as 
| there  is  an  interval  of  several  years  between  editions.  It  is 
j also  difficult  for  the  average  physician  to  keep  abreast  of 
pediatric  literature.  A publication  such  as  this  should  remedy 
this  deficiency.  It  will  be  noted  that  ‘Advances  in  Pediatrics’ 
is  in  no  sense  a compilation  of  abstracts  but  rather  a collec- 
tion of  personalized  monographs  by  outstanding  authorities.” 


Its  unrivaled  smoothness  and  dis- 
tinctive flavour  makes  Johnnie  Walker 
a leader  among  scotches 


Popular  Johnnie  Walker  can’t  be  everywhere 
all  the  time  these  days.  If  occasionally  he  is 
’’out  ” when  you  call . . . call  again. 


Johnnie 


I 
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The  material  was  gathered  together  after  consideration  of 
questionnaires  sent  to  leading  pediatricians  in  the  United 
States,  asking  what  they  considered  the  real  advances  during 
the  past  two  years.  Space  will  not  allow  the  listing  of  all  the 
contributors.  Suffice  it  to  say  that  this  list  is  formidable  and 
warrants  the  attention  of  every  pediatrician. 

The  monographs  that  were  of  special  interest  to  the  re- 
viewer were: 

1.  Toxoplasimosis— a recently  recognized  disease  of  human 
beings. 

2.  Chemotherapy  in  diseases  of  infancy  and  childhood. 

3 . Electroencephalography. 
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4.  Persistent  ductus  arteriosus  and  its  surgical  treatment. 

5.  Influenzal  Meningitis. 

6.  Casein  Hydrolysati. 

7.  Plasma  Transfusion. 

8.  Cystic  Fibrosis  of  Pancreas. 

This  is  a partial  list  and  will  indicate  the  scope  of  the 
subjects  reviewed.  This  would  certainly  be  of  interest  to  all 
pediatricians  and  should  interest  medical  and  surgical  men 
to  whom  the  care  and  treatment  of  children  is  entrusted. 

The  reviewer  feels  that  this  is  a worthwhile  endeavor  on 
the  part  of  the  editors  and  trusts  they  will  receive  the 
support  and  encouragement  to  enthusiastically  continue  this,: 
publication.  It  is  to  be  hoped  that  subsequent  volumes  will 
continue  at  the  high  level  attained  by  the  first  volume.  This 
series  is  strongly  recommended  to  all  those  interested  in  the  j 
care  and  treatment  of  children  and  should  be  a valuable  1 
addition  to  their  libraries. 

FEMALE  ENDOCRINOLOGY  including  sections  on  the  v 
male:  By  Jacob  Hoffman , a.b.,  m.d..  Demonstrator  in 
Gynecology,  Jefferson  Medical  College;  Pathologist  in 
Gynecology,  Jefferson  Hospital;  Formerly  Research  Fel- 
low in  Endocrinology  and  Director  of  the  Endocrine 
Clinic,  Gynecological  Department,  Jefferson  Hospital,  j 
Philadelphia.  Philadelphia:  W.  B.  Saunders  Company. 
1944.  788  pp.  $10.00. 

Reviewed  by  Stanley  B.  Weld 

This  is  the  book  of  the  year  in  the  field  of  endocrinology.  1 
For  years  a painstaking  student  of  female  endocrinology  and 
never  an  ardent  enthusiast  of  all  the  new  fads  in  hormone 
therapy.  Dr.  Hoffman  has  made  a valuable  contribution  with 
this  very  complete  volume.  The  author’s  background  of 
training  is  an  unusual  one.  Starting  with  Robert  Meyer,  he  1 
continued  with  Aschheim  and  Zondek  who  have  been  respon- 
sible for  clearing  up  many  endocrinological  problems  in  the  j 
female.  His  endocrine  clinic  at  the  Jefferson  Hospital,  visited 
by  the  reviewer  several  years  ago,  bore  evidence  of  the 
author’s  cautious  and  thorough  approach  to  the  problem  of 
therapy. 

Probably  the  most  striking  feature  of  the  present  volume  1 
is  the  wide  acquaintance  shown  with  the  work  of  others  in 
this  field.  There  is  an  exhaustive  and  critical  review  of  the 
literature  available  with  each  chapter,  as  well  as  a frank 
expression  of  opinion  at  every  turn.  The  author  has  divided 
his  volume  into  three  parts,  one  describing  the  physiology 
of  all  structures  of  the  body  having  any  part  in  the  endo-  , 
crinological  mechanism,  a second  part  entitled  “Clinic”  and 
dealing  with  symptoms  and  therapy,  and  a third  part  con- 
taining laboratory  aids  to  diagnosis  and  therapy,  described 
in  such  detail  that  they  may  serve  as  references  for  the 
technician.  No  one  theory  is  expounded  to  explain  the 
physiological  action  of  the  various  endocrine  glands,  but  all 
the  varying  concepts  are  described  and  comment  made  coin- 
ciding with  the  author’s  views.  In  the  chapters  dealing  with 
therapy,  not  only  hormones  but  also  gynecologic  and  gen- 
eral medical  measures  are  fully  discussed.  From  the  author’s 
own  experience  an  appraisal  is  made  of  the  relative  and  col- 
lective value  of  all  three. 

The  volume  is  replete  with  excellent  cuts,  including  many 
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in  colors.  The  arrangement  is  excellent,  affording  easy 
access  to  information  desired.  At  the  end  of  the  volume  may 
be  found  a table  of  the  hormonal  preparations  now  available 
for  the  treatment  of  gonadal  and  reproductive  disorders. 
Dr.  Hoffman  has  made  a contribution  of  value  to  all  physi- 
cians in  active  practice. 

ANNUAL  REPRINT  OF  THE  REPORTS  OF  THE 
COUNCIL  ON  PHARMACY  AND  CHEMISTRY  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION  FOR 
1943.  Chicago:  American  Medical  Association.  1944.  150 
pp.  Cloth.  Price,  postpaid,  $1.00. 

The  present  volume  of  reprints  contains  only  eight  reports 
on  rejected  articles;  it  is  interesting  to  note  that  objections 
to  these  are  on  a much  higher  plane  than  those  it  was  neces- 
sary to  urge  against  the  flagrantly  quackish  preparations  of 
earlier  days. 

Perhaps  the  most  noteworthy  of  the  nineteen  general  and 
“status”  reports  in  this  volume  is  the  one  declaring  the 
Council’s  intention  of  using  henceforth  only  the  metric  or 
centimeter-gram-second  system  in  its  publications.  The  re- 
port itself  gives  some  interesting  and  readable  history  on  the 
subject  of  weights  and  measures.  Of  most  timely  interest  to 
the  general  physician  as  well  as  the  endocrine  specialist  is 
the  report  on  nomenclature  of  endocrine  preparations.  Hie 
report  gives  a currently  quite  complete  list  of  the  available 
commercial  preparations,  including  those  not  accepted  by  the 
Council  as  well  as  those  which  stand  accepted.  Another 
report  in  the  field  of  endocrinology  is  that  recognizing  the 
use  of  estrogens  in  the  treatment  of  prostatic  carcinoma. 

Attention  should  be  called  to  at  least  two  of  the  reports 
concerned  with  vitamin  preparations,  namely,  the  status 
report  giving  the  Council’s  decision  that  the  evidence  does 
not  yet  warrant  the  acceptance  of  cod  liver  oil  preparations 
for  external  use,  and  the  report  announcing  the  Council  s 
recognition  of  the  use  of  massive  doses  of  vitamin  1)  in 
arthritis,  and  in  this  volume  includes  a current  comment 
from  The  Journal  titled  “Hope  (false)  for  the  \ ictims  of 
Arthritis,”  which  reemphasizes  this  objection. 

The  status  report  on  xanthine  compounds  gives  a much 
needed  delimitation  of  the  therapeutic  claims  that  may  be 
recognized  for  aminophylline  and  its  related  xanthine  deriva- 
tives. Of  similar  interest  is  the  report  on  the  local  use  of 
sulfonamides  in  dermatology,  and  in  the  same  category  may 
be  mentioned  the  report  on  agents  for  the  treatment  of 
Trichomonas  Vaginitis,  which  points  out  that  the  present  aim 
! should  not  be  for  new  medicaments  in  this  field  but  for 
further  information,  especially  concerning  failures  with 
those  that  have  been  used.  In  another  status  report  the 
1 Council  sets  forth  its  conclusion  that  present  evidence  does 
1 not  justify  claims  for  advantage  of  oral  use  of  sodium  sulfo- 
namides over  the  free  drug. 

In  line  with  its  decision  to  consider  for  acceptance  various 
j contraceptive  preparations,  the  Council  published  a status 
report  on  conception  control,  which  is  concluded  in  this 
volume.  The  report  comprises  a series  of  concise  statements 
, ,on  the  various  preparations  and  methods  of  control,  pre- 
J pared  by  Dr.  Robert  Latou  Dickinson,  together  with  a 
statement  of  criteria  by  which  the  Council  will  consider  the 
acceptability  of  contraceptive  jellies,  creams,  and  syringe 
■ applicators  and  nozzles,  diaphragms  and  caps. 
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It  cannot  be  too  often  said  that  this  volume,  as  well  as  the 
other  publications  of  the  Council,  remains  of  paramount 
interest  to  all  who  are  concerned  with  rational  use  of 
therapeutic  agents. 

LIPPINCOTT’S  QUICK  REFERENCE  BOOK  FOR 
MEDICINE  AND  SURGERY.  (Twelfth  Edition.)  By 
George  E.  Rehberger,  a.b.,  m.d.  A Clinical,  Diagnostic, 
and  Therapeutic  Digest  of  General  Medicine,  Surgery,  and 
the  Specialties,  Compiled  Systematically  from  Modern 
Literature.  Philadelphia:  J.  B.  Lippincott  Company.  1944- 
1460  pp.  $15.00. 

Reviewed  by  Stanley  B.  Weld 

It  is  difficult  to  review  such  a volume  as  this  without  being 
unfair  to  the  author  who  has  labored  long  and  hard  over  the 
years  in  producing  a compendium  of  such  huge  proportions. 
However,  this  is  the  12th  edition  and,  although  it  has  been 
brought  up  to  date  by  many  additions  of  modern  scientific 
knowledge  in  diagnosis  and  therapy,  it  contains  much  that  is 
archaic  and  which  might  very  well  be  thrown  into  the  dis- 
card as  it  serves  only  to  confuse  the  reader.  If  this  were  done 
the  1,460  pages  might  be  reduced  by  considerable  and  the 
volume  become  less  of  a lapful  and  more  concise  in  its 
content. 

As  in  the  first  edition,  the  present  one  consists  of  eleven 
parts,  dealing  respectively  with  (1)  General  Medicine  and 
Surgery,  including  Neurology  and  the  Diseases  of  Infancy 
and  Childhood  (almost  one  half  of  the  book);  (2)  Gyne- 
cology ; (3)  Genito-Urinary  Diseases;  (4)  Obstetrics;  (5) 
Skin  Diseases;  (6)  Diseases  of  the  Eye;  (7)  Diseases  of  the 
Ear;  (8)  Diseases  of  the  Nose;  (9)  Diseases  of  the  Throat; 

(10)  Orthopedics,  including  Fractures  and  Dislocations;  and 

( 1 1 ) Drugs..  There  is  no  section  devoted  to  psychiatry.  The 
diseases  are  arranged  alphabetically  in  each  section,  diagnos- 
tic laboratory  tests  are  supplied  where  required,  and  a full 
discussion  of  etiology,  prognosis,  and  treatment  is  included. 
Each  section  contains  an  appendix  with  a scheme  for  the 
history  and  examination  of  the  patient,  the  equipment  neces- 
sary in  that  specialty  and  a list  of  drugs  mentioned  in  the 
text.  The  sections  on  Gynecology  and  Genito-Urinary 
Diseases  have  been  rewritten  for  this  edition  and  the  other 
sections  revised.  The  List  of  Drugs  has  been  revised  in 
accordance  with  the  latest  editions  of  the  U.  S.  Pharma- 
copoeia and  National  Formulary. 

In  spite  of  all  this  the  volume  is  not  consistent.  Penicillin 
is  included  in  the  List  of  Drugs  but  dose  not  appear  in  the 
treatment  of  certain  diseases  in  which  it  has  been  found 
efficacious.  The  treatment  of  shock  in  the  section  devoted  to 
General  Medicine  and  Surgery  contains  an  excellent  dis- 
cussion of  therapy,  but  in  the  section  on  Obstetrics  it  is  very 
inadequate,  advises  the  use  of  adrenalin  when  it  is  opposed 
in  the  other  section,  does  not  mention  plasma,  but  refers  to 
the  discussion  only  of  blood  transfusion  in  shock  under  Gen- 
eral Medicine  and  Surgery  when  in  fact  it  should  refer  to 
the  discussion  of  the  entire  subject  of  shock.  In  the  discus- 
sion of  burns  the  reader  must  wade  through  material  dealing 
with  tannic  acid  and  triple  dye  therapy,  with  no  reference 
made  to  the  toxicity  of  the  former  or  the  disadvantages  of 
the  latter.  The  treatment  of  threatened  and  inevitable  abor- 
tion is  archaic  and  the  use  of  the  intra  uterine  douche  should 


be  mentioned  only  to  be  condemned.  The  discussion  of 
retrodisplacements  of  the  uterus  suggests  etiological  factors 
which  have  long  been  discarded,  such  as  “a  fall,  particularly 
on  the  buttocks,”  and  would  encourage  round  ligament 
suspensions  in  order  to  obtain  the  best  results. 

The  publishers  have  produced  an  excellent  volume  in 
binding,  type,  black  and  white  and  colored  illustrations.  It  is 
not  a reliable  book  for  reference,  however,  and  cannot  be 
until  each  section  is  combed  over  carefully  by  a specialist  of 
experience  in  that  particular  field  and  the  useless  and 
obsolete  deleted. 

MET  ASES- MEDICAL  AND  SURGICAL.  By  Malford 
W.  Thewlis,  m.d.,  Attending  Specialist  in  General  Medi- 
cine, U.  S.  Public  Health  Hospitals,  New  York  City;  ! 
Attending  Physician,  South  County  Hospital,  Wakefield, 
Rhode  Island;  Special  Consultant,  Rhode  Island  Depart- 
ment Public  Health;  Author,  Care  of  the  Aged  (Geria- 
trics), Preclinical  Medicine.  Foreword  by  Hubert  A.  Roy-  j 
ster,  a.b.,  m.d.,  f.a.c.s.,  Honorary  Chief,  Surgical  Service,  ^ 
Rex  Hospital;  Chief-of-Staff,  St.  Agnes  Hospital;  Consult-  '■ 
ing  Surgeon,  Dix  Hill  State  Hospital;  Fellow,  American  1 
Board  of  Surgery,  Raleigh,  N.  C.  Charlotte,  N.  C.:  Char-  j 
lotte  Medical  Press.  1944.  230  pp.  13  illustrations.  $5.00. 

Reviewed  by  Stanley  B.  Weld 
This  monograph  by  Dr.  Thewlis  is  an  outline  of  medical 
and  surgical  metastases,  written  bv  a clinician  who  has  drawn  j 
on  his  personal  experience,  a study  of  autopsy  and  case  j 
records,  textbooks  and  a study  of  the  literature  of  the  last 
twenty-five  years.  The  book  is  divided  into  six  sections  | 
dealing  respectively  with  general  considerations  of  metastases,  j 
neoplasms,  infections,  infectious  diseases,  miscellany  (in-  j 
eluding  the  anemias,  leukemias  and  thrombophlebitis),  and 
regional  metastases.  Except  in  Section  I there  is  very  little  1 
discussion,  merely  the  classification  outline.  A bibliography 
covering  about  nine  pages  is  found  at  the  back  of  the 
volume. 

As  a reference  book  which  serves  to  refresh  the  memory 
and  keep  both  surgeon  and  internist  more  metastases-con- 
scious  this  volume  should  serve  a purpose.  The  printer  can- 
not be  commended  for  the  finished  product.  Old  worn  out 
type  has  been  used,  the  sentences  in  many  instances  are  not 
printed  evenly  across  the  page  and  many  of  the  letters  in 
single  words  are  out  of  line.  The  heading  “Foreword”  in 
the  front  of  the  volume  was  misspelled  and  necessitated 
pasting  a printed  patch  over  it.  A list  of  corrections  are 
attached  to  the  inside  of  the  front  cover. 


Prevalence  of  Cancer  in  U.  S. 

From  data  collected  by  the  United  States  Public 
Health  Service  it  is  estimated  that  there  are  about 

475.000  to  500,000  persons  under  treatment  for  can- 
cer at  any  given  time  in  the  United  States.  About 

300.000  new  cases  of  cancer  are  diagnosed  for  the 
first  time  during  each  year.  In  addition  to  these  cases 
are  those  who  have  been  treated  and  cured  as  well 
as  those  with  an  undiagnosed  tumor.  The  number 
in  the  latter  two  categories  is  unknown. 
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Five  swift  strides  carry  Henry  Lawson  across  his  prescription 
department  from  front  to  back.  Yet  there  at  his  finger  tips  is  a 
representative  stock  of  the  important  therapeutic  agents  selected 
from  the  markets  of  the  world.  Squarely  back  of  Pharmacist 
Lawson  are  untold  acres  of  floor  space,  housing  endless  rows  of 
machines,  neat  stock  piles  of  raw  materials,  an  infinity  of  shelves 
loaded  with  finished  products  produced  by  the  pharmaceutical 
manufacturers  who  serve  over  fifty  thousand  such  prescription 
departments  with  needed  medicaments.  Through  the  combined 
efforts  of  manufacturer,  wholesaler,  and  dispenser,  needed  drugs 
are  made  available  to  the  medical  profession  without  delay. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana,  U.  S.  A. 

“ Invest  in  America s future ”.  . . Buy  Bonds 
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TREATMENT  OF  DEFORMITY  FROM  BURNS 

V.  H.  Kazanjian,  m.d.,  Boston 


The  Author.  Professor  of  Plastic  Surgery , Harvard 
University  Facidty  of  Medicine , Boston 


npHF,  treatment  of  burns  may  be  divided  into 
-*■  three  parts.  First,  the  immediate  treatment,  or 
within  a few  hours  after  the  burn  has  occurred.  In 
this  stage  adequate  means  should  be  taken  to  coun- 
teract shock.  Local  treatment  in  this  stage  is  pallia- 
tive and  is  not  considered  urgent.  The  second  phase 
broadly  includes  the  period  of  infection,  for  which 
no  definite  time  element  can  be  given,  as  each  case 
has  its  own  problem  depending  upon  the  severity 
and  extent  of  the  burn.  The  third  and  final  period 
of  treatment  deals  with  the  repair  of  the  damaged 


tissues  and  correction  of  the  deformities.  These 
divisions  are  arbitrary  and  often  merge  into  each 
other. 

The  second  period  is  of  great  importance.  If  in- 
fection is  controlled  after  the  patient  has  survived 
the  initial  stage  of  shock,  the  surgeon  is  permitted 
to  carry  out  early  repair,  thus  avoiding  contractures, 
and  later  deformities  are  minimized.  As  a result, 
when  the  plastic  surgeon  is  finally  called  upon  to 
repair  the  deformities,  he  may  be  able  to  employ 
simpler  methods  of  repair. 

The  present  paper  deals  primarily  with  problems 
of  the  repair  of  deformities;  therefore  we  will  not 
discuss  the  methods  employed  for  prevention  and 
treatment  of  shock,  or  prevention  and  treatment  of 
infection. 

Deformities  from  burns 
vary  according  to  the  extent 
of  the  tissue  damage,  but  we 
must  remember  that  all  con- 
tractures are  largely  due  to 
loss  of  skin,  and  and  very 
seldom  are  the  deeper  struc- 
tures involved.  When  the 
deeper  structures  are  in- 
volved, as  by  shortening  of 
the  muscles  and  tendons,  this 
is  usually  secondary  in  im- 
portance to  the  contracture. 
Therefore,  our  primary  ef- 
fort should  be  the  replace- 
ment of  skin  loss.  Thus,  skin 
grafting  is  one  of  the  most 
important  procedures  for  the 
correction  of  contractures 
resulting  from  burns. 


Case  i,  Figure  i— Photographs  of  patient  showing  scars  of  the  face  and  neck 

resulting  from  burns 
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Case  i,  Figure  2— Web  scars  of  the  neck  relieved  by  “Z”  incisions 


Skin  Grafting 

FUNDAMENTALS  OF  SKIN  GRAFTING 

Thiersch  grafts  can  be  applied  successfully  over 
large  areas  providing  the  following  fundamental 
points  in  technic  are  respected: 

( 1 ) T he  raw  areas  must  be  practically  free  from 
infection.  This  can  be  effected  by  proper  preopera- 
tive treatment  with  compresses  of  normal  sterile 
saline  alternating  with  compresses  of  Dakin’s  solu- 
tion for  a period  of  twenty-four  hours  before  the 
graft  is  done.  Undoubtedly  proper  use  of  chemo- 
therapy has  greatly  helped  us  to  control  local  infec- 
tion in  a shorter  time  than  was  possible  a few  years 
ago.  When  penicillin  becomes  more  easily  obtainable 
we  expect  to  make  still  greater  progress  in  this 
direction. 

(2)  The  surface  area  must 
be  one  composed  entirely  of 
healthy  granulations. 

(3)  Exuberant  granulations 
should  be  removed  with  a 
sharp  razor  with  as  little 
trauma  to  the  underlying  tis- 
sues as  possible. 

(4)  Complete  hemostatis 
must  be  secured  immediately 
after  removal  of  the  granula- 
tions. Usually  compression  of 
the  wound  with  warm  sterile 
saline  packs  for  a few  minutes 
is  sufficient  to  stop  capillary 
bleeding.  In  rare  instances  the 
application  of  gauze  saturated 
with  adrenalin  chloride  is  ad- 
visable, since  one  must  avoid 


tying  vessels  with  catgut  or  silk  as  much 
as  possible. 

(5)  The  location  from  which  the  graft 
is  taken  may  be  prepared  with  any  of  the 
accepted  antiseptic  technics.  Although  it 
is  possible  to  cut  a good  sized  skin  graft, 
it  was  not  until  Padgett  introduced  his 
dermatone  that  we  realized  the  possibility 
of  covering  large  raw  areas  with  trans- 
planted skin. 

The  advantages  of  a graft  taken  by  a 
dermatone  are  ( 1 ) a very  large  graft  can 
be  obtained,  3-5  inches  in  diameter;  (2) 
it  can  be  uniform  in  thickness;  and  (3) 
through  accurate  calibration,  the  thick- 
ness of  the  graft  can  be  measured  in 
advance. 

(6)  The  graft  should  be  spread  over  the  raw  area 
evenly  and  held  in  position  with  fine  silk  sutures.  It 
is  not  necessary  to  approximate  the  borders  accur- 
ately. In  fact,  it  is  even  desirable  to  overlap  the 
periphery  of  the  wound  in  order  to  make  sure  that 
the  entire  raw  area  is  covered.  The  excess  skin  may 
be  excised  later. 

(7)  The  graft  should  be  covered  with  a non 
adhering,  non  irritating  dressing  such  as  crepe  de  lis, 
perforated  paraffin  mesh,  or  vaseline  gauze.  A wet 
cotton  and  surgical  gauze  dressing,  is  also  effective. 

(8)  The  grafted  area  should  be  immobilized  with 
a pressure  bandage.  Any  one  of  the  patented  weave 
cotton  bandages  will  do.  The  greater  control  there 


Case  i,  Figure  3— Post-operative  photographs  of  patient  seen  in  Figure 
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is  of  fixation  the  better  the 
chance  for  success. 

AFTER  CARE 

The  dressing  should  be  left 
in  position  for  about  four  days. 
If  there  :s  any  evidence  of  in- 
fection, manifested  by  pain, 
tenderness,  high  pulse,  o r 
fever,  the  wound  should  be 
inspected  sooner.  Some  sur- 
geons do  not  disturb  it  for 
even  a longer  period  than  four 
days,  but  in  my  experience 
with  grafts  covering  large 
areas,  I find  it  more  advisable 
to  inspect  the  wound  at  the 
end  of  this  period.  If  one  finds 
isolated  areas  of  necrosis  or 
blebs,  they  should  be  carefully 
excised  and  the  wound  dressed 
daily. 


Case  2,  Figure  4— Pre-operative  photo- 
graph of  patient  showing  result  of 
x-ray  burn 


Case  2,  Figure  5— Post-operative  photo- 


graph 


LIMITATIONS  OF  SKIN  GRAFTING 

Although  the  various  forms  of  skin  grafting  are 
exceedingly  valuable  for  repair  of  deformities  from 
burns,  one  should  always  be  aware  of  their  limita- 
tions. 

( 1 ) A free  graft  does  not  keep  its  original  size. 


Its  rate  of  contraction  differs  in  various  locations. 
Skin  grafts  on  a moderately  hard  base,  such  as  the 
forehead,  the  nose,  the  hands  and  fingers,  and  the 
chest,  contract  less  than  transplantations  over  loose 
tissues. 

( 2 ) Skin  grafts  do  not  contain  enough  subcutane- 
ous tissue,  and,  lacking  fat,  they  often  do  not  afford 

enough  bulk  to  give  suffi- 
cient contour.  This  is  espe- 
cially important  when  the 
face  and  exposed  parts  of 
the  body  are  involved  and 
also  in  places  where  it  is 
essential  to  pad  the  defect 
with  fat  as  well  as  skin. 


Other  Methods  of  Repair 


Case  3,  Figure  6— Pre-operative  photo- 
graph of  patient  showing  large  raw 
area  on  the  chest 


Case  3,  Figure  7— Post-operative,  photo- 
graph of  patient  shown  in  Figure  6 


In  addition  to  skin  graft- 
ing there  are  other  surgical 
procedures  that  one  must 
bear  in  mind  in  repairing 
such  deformities  as  birth- 
marks, x-ray  burns,  basal 
cell  carcinoma,  and  scars 
from  injury.  For  that  rea- 
son I should  like  to  outline 
some  principles  of  plastic- 
procedures  that  have  been 
my  guide  whenever  I have 
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Case  4,  Figure  8— Photograph  showing 
large  raw  area  over  the  shoulder,  meas- 
uring about  6 bv  4 14  inches 


had  to  study  a case  and  outline  a definite  plan. 

First,  let  us  consider  the  simplest  type  of  deform- 
ity, whether  it  is  from  a burn  or  from  other  causes. 
The  most  obvious  procedure  is  to  excise  the  scar, 
and  approximate  the  borders,  suturing  them  as  care- 
fully as  possible,  provided  this  can  be  done  without 
causing  undue  tension  on  the  surrounding  tissues. 
The  skin  around  the  wound  is  usually  undermined, 
in  order  to  relieve  such  tension.  Many  minor  defects 
can  be  repaired  by  this  method  owing  to  the  elas- 
ticity of  the  skin.  However,  if  this  causes  distortion 
to  the  surrounding  parts,  especially  the  face,  lips, 
and  eyelids,  or  if  the  defect  is  too  large  to  approxi- 
mate the  borders  successfully,  our  next  recourse  is 
to  borrow  skin  tissue  from  the  immediate  neighbor- 
hood of  the  wound  in  the  form  of  a sliding  or  trans- 
posed flap.  We  can  frequently  repair  many  exten- 
sive deformities  by  utilizing  tissues  that  surround 
the  lesion.  In  extensive  contractures  one  may  ad- 
vantageously use  pedicled  grafts,  supplemented  with 
skin  grafting  if  necessary. 

PEDICLED  GRAFTS 

By  a pedicled  graft  or  flap  we  mean  a mass  of 
tissue,  containing  the  skin  and  subcutaneous  fat, 
which  is  raised  from  its  bed  but  is  left  attached  to 
the  surrounding  skin  at  a selected  position  of  its 
periphery.  Pedicled  flaps  may  be  obtained  from 
nearby  tissue  or  from  a distant  part.  They  may  be 
single  or  multiple. 
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Case  4,  Figure  9 

(I)  Defect  on  shoulder  and  cuts  for  pedicle  flap 

(II)  Pedicle  flap  in  place.  Donor  area  closed  by  suturing 

(III)  Pedicle  cut  and  remainder  of  raw  area  closed 

(IV)  Final  trimming 

LOCAL  FLAPS 

l his  type  of  flap  may  be  used  whenever  the 
natural  elasticity  of  the  skin  permits  its  adaptation 
or  transposition  to  a new  position.  When  conditions 
are  favorable  it  is  a method  of  choice,  especially 
about  the  face  and  neck.  The  advantages  are: 

(1)  It  facilitates  in  the  closure  of  fresh  wounds  in 
one  operation. 

(2)  The  texture  of  the  skin  being  almost  similar 
to  the  lost  tissue,  the  cosmetic  effect  is  very  much 
better.  For  instance,  a large  defect  at  the  lower  part 
of  the  face  can  be  covered  by  flaps  from  the  side 
of  the  neck  with  a very  much  better  cosmetic  effect 
than  that  of  a skin  graft  which  never  matches  well 
with  the  surrounding  tissues. 

(3)  Flaps  supply  not  only  skin  but  subcutaneous 
tissue  and  fat,  which  is  a great  help  in  attempting  to 
establish  normal  contour  to  the  area.  One  must  real- 
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Case  4,  Figure  10— Post-operative  photo- 
graph of  patient  shown  in  Figure  8 


ize  that  our  primary  object  in  repairing  deformities 
due  to  scars  of  the  visible  parts  of  the  body  is  to 
eliminate  distortions  of  the  area,  restore  the  normal 
contours,  and  supply  skin  as  nearly  the  same  texture 
as  possible. 

There  are  many  patterns  of  pedicled  Haps  which 
I will  not  describe  in  detail,  but  guiding  principles 
must  be  respected  when  selecting  the  donor  area. 

( 1 ) Flaps  should  be  shifted  from  parts  where  the 
resulting  raw  area  may  best  be  covered  by  approxi- 
mation of  the  borders. 

(2)  The  width  of  the  pedicle  must  be  sufficient  to 
assure  arterial,  venous,  and  lymphatic  return.  Its 
length  should  not  exceed  two  and  one  half  times  its 
width  unless  the  flap  contains  a large  blood  supply. 

(3)  If  possible  the  line  of  attachment  of  the  flap 
should  cut  along  the  general  direction  of  the  vessels 
so  as  to  receive  the  greatest  possible  blood  supply. 

(4)  In  shifting  flaps,  sharp  angles  at  the  base  of 
the  flap  must  be  avoided  in  order  to  allow  free  cir- 
culation of  blood. 

(5)  Complete  hemostasis  must  be  obtained  by 
carefully  ligating  all  bleeding  points.  A hematoma 
under  the  flap  may  invite  infection  and  cause  the 
loss  of  the  flap. 

DELAYED  FLAPS 

Pedicled  flaps  are  “delayed”  when  one  fears  that 
immediate  shifting  will  jeopardize  the  viability  of 


Case  5,  Figure  1 1— Photograph  showing  web  of  the  left  axilla 


the  flap.  Such  flaps  usually  have  a narrow  base  and 
are  very  long.  The  procedure  is  to  cut  through  the 
sides  of  the  flap  but  leave  a small  island  uncut  at  the 
distal  end.  The  flap  is  resutured  in  position  and  left 
for  ten  to  twelve  days,  in  which  time  additional 
circulation  is  established  to  insure  the  viability  of 
the  flaps. 

DISTANT  FLAPS 

Conditions  exist  where  a deformity  covers  a 
greater  area  than  can  be  corrected  by  the  use  of 
sliding  flaps.  In  these  cases  we  are  obliged  to  seek 
a more  distant  source  of  supply  for  the  necessary 
skin  and  subcutaneous  tissue.  For  this  purpose  a tube 
or  rope  flap  (Gillies)  can  be  prepared  from  the 
covered  parts  of  the  body,  such  as  the  upper  arm, 
thorax,  abdominal  wall,  or  the  back,  and  through  a 
series  of  operations  can  be  transplanted  to  cover  the 
defect.  The  advantages  of  this  method  is  that  one 
is  able  to  secure  a good  supply  of  tissue.  There  are, 
however,  some  disadvantages  which  should  be  con- 
sidered in  borderline  cases.  If  applied  to  the  face,  the 
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skin  of  the  protected  parts  of  the  body  does  not 
harmonize  with  the  normal  tissue  of  the  face  owing 
to  a difference  of  texture,  although  in  time  nature 
may  tend  to  lessen  this  difference.  This  procedure 
also  requires  a longer  period  of  hospitalization  and 
many  more  operations  are  necessary  than  when 
tissues  from  the  immediate  vicinity  can  be  utilized. 
While  it  is  a very  useful  procedure  and  has  a wide 
range  of  application,  I believe  it  should  not  be  used 
unless  simpler  methods  are  not  practicable. 

Treatment  of  Specific  Areas 

Since  the  face  and  neck  are  exposed  surfaces  of 
the  body,  it  is  natural  that  the  treatment  of  deform- 
ities of  these  parts  should  differ  from  the  treatment 
of  deformities  of  the  covered  parts  of  the  body. 

In  treating  the  face  and  neck  we  are  concerned  not 
only  with  the  restoration  of  the  function  but  also 
with  appearance.  In  treating  the  covered  parts  the 
main  problem  is  restoration  of  the  function  of  the 
region  involved.  As  I have  said  before,  skin  grafting 
is  not  a perfect  replacement  for  lost  normal  skin 
tissue  because  the  color  never  exactly  matches  the 
surrounding  skin,  and  the  graft  does  not  have 
enough  subcutaneous  tissue  to  prevent  secondary 
contractures.  Therefore,  a pedicle  flap  taken  from 
the  adjacent  area  or  the  neck  will  give  a more  satis- 
factory result.  A skin  graft  may  be  used  as  a tem- 
porary therapeutic  measure  to  cover  the  raw  area 
and  shorten  the  healing  process,  and  then  at  a later 
date  it  may  be  replaced  with  a pedicle  flap. 

In  selected  areas  about  the  face  one  may  safely  use 
skin  grafts  as  permanent  replacements  for  lost  tissue. 
These  areas  include  the  upper  and  lower  eyelids, 
over  the  nose,  and,  with  certain  limitations,  the  fore- 
head, upper  lip,  and  the  chin. 

Contraction  of  the  flexor  surfaces  of  the  body, 
such  as  the  axilla,  wrist,  groin,  and  popliteal  region, 
often  leads  to  gross  deformities,  in  addition  to 
causing  limitation  of  action  of  the  joints  involved. 
The  choice  of  surgical  procedure  depends  upon  the 
severity  of  the  deformity.  As  a general  rule,  if  the 
areas  are  covered  with  dense,  avascular  scar  tissue, 
our  preference  is  to  excise  the  scars  freely,  and  apply 
a thick  dermatone  graft.  This  procedure  has  been 
the  most  simple  and  involves  less  hospitalization. 
There  are  times,  however,  when  a pedicle  graft  may 
advantageously  be  used,  especially  in  axillary  folds 
where  the  proximity  to  the  abdominal  wall  allows 
a favorable  chance  for  transposing  a delayed  flap. 
At  other  times  when  the  contracture  is  due  to  web- 


Case  5,  Figure  12— “Z”  plastic— for  contractures  from 

burns 

like  bands  surrounded  by  healthy,  loose  skin,  one 
should  utilize  the  Z plastic  procedure,  perhaps 
supplemented  by  skin  grafting,  if  the  Z plastic  does 
not  offer  complete  covering  of  the  raw  area.  The 
possibilities  of  the  Z incision  are  many.  Wherever 
we  have  web-like  adhesions,  whether  in  the  axilla, 
elbow,  between  the  fingers,  neck,  lobe  of  ear,  and 
even  in  the  palate  and  nasal  cavity,  this  type  of 
incision  makes  the  greatest  use  of  the  surrounding 
loose  tissue  and  elimniates  the  possibilitv  of  dis- 
tortion. 

Contractions  and  scars  over  the'  extensor  surfaces 
such  as  the  elbow  joint,  knee  joint,  and  shoulder  are 
usually  more  satisfactorily  treated  by  the  use  of 
pedicle  flaps,  because  of  the  pad  of  fat  which  acts 
as  a cushion  for  the  area  involved.  However,  if 
these  scars  are  not  adherent  to  the  bone  and  alreadv 
contain  some  subcutaneous  tissue,  a thick  skin  graft 
is  probably  just  as  effective  and  a more  simple  pro- 
cedure. 

Scar  areas  over  the  bones,  such  as  the  anterior 
surface  of  the  tibia  and  over  the  wrist,  etc.,  cannot 
be  successfullv  skin  grafted  because  this  method 
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Case  5,  Figure  i 3— Post-operative  photograph  of  patient 
shown  in  Figure  1 1 


does  not  afford  adequate  protection  to  the  bony 
surface.  Not  infrequently,  however,  one  can  shift 
a pedicle  flap  from  the  side,  cover  the  bone  with  the 
pedicle  flap,  and  then  use  a skin  graft  on  the  donor 
area.  This  procedure  is  especially  suitable  for  ad- 
herent scars  over  the  tibia. 

Contractures  of  scars  of  the  hand  are  very  satis- 
factorily repaired  by  thick  skin  grafts  after  excision 
of  the  entire  area  of  scar  tissue.  The  result  is  usually 
most  satisfactory,  and  the  cosmetic  as  well  as  func- 
tional result  is  more  pleasing  than  when  the  tissue 
is  borrowed  from  the  abdominal  wall  to  cover  the 
back  of  the  hand. 

So  far,  I have  tried  to  give  general  principles  to 
guide  us  in  the  repair  of  surface  deformities,  and 
the  indications  for  the  different  types  of  flaps  and 
grafts.  However,  one  must  realize  that  we  cannot 
be  dogmatic  and  insist  on  definite  types  of  repair 


for  given  deformities.  Each  case  should  receive  care- 
ful examination  and  planning.  We  must  try  to 
utilize  the  methods  that  are  the  simplest  and  require 
the  least  hospitalization  for  the  result  obtained. 

Case  1— D.  L.  This  patient  was  burned  about  the  face  and 
neck  with  nitric  acid  when  he  was  two  years  old. 

Examination  on  October  14,  1935  showed  irregular,  con- 
tracted scars  of  the  neck  which  were  not  only  causing  con- 
siderable distortion  of  the  lower  part  of  the  face  but  were 
also  affecting  the  lower  lip,  corners  of  the  mouth,  alae  of 
the  nose  and  even  the  lower  eyelids.  The  scars  were  soft 
and  web  like,  and  the  median  scar  of  the  neck  was  the  most 
conspicuous.  (Fig.  1.) 

The  patient  was  operated  upon  October  19,  1935  under 
avertin  anesthesia  and  the  scars  along  the  median  part  of 
neck  were  excised.  Considerable  amount  of  submental  fat 
was  freed  and  after  undermining  the  skin  over  the  chin, 
the  fat  was  placed  and  sutured  in  front  of  the  symphysis  in 
order  to  give  more  fullness  and  a better  contour  to  the 
chin.  Considerable  amount  of  loose  tissue  of  the  neck  was 
utilized  to  improve  the  contour  and  in  this  procedure  the 
“Z”  incision  was  utilized.  (Fig.  2.) 

The  patient  was  operated  upon  again  on  Aday  8,  1937 
under  ether  anesthesia.  This  operation  consisted  of  excision 
of  the  scars  on  the  right  and  left  side  of  the  lower  lip. 
Broken  line  incisions  were  used  in  this  procedure. 

I he  patient  was  seen  five  years  later,  in  1942,  and  he 
looked  very  well.  (Fig.  3.)  There  were  a few  areas  which 
could  be  improved  in  appearance,  but  the  patient  was  in  the 
Armed  Services  and  did  not  wish  to  have  any  further  work 
done  until  a later  date. 

Case  2— S.  H.  This  patient  was  first  seen  January  8,  1934 
and  gave  a history  of  having  had  x-ray  treatment  of  the  left 
parotid  region,  thirty  years  previously. 

Examination  on  this  date  showed  the  result  of  x-ray  burn; 
the  skin  being  sclerosed  and  pigmented,  and  degenerative 
changes  in  the  skin  were  beginning  to  take  place.  (Fig.  4.) 

Under  local  anesthesia  a wide  excision  was  made,  expos- 
ing an  area  approximately  three  inches  in  diameter.  A rec- 
tangular flap  was  prepared  on  the  side  of  the  neck  and 
brought  up  to  cover  the  raw  area.  The  flap  was  somewhat 
tense,  and  small  cuts  were  made  in  the  center  of  the  flap  to 
release  the  tension. 

The  patient  made  an  uneventful  recovery  and  the  opera- 
tive result  was  quite  satisfactory.  (Fig.  5.) 

Case  3— A.  Ad.  This  patient  received  extensive  burns  of  the 
left  side  of  the  chest  April  23,  1942  and  was  hospitalized  for 
a period  of  three  months. 

Examination  on  August  20,  1942  showed  a large  raw  area 
on  the  left  side  of  the  chest  extending  from  the  clavicle 
down  to  the  breast.  The  surface  of  the  wound  was  clean 
and  covered  with  healthy  granulations.  (Fig.  6.) 

The  patient  was  operated  upon  August  26,  1942  and  all 
the  granulations  on  the  chest  were  shaved  down,  over  a 
wide  area,  and  hot  saline  packs  applied.  A large  skin  graft 
was  removed  from  the  abdomen  with  a dermatone,  and  it 
was  possible  to  cover  the  raw  area  on  the  chest  with  this 
graft. 
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Case  6,  Figure  14— Photographs  showing  extent  of  burned 

right  axillary  region 

The  final  result  of  the  operation  was  quite  successful  and 
when  the  patient  was  seen  in  May,  1944  the  grafted  area  was 
of  good  color  and  texture.  (Fig.  7.) 

Case  4— J.  G.  This  patient  fell  into  the  dryer  of  a paper 
machine  on  December  11,  1941  suffering  extensive  burns  of 
the  shoulder,  back,  left  side  of  the  scalp  and  the  left  ear. 
He  was  confined  to  a local  hospital  for  a period  of  six 
months. 


the  shoulder,  and  this  involved  a 
seven  stage  operative  procedure. 
(Fig.  9.)  The  patient  was  dis- 
charged from  the  hospital  on 
November  12,  1942  at  which 
time  the  shoulder  looked  well, 
and  there  was  a good  pad  of  fat 
as  well  as  normal  skin  to  give 
sufficient  protection  to  the 
shoulder  stump.  (Fig.  10.) 

Case  5— P.  C.  While  playing 
with  matches  on  November  11, 
1933  this  patient  was  burned 
about  the  left  side  of  the  chest, 
left  upper  arm,  and  axillary  re- 
gion. After  twelve  weeks  in  a 
local  hospital  she  was  admitted 
to  the  Massachusetts  General 
Hospital  on  January  30,  1934  and 
two  operations  were  performed. 
In  these  operations  pinpoint 
grafts  were  applied  to  the  raw 
areas  on  the  left  arm  and  the 
chest.  The  patient  was  dis- 
treas  and  contraction  of  charged  from  the  hospital  to  re- 
turn at  a later  date  for  further 
treatment. 

On  November  5,  1934  the  patient  was  operated  upon  for 
the  elimination  of  the  web  of  the  left  axilla.  (Fig.  11.)  The 
left  arm  was  abducted  to  the  fullest  possible  extent,  that 
is,  about  30  degrees.  A longitudinal  incision  was  then  made 
along  the  apex  of  the  web,  extending  from  the  left  upper 
third  of  the  humerus  across  the  axilla  and  on  to  the  chest 
wall  at  about  the  level  of  the  fourth  rib.  Incisions  approxi- 
mately at  right  angles  to  the  first  incision  were  then  made 


Examination  on  June  10, 
1942  showed  an  amputation  of 
the  left  arm  close  to  the  joint, 
but  the  head  of  the  humerus 
was  present.  The  shaft  was 
about  3/2  to  4 inches  long. 
There  was  a large  triangular 
raw  area  over  the  shoulder, 
measuring  about  6 by  4 }/a 
inches.  (Fig.  8.)  This  area  was 
surrounded  by  hard,  thin  cic- 
atricial tissue. 

Operative  plans  were  made, 
and  it  was  considered  advisable 
to  cover  the  raw  area  with  a 
pad  of  skin  containing  sub- 
cutaneous fat,  in  preference  to 
applying  a skin  graft.  For  this 
purpose  a large,  bi-pedicle,  de- 
layed flap  was  prepared  on  the 
back  over  the  scapular  region, 
and  extending  from  the  neck 
down  to  tlie  axillary  region.  It 
was  necessary  to  shift  this  flap 
gradually  in  order  to  com- 
pletely cover  the  raw  area  on 


Case  6,  Figure  15— Post-operative  photo- 
graph of  patient  shown  in  Figure  14 


Case  6,  Figure  16— Photograph  of  patient 
shown  in  Figure  14— taken  ten  years  later 
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Case  7 , Figure  17— Photograph  showing 
ulcer  of  leg  resulting  from  a burn  twenty- 
six  years  previously 


in  the  axillary  web.  The  edges  of  the  two  flaps  were  freed 
by  blunt  dissection  and  a plastic  procedure  was  carried  out 
according  to  the  so-called  “Z”  method.  (Fig.  12.)  After 
suturing  was  completed  a pressure  dressing  was  applied.  The 
patient  made  a good  recovery  and  the  final  result  was  satis- 
factory. (Fig.  13.) 

Case  6*— C.  C.  This  patient,  aged  four  years,  was  burned 
while  playing  with  matches  in  her  crib.  T he  burned  area 
involved  the  entire  left  side  of  the  chest  wall  extending 
well  over  the  midline  in  front,  the  abdominal  wall,  both 
arms,  right  side  of  face,  neck  and  ear.  The  burns  were  en- 
tirely third  degree.  The  patient  was  under  the  care  of  Dr. 
Aldrich  who  treated  the  burns  with  gentian  violet,  and  used 
pinch-grafts  from  the  left  thigh  to  the  abdominal  wall  as 
socn  as  that  area  was  clean  and  in  a receptive  state  for  graft- 
ing. When  healing  was  finally  complete  she  developed 
considerable  contraction  of  the  right  axillary  region  due  to 
a web  formation.  There  was  a band  in  the  right  ante-cubital 
fossa  which  flexed  the  forearm  and  upper  arm.  Another 
band  on  the  flexor  surface  of  the  wrist  caused  considerable 
distortion  of  the  thumb  and  hand.  (Fig.  14.) 

The  patient  was  operated  on  twice.  The  first  operation 
consisted  of  repairing  the  axillary  region  by  the  use  of  a 
series  of  “Z”  incisions.  (Fig.  15.)  In  the  next  operation  a 
Thiersch  graft  was  applied  to  the  wrist  and  elbow. 

This  patient  reported  again  ten  years  later,  and  examina- 
tion at  this  time  showed  considerable  improvement  in  the 
scars  both  in  appearance  and  vascularity  of  the  tissues. 
(Fig.  16.) 

Case  7— R.  K.  This  patient  suflfered  burns  of  the  legs 
twenty  six  years  previously,  when  his  clothing  caught  fire. 

*This  case  history  was  published  through  Fig.  15  in  the 
New  England  Journal  of  Medicine,  Dec.  10,  1936. 


Case  7,  Figure  18— Post-operative  photo- 
graph of  patient  shown  in  Figure  17 


Examination  on  July  8,  1942  showed  that  both  legs  were 
covered  with  scar  tissue  from  the  knee  down.  On  the  right 
leg  there  was  an  area  on  the  inner  surface,  midway  between 
the  knee  and  the  ankle  which  was  covered  with  hard  scar 
tissue  and  a central  sloughing  area  measuring  3 by  2 inches. 
In  the  centre  of  the  sloughing  area  there  was  a peculiar 
cauliflower-like  growth  which  bled  easily  on  slight  pressure. 
(Fig.  17.) 

The  patient  was  operated  upon  July  13,  1942  under  ether 
anesthesia.  The  right  leg  was  surgically  prepared  and  a 
rectangular  incision  was  made  around  the  sloughing  area 
and  the  unhealthy  tissue  removed,  with  a wide  margin.  The 
raw  area  then  measured  5 by  3 inches.  Bleeding  was  con- 
trolled and  a large  thick  split  skin  graft  was  removed  from 
thfe  abdominal  wall  with  a dermatone  and  carefully  sutured 
over  the  raw  area.  Small  cuts  were  made  through  the  skin 
graft,  and  sulfanilamide  powder  was  used  on  the  wound 
surface  before  application  of  the  skin  graft. 

The  patient  made  an  uneventful  recovery  and  the  opera- 
tive result  was  satisfactory.  (Fig.  18.)  At  a later  date  a similar 
procedure  was  carried  out  on  the  left  leg  although  in  this 
case  the  ulcer  was  smaller  in  size. 

Case  8— M.  McA.  This  case  is  not  a deformity  resulting 
from  burns,  but  it  is  a case  in  which  the  proper  use  of  a 
pedicle  flap  is  demonstrated. 

File  patient  had  a large  cauliflower  like  growth  on  the 
left  side  of  the  neck  for  a duration  of  approximately  eight 
years.  (Fig.  19.)  The  mass  was  about  the  size  of  an  orange, 
attached  to  the  skin  but  freely  movable.  The  pathological 
report  of  a specimen  removed  for  biopsy  was  Basal  cell 
carcinoma. 

Operation  was  performed  on  October  21,  1942  and  the  large 
tumor  mass  was  entirely  excised.  A large  defect  remained 
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Case  8,  Figure  19— Pre-operative  photo- 
graph 


Case  8,  Figure  21— Post-operative  photo- 
graph 


following  this  removal  and  the  defect  was  partially  closed  by 
using  two  deep  catgut  sutures  and  placing  them  under  ten- 
sion. To  close  the  remaining  skin  defect  a fairly  large  rec- 
tangular flap  was  elevated  from  the  area  toward  the  shoulder, 


where  there  seemed  to  be  some  lax  skin.  This  flap  was  swung 
up  and  it  was  possible  to  effect  a complete  closure  of  the 
wound.  (Fig.  20.)  The  patient  made  an  uneventful  recovery, 
and  the  final  result  was  gratifying.  (Fig.  21.) 
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CURRENT  TRENDS  IN  DIABETES  MELLITUS  — A CLINICAL  REVIEW 

Barnett  Greenhouse,  m.d.,  New  Haven 


The  Author.  Attending  Physician  in  Medicine, 
Metabolic  Service,  in  charge  of  Diabetic  Clinic, 
Grace  Hospital,  New  Haven 


■p  ecent  developments  in  diabetes  have  both  theo- 
retical  and  practical  values.  The  release  of  a 
new  long-acting  insulin  on  the  market  is  furthering 
the  comfort  of  the  diabetic  and  simplifying  treat- 
ment of  his  disease;  while  improvements  in  prota- 
mine zinc  insulin  itself  are  aiding  in  the  more 
detailed  and  meticulous  treatment  of  diabetes.  But 
the  search  for  an  ideal  insulin  continues.  A better 
understanding  of  the  ill  effects  of  both  hypergly- 
cemia and  hypoglycemia,  and  of  the  ultimate  aims  of 
diabetes  therapy  in  general,  are  further  benefiting 
the  diabetic  patient.  But  by  far  the  greatest  boon  to 
the  morale  of  the  individual  who  has  just  discovered 
that  he  has  diabetes  is  the  probability  that  his 
diabetes  may  be  arrested,  if  not  altogether  cured. 

HEREDITY 

The  concept  of  heredity  in  diabetes  is  enhanced 
by  the  probability  that  diabetes  is  actually  present 
at  birth  in  the  susceptible  individual,  but  does  not 
become  manifest  until  some  later  period  during  his 
lifetime.  That  period  may  vary  from  early  child- 
hood to  old  age.  Indeed,  the  age  at  which  the 
diabetes  develops  may  be  taken  as  a measure  of  its 
severity;  the  earlier  the  onset,  the  severer  is  the 
diabetes,  and  vice  versa.  Thus,  if  diabetes  sets  in  at 
a late  age,  it  must  of  necessity  have  been  mild  to 
take  so  many  years  for  its  development;  while  if  it 
occurred  at  an  early  age,  it  must  have  been  present 
in  a severe  form  at  the  start  to  break  loose  within  so 
short  a period  of  time.  This  explains  why  diabetes 
is  generally  of  mild  or  moderate  severity:  it  is  a 
disease  of  middle  life.  Actually  at  least  70%  of  all 
cases  of  diabetes  are  mild,  while  25%  are  of  moder- 
ate severity,  and  only  5%  are  really  severe  cases. 


THE  PREVENTION  AND  CURE  OF  DIABETES 

The  pituitary  has  an  early  influence  in  the  causa- 
tion of  diabetes.  It  has  been  found  that  injections  of 
large  amounts  of  anterior  pituitary  substance  in  dogs 
and. cats  cause  glycosuria  and  hyperglycemia.  If  the 
injections  of  the  extract  are  stopped,  the  glycosuria 
disappears.  But  if  they  are  continued  over  a pro- 
longed period  of  time  there  follows  permanent  dam- 
age of  the  insulin  bearing  cells  of  the  pancreas  and 
the  development  of  diabetes.  However,  diabetes  can 
be  prevented  from  developing  if  the  animal  is  kept 
on  a starvation  diet  while  these  pituitary  injections 
are  being  given.  A high  fat  diet  or  the  administration 
of  insulin  has  a similar  protecting  effect.  Indeed,  if 
diabetes  had  been  allowed  to  develop  the  process 
could  be  reversed  and  the  animal  returned  to  normal 
with  insulin  and  a diet  which  is  low  in  calories  and 
relatively  low  in  carbohydrate  and  high  in  fat. 
These  principles  of  treatment  appear  to  be  equally 
effective  in  arresting  early  human  diabetes.  The 
period  of  reversal  is  relatively  short,  however,  per- 
haps only  six  weeks. 

The  low  carbohydrate  intake  and  the  insulin  serve 
to  relieve  overstrain  of  the  islet  cells  of  the  pancreas, 
while  the  high  fat  content  of  the  diet  tends  to  sup- 
press the  diabetogenic  activity  of  the  pituitary. 
Pancreatic  overload  is  further  spared  by  the  avoid- 
ance of  overalimentation.  As  a result  the  pancreas  is 
splinted  and  rested  and  the  islet  cells  gain  the 
opportunity  to  regenerate. 

The  initial  low  carbohydrate— high  fat— low  cal- 
orie diet  is  subsequently  reversed.  Insulin  is  gradu- 
ally discontinued  and  pancreatic  activity  stimulated 
with  increasing  amounts  of  carbohydrates  until  a 
normal  diet  is  attained,  unrestricted  except  for  over- 
indulgence.  The  clinical  improvement  in  the  patient 
is  rapid  and  striking,  but  its  permanence  awaits  the 
test  of  time. 

No  diabetes  cures  have  been  established  in  man, 
but  it  has  actually  been  accomplished  in  the  cat. 


Presented  before  the  New  Haven  Medical  Association  May  17,  1944. 

From  the  Metabolic  Service  and  Diabetic  Clinic,  Grace  Hospital,  New  Haven 

Dr.  Morgan  Y.  Swirsky , Resident  in  Medicine,  cooperated  in  the  clinical  evaluation  of  Globin  Insulin 

We  are  indebted  to  Dr.  Franklin  B.  Peck,  associate  director,  Lilly  Research  Laboratories,  for  the  supplies  of  premixed 

solutions  of  insulin  and  protamine  zinc  insulin,  “ special ” protamine  zinc  insulin,  and  globin  insulin ; and  to  Dr.  Donald  S. 

Searle,  medical  director,  Burroughs  Wellcome  & Co.,  for  the  supplies  of  U-40  and  U-80  globin  insulin  used  in  this  study 
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A similar  effect  in  the  human  being  is  hoped  for  and 
warrants  the  application  of  these  principles  in  treat- 
ment in  an  effort  to  arrest  the  disease  at  its  inception. 
Now  diabetes,  like  cancer,  must  not  be  allowed  to 
progress  but  must  be  diagnosed  early  and  treated 
early  and  intensively  as  if  it  were  already  in  a severe 
form,  even  though  at  the  moment  it  is  actually  mild 
and  apparently  innocent. 

While  the  clinical  impression  of  a diabetes  cure 
must  stand  scientific  proof  the  prevention  of  the 
disease  is  an  established  fact.  It  has  been  possible  to 
prevent  diabetes  in  the  case  of  identical  twins,  one 
of  whom  had  developed  diabetes  and  the  other  was 
spared  by  preventive  diabetic  therapy.  Search  for 
early  diabetes  or  a tendency  toward  the  disease  is 
especially  important  in  diabetic  families. 

THIOURACIL  IN  DIABETES 

The  endocrine  system  plays  a notable  role  in  the 
causation  and  control  of  diabetes.  Overactivity  of 
the  pituitary,  adrenals  and  thyroid  may  lead  to  a 
diabetic  state,  while  hypoactivity  or  surgical  re- 
moval of  the  thyroid  or  pituitary  has  caused  the 
diabetes  to  diminish  or  disappear. 

Now  much  interest  is  aroused  in  the  effective  con- 
trol of  hyperthyroidism  by  the  oral  administration 
of  thiourea  and  thiouracil.  These  drugs  interefere 
with  the  synthesis  of  the  thyroid  hormone  and  cause 
the  basal  metabolic  rate  to  drop  to  normal  levels. 
There  is  clinical  improvement  in  the  hyperthyroid 
state  and  with  it  also  the  disappearance  of  any 
associated  diabetes.  In  general,  however,  the  drug 
has  no  effect  upon  the  course  of  a coexisting  dia- 
betes. In  order  for  the  drug  to  be  effective  against 
diabetes  there  must  exist  a causal  relationship  be- 
tween the  hyperthyroidism  and  hyperglycemia.  This 
explains  why  in  some  instances  diabetes  disappears 
as  the  thyroid  becomes  normal,  while  in  other 
thyroid  cases  thiouracil  has  no  specific  effect  upon 
the  diabetes. 

In  the  light  of  these  observations  the  thyroid  type 
of  diabetes  should  be  recognized  and  treatment 
directed  to  the  thyroid  gland  as  well  as  to  the 
diabetes. 

“peck’s  law”  in  diabetes 

Although  the  aim  of  diabetic  treatment  is  to  keep 
the  urine  sugar-free  and  the  blood  sugar  normal, 
the  ultimate  purpose  is  to  assure  adequate  glycogen 
storage  in  the  liver  and  muscles,  and  at  the  same 
time  to  protect  the  pancreas  from  overwork  bv 
giving  enough  insulin  to  accomplish  it. 


Insulin  overdosage  and  insulin  reactions  must  be 
avoided.  Overdosage  with  insulin,  like  starvation, 
lowers  the  tolerance  for  carbohydrate  and  gives  rise 
to  paradoxical  blood  sugar  elevations.  A rise  in  the 
blood  sugar  under  such  circumstances,  especially 
following  an  insulin  reaction,  may  actually  call  for 
a reduction,  rather  than  an  increase,  in  the  insulin 
dose. 

It  is  common  error  to  believe  that  diabetes  is 
under  control  when  the  urine  and  blood  are  normal. 
But  this  is  only  so  if  glycogen  storage  in  the  body 
tissues  are  being  increased  thereby  and  not  depleted. 
A sugar-free  urine  taken  as  a sign  of  diabetic  con- 
trol may  instead  be  warning  of  an  approaching  in- 
sulin reaction,  with  a demand  upon  the  storehouses 
to  give  up  their  glycogen  reserves  to  combat  it. 
Acetone  in  the  sugar-free  urine  is  evidence  of  glvco- 
gen  starvation  and  should  not  be  misconstrued  as  a 
sign  of  approaching  diabetic  acidosis.  If  the  liver  is 
kept  well  stocked  with  glycogen  the  blood  sugar 
remains  relatively  constant.  In  the  absence  of  ade- 
quate glycogen  reserves,  however,  diabetic  control 
becomes  erratic  and  difficult,  and  the  patient  lives 
from  “hand  to  mouth.”  A high  carbohydrate  diet, 
with  insulin  as  needed,  favors  glycogen  storage. 

The  criteria  for  the  control  of  diabetes  have  been 
widely  debated.  Some  have  tolerated  and  even 
favored  glycosuria  with  hyperglycemia  under  cer- 
tain conditions,  while  others  have  been  intent  upon 
normal  body  chemistry  to  protect  against  the 
danger  of  complications.  Now  there  appears  to  be 
experimental  proof  that  prolonged  hyperglycemia 
per  se  causes  overwork  and  leads  to  degeneration  of 
the  insulin  producing  islet  cells  of  the  pancreas  and 
permanent  pancreatic  damage. 

These  metabolic  requirements  have  been  reviewed 
by  Dr.  Franklin  B.  Peck  of  Indianapolis,  who  has 
succinctly  stated  two  fundamental  principles  in  dia- 
betic therapy  which  I regard  as  a truism  worthy  to 
bear  his  name;  namely,  (a)  give  enough  carbohy- 
drate (and  protein)  to  protect  the  liver;  and  (b) 
give  enough  insulin  to  protect  the  islet  cells  of  the 
pancreas  from  further  damage.  Both  these  objectives 
are  obtainable  by  quantitative  dietary  management 
and  the  administration  of  insulin. 

INSULIN 

1 hese  aims  of  diabetic  therapv,  however,  have  not 
always  been  possible  of  accomplishment  even  with 
the  use  of  the  insulins  now  available.  As  a result  j 
there  has  been  a continuous  search  for  an  insulin 
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which  would  more  nearly  resemble  the  normal 
action  of  insulin. 

INSULIN  MADE  FROM  ZINC  INSULIN  CRYSTALS 

Insulin  made  from  zinc  insulin  crystals  is  a pure 
form  of  insulin,  closely  resembling  regular  (amor- 
phous) insulin  in  all  its  actions.  From  a clinical 
standpoint  this  crystalline  type  of  insulin,  because 
of  its  lower  allergic  potentialities,  is  preferable  to 
regular  insulin  for  use  either  by  itself,  wherever 
there  is  need  for  rapid  insulin  effect,  or  as  a base 
for  protamine  and  globin  insulins. 

“special”  protamine  zinc  insulin 

The  frequent  incidence  of  cutaneous  allergic  re- 
actions to  protamine  zinc  insulin  has  been  partially 
overcome  by  a “special”  protamine  zinc  insulin 
which  is  now  also  available  commercially  and 
which,  in  conformity  with  our  own  published 
recommendations,  is  made  with  the  crystalline  type 
of  insulin  as  a base  instead  of  regular  insulin.  L his 
type  of  protamine  zinc  insulin  is  standard  in  several 
localities  but  has  not  yet  been  fully  adopted  in  this 
country. 

Individuals  who  are  found  to  be  sensitive  to  prota- 
mine zinc  insulin  will  do  better  on  “special”  prota- 
mine zinc  insulin.  However,  if  the  sensitivity  is  to 
the  insulin  molecule  itself,  as  is  frequently  the  case, 
there  can  be  no  relief  except  through  desensitization. 
This  is  tedious  and  difficult.  Autohemotherapy  with 
histamine  proved  successful  in  dramatically  and 
completely  desensitizing  a resistant  case  of  allergy 
to  all  insulins. 

PREMIXED  INSULINS:  INSULIN-PROTAMINE  ZINC 
INSULIN  MIXTURES 

It  has  frequently  been  necessary  to  administer 
both  the  crystalline  type  and  protamine  insulins  in 
order  to  benefit  from  the  quick  and  short  but  pow- 
erful action  of  one  as  well  as  from  the  slow  and 
lasting  effect  of  the  other.  Each  insulin  had  to  be 
injected  separately.  Now  the  two  insulins  may  be 
mixed  in  one  and  the  same  syringe  with  even  greater 
beneficial  effect.  These  mixtures  must  consist  of  no 
less  than  half  crystalline  insulin  and  half  protamine 
insulin,  or  better  still  three  parts  crystalline  insulin 
to  two  parts  protamine  insulin.  In  some  instances 
1 two  parts  crystalline  to  one  of  protamine  insulin 
prove  to  be  the  best  ratio.  A “tailor  made”  insulin  is 
thus  possible  with  extemporaneous  mixtures  in  any 
variable  ratio  between  1:1  and  2:1  of  C:P.  These 
limits  may  even  be  exceeded.  Allowing  for  the 
protamine  to  absorb  as  much  of  the  crystalline 


insulin  it  will,  a 1 : 1 mixture  will  yield  approximately 
25%  “free”  insulin  and  75%  protamine  insulin;  a 
3:2  mixture  will  provide  about  40%  relatively  quick 
effect  and  60%  protamine  zinc  insulin  effect;  while 
a 2:1  combination  will  theoretically  provide  about 
half  quick  and  half  prolonged  effects. 

1 his  is  still  probably  the  best  routine  in  insulin 
therapy  since  it  makes  available  insulin  for  its  more 
immediate  effect  while  the  protamine  fraction  de- 
velops its  own  activity  to  extend  over  the  rest  of  the 
day  and  night,  and  provide  sufficient  overlap  to  give 
a start  the  next  morning.  In  fact  a 1 : 1 premixed 
protamine  zinc  insulin  might  well  replace  the  present 
market  protamine  zinc  insulin  altogether,  for  it 
would  seem  that  the  available  “free”  insulin  could 
be  utilized  advantageously  in  all  protamine  cases. 
Furthermore,  such  a premixed  insulin  could  be  used 
as  a starting  point  for  further  dilutions  with  insulin 
in  any  desired  ratio. 

Premixed  insulins  are  of  particular  value  in  the 
youthful  and  the  severe  diabetics  in  overcoming 
their  tendencies  to  an  overnight  rise  in  the  blood 
sugar,  and  at  the  same  time  protecting  them  against 
the  blood  sugar  rise  during  the  initial  sterile  period 
of  protamine  zinc  insulin. 

GLOI5IN  INSULIN 

Globin  insulin  is  a combination  of  insulin  and 
globin  (with  zinc)  in  a clear  solution.  It  is  placed 
in  the  same  category  with  the  cloudy  protamine  zinc 
insulin  as  a long-acting  insulin.  But  in  a truer  sense, 
it  is  a “long-acting  regular  insulin,”  for  globin  in- 
sulin takes  about  twice  as  long  to  act  and  lasts  about 
twice  as  long  as  regular  insulin.  The  market  prepara- 
tion of  globin  insulin  is  made  with  the  crystalline 
type  of  insulin  as  a base  and  as  a result  the  incidence 
of  allergy  to  this  brand  of  insulin  in  the  U-80  dilu- 
tion is  low  and  comparable  with  that  of  “special” 
protamine  zinc  insulin. 

The  three  chief  points  of  interest  with  globin 
insulin  are  the  sterile  period  for  the  first  few  hours 
after  administration,  the  tendency  to  insulin  reaction 
late  in  the  afternoon,  and  the  diminishing  insulin 
effect  during  the  night.  The  diet  should  be  arranged 
accordingly,  allowing  for  a small  breakfast  as  well 
as  for  a snack  in  the  mid  afternoon  instead  of  at 
bedtime  as  is  necessary  with  protamine  zinc  insulin. 
The  diet  routine  with  globin  is  similar  to  that  with 
protamine  zinc  insulin  except  for  the  extra  feeding 
which  with  globin  is  given  in  the  afternoon  and 
with  protamine  zinc  insulin  upon  retiring.  The  total 
dietary  formula  is  divided  into  tenths,  allowing  2/10 
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for  breakfast,  3/10  for  lunch,  %o  for  supper  and 
Y10  for  the  extra  feeding. 

Globin  insulin,  not  unlike  any  insulin,  is  useful  in 
mild  and  moderate  cases  of  diabetes.  Others,  and  this 
is  debated,  claim  to  have  obtained  their  most 
dramatic  results  with  globin  insulin  in  the  very 
severe  cases  that  cannot  be  well  controlled  with 
protamine  zinc  insulin.  Patients  who  are  on  regular 
or  the  crystalline  type  of  insulin,  however,  will  do 
well  at  once  on  globin  insulin,  but  protamine  cases 
are  best  let  alone  because  globin  insulin  does  not 
seem  to  possess  the  desired  overnight  effect  afforded 
by  protamine  zinc  insulin.  It  has  been  asserted,  on 
the  other  hand,  that  the  use  of  large  doses  of  globin 
insulin  will,  in  general,  provide  sufficient  night  time 
action  even  though  these  patients  have  a tendency 
toward  nocturnal  hyperglycemia.  Large  doses  of 
globin  insulin  act  longer  and  more  intensely  than 
relatively  small  doses  where  the  duration  of  action 
may  prove  altogether  too  short.  In  general  globin 
insulin  displays  its  greatest  effect  by  late  afternoon 
and  insulin  reactions  are  most  likely  to  occur  then. 
However,  globin  insulin  is  no  less  capricious  than 
other  insulins  and  under  certain  conditions  reactions 
may  be  anticipated  at  almost  any  time,  even  at  10:00 
A.  m.  and  1:00  p.  m.  as  well  as  at  10:00  p.  m.  and 
3:00  A.  M. 

Globin  insulin  is  also  useful  in  the  unintelligent 
diabetic  who  does  not  do  well  on  protamine  zinc 
insulin  and  who  cannot  prepare  his  own  insulin 


mixtures,  as  well  as  in  the  type  of  case  which  cannot 
be  vouched  for  several  days  ahead,  thus  making  long 
commitments  undesirable.  In  acute  diabetic  emer- 
gencies reliance  should  be  placed  in  the  crystalline 
type  of  insulin  and  the  patient  regulated  back  on 
globin  insulin  afterwards.  This  is  a great  conveni- 
ence, for  it  is  not  necessary  to  build  up  an  insulin 
reserve  with  globin  insulin  as  it  is  with  protamine 
zinc  insulin,  and  the  patient  can  be  switched  back 
and  forth  at  will  from  globin  insulin  to  the  crystal- 
line insulin,  and  back  again. 

The  initial  sterile  period  with  globin  insulin  is 
shorter  than  with  protamine  zinc  insulin,  but  it  is 
still  a distinct  handicap.  However,  for  certain  types 
of  cases  globin  insulin  offers  many  desirable  features, 
chief  among  which  are  its  day-limit  of  effectiveness 
without  cumulative  effect  or  overlapping,  and  its 
full  effect  on  the  same  day  it  is  given  without  the 
need  for  a period  of  stabilization  to  establish  an 
insulin  reserve. 

THE  CHOICE  OF  INSULIN 

The  three  dominant  insulins  now  available  com- 
mercially as  crystalline,  protamine  and  globin  in- 
sulins, have  their  distinct  place  in  the  treatment  of 
diabetes.  Each  case  will  need  to  be  individualized 
and  the  chosen  insulin  utilized  to  obtain  its  maximum 
benefits.  There  perhaps  cannot  be  one  ideal  insulin, 
for  there  is  no  one  ideal  patient.  Patients  are  all 
different  and  require  different  insulin  effects. 


INDUSTRIAL  DERMATITIS 

Louis  Tulipan,  m d.,  New  York 


The  Author.  Clinical  Professor  of  Dermatology  and 
Sy philology , New  York  University  College  of 
Medicine 


TTefore  undertaking  a discussion  of  the  subject  of 
Industrial  Dermatitis,  I should  like  to  offer  my 
definition  of  an  occupational  skin  disease.  The  need 
for  a definition  which  is  at  once  clear,  broad  and 
liberal  has  been  met  in  some,  but  not  all,  of  the 
states.  It  should  be  apparent  that  clarity  is  necessary 
so  that  the  law  may  be  easily  comprehended;  broad- 
ness, so  that  its  provisions  may  be  inclusive;  and 


liberalness,  so  that  the  worker  need  not  suffer  be- 
cause a technical  deficiency  denies  him  a right  to 
just  compensation. 

It  is  my  opinion  that  an  industrial  disease  of  the 
skin  is  one  due  to  a specific  contact,  physical  or 
mechanical  injury,  or  infection  occurring  in  the 
course  of,  or  during  employment.  However,  this 
definition  undergoes  varied  interpretations  in  the 
different  states. 

The  science  of  industrial  diseases  of  the  skin  is 

we  have  acquired 
in  the  past  1 5 years  has  been  largely  through  trial, 


still  adolescent  and  the  knowledge 
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error  and  the  application  of  fundamental  principles 
common  to  all  the  by-paths  of  medicine.  Probably 
no  other  single  factor  has  contributed  more  to  this 
growth  than  the  introduction  of  the  patch  test.  But, 
in  the  light  of  present  day  principles  of  allergy  and 
the  experience  of  nearly  everyone  in  this  field,  the 
patch  test  must  not  be  regarded  as  an  unconditional 
aid  in  diagnosis;  in  fact  its  misinterpretation  may 
lead  to  confusion. 

Under  these  conditions,  as  is  true  with  most  other 
problems  in  medicine,  good  clinical  judgment  and 
a generous  sprinkling  of  the  common  sense  in  which 
our  forebears  were  so  rich,  are  the  most  useful  and 
dependable  aids  for  solving  the  sometimes  unpre- 
dictable problems  in  this  field. 

Much  has  been  written,  and  regularly  new 
opinions  and  ideas  are  appearing  in  a steadily  grow- 
ing literature  on  this  subject;  but  there  can  be  no 
doubt  that  the  subject  remains  unsettled.  The  lack 
of  universally  recognized  rules  for  procedure  and 
criteria  is  frequently  bemoaned  by  lay  and  medico- 
legal experts  sharing  the  responsibility  in  making- 
decisions.  Only  as  recently  as  1940,  has  the  Council 
on  Industrial  Health  of  the  American  Medical 
Association  joined  with  the  committees  of  the 
American  Dermatological  Association  and  the 
A.  M.  A.  Section  on  Dermatology  and  Syphilology, 
in  an  effort  to  establish  definitions  and  criteria  for 
diagnosis  in  occupational  skin  diseases.  Certainly  the 
creation  of  many  new  industries,  the  acceleration  in 
activity  of  industries  producing  for  war,  and  the 
countless  hazards  they  create,  emphasize  the  need 
for  standardization  and  simplification. 

The  problems  in  Industrial  Dermatology  may  be 
approached  from  two  angles:  (1)  By  the  derma- 
tologist who,  in  conjunction  with  the  practice  of 
everyday  dermatology  meets  with  cases  of  industrial 
dermatoses,  and  (2)  the  state  or  federal  physician 
associated  with  public  health  work  or  the  factory 
physician  in  charge  of  a particular  industry. 

In  the  first  group,  the  general  dermatologist  deals 
with  the  butcher,  the  baker,  and  the  candlestick 
maker.  That  is  to  say  he  deals  with  individual  fac- 
tors: each  one  a separate  study  in  itself.  He  does  not 
have  the  advantage  of  the  public  health  doctor  or 
the  industrial  engineer,  who  is  equipped  with  case 
histories  of  a specified  number  of  employees  devel- 
oping an  eruption  at  the  same  time,  plus  a list  of 
the  various  chemicals  or  mechanical  procedures  used 
in  that  particular  industry.  It  is  because  of  the 
limited  scope  imposed  upon  the  general  dermatolo- 


gist, that  difficulties  arise  either  in  proving  or  dis- 
proving causal  relationship.  The  final  decisions, 
therefore,  must  be  made  by  the  medicolegal  experts 
and  the  compensation  courts.  It  is  such  cases  that 
should  interest  the  general  dermatologist  especially 
since  these  are  the  ones  which  commonly  are  dis- 
puted. 

In  order  to  ascertain  whether  a given  case  is  of 
occupational  origin,  I believe  there  should  be  a 
logical  sequence  of  steps  and  considerations  to  fol- 
low. A carefully  worded  interview  and  the  exam- 
ination can  do  much  to  eliminate  irrelevant  and 
confusing  data. 

The  outline  of  the  past  and  present  history  of  a 
patient  should  include  information  about  former 
skin  eruptions,  their  duration  and  the  therapy  used. 
The  type  of  work  in  which  the  patient  is  engaged, 
the  physical  manner  in  which  this  work  is  per- 
formed, and  any  chemicals  or  materials  contacted, 
should  be  investigated  fully.  It  is  important  to  know 
whether  the  eruption  improves  or  gets  worse  after 
refraining  from  contact  with  usual  ingredients. 

The  industrial  engineer  or  factory  physician  can 
include  information  about  the  number  of  outbreaks 
of  skin  eruptions  and  the  working  processes  to 
which  these  patients  are  exposed. 

The  type  of  work  in  which  the  patient  engages, 
gives  rise  to  further  questions  regarding  that  trade, 
and  accordingly  will  eliminate  non-essential  facts. 

For  examples  of  some  deductions  which  aid  in 
diagnoses,  let  me  cite  several  cases. 

A worker,  who  assembles  metal  parts  wet  with 
oil,  presents  an  eruption  about  the  face,  neck  and 
arms.  Because  her  fingers  and  the  backs  of  her  hands 
are  entirely  free  of  the  eruption,  we  are  presented 
with  a puzzling  problem.  Logically  speaking,  if  she 
were  sensitive  to  the  oil  on  the  metal  parts,  she 
should  have  involvement  of  the  hands  with  which 
she  has  greatest  contact.  However,  investigation  of 
her  work  revealed  that  she  was  exposed  to  a chemi- 
cal spray.  That  easily  accounted  for  the  eruption  on 
the  exposed  parts  of  her  body  and  since  the  skin  on 
the  hands  is  tougher,  it  would  be  less  prone  to  such 
sensitive  reaction. 

A dishwasher  and  chambermaid  show  isolated  and 
localized  patches  on  the  fingers  and  consequently 
they  assume  it  arose  from  their  use  of  strong  soap 
solutions.  Again  it  does  not  appear  logical  to  place 
the  blame  for  this  eruption  on  contact  with  a solu- 
tion in  which  the  entire  hand  and  arm  is  immersed. 
It  does  not  seem  likely  that  sensitivity  to  the  solu- 
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tion  would  manifest  itself  in  localized  areas. 

On  the  other  hand,  this  same  type  of  eruption 
found  in  a hairdresser,  might  be  considered  causally 
related.  The  manner  in  which  he  twists  the  hair 
about  his  fingers  could  account  for  localized  skin 
involvement,  provided  he  were  found  sensitive  to 
the  shampoo  or  dye  he  encounters.  1'  riction  and 
prolonged  contact  favors  such  an  eruption. 

Too  often  the  physician  is  quick  to  pick  out 
“sensitivity”  as  the  cause.  1 hat  cause  is  being 
vastly  overworked  as  a diagnosis.  A truck  drivei 
with  a palmar  eruption  need  not  be  “sensitive”  to 
the  hard  rubber  of  the  steering  wheel,  but  it  is 
plausible  that  the  constant  pressure  and  friction 
would  produce  his  eruption.  1 he  mechanical  factor 
is  entering  into  the  field  of  industrial  deimatoses 
by  leaps  and  bounds.  While  it  has  always  existed,  it 
has  been  misdiagnosed  many  times.  Friction  was 
responsible  for  a dermatitis  in  a patient  who  exant- 
• ined  bolts  of  cloth  by  unrolling  it  with  both  hands, 
it  was  the  cause  for  the  condition  found  on  the 
dorsal  aspect  of  one  hand  in  a baker  who  kneaded 
his  dough  against  the  rough  mixing  bowl.  A fur  nailer 
who  stroked  the  pelts  during  his  working  day  mani- 
fested such  a “friction”  dermatitis,  yet  his  family 
doctor  called  it  dye  sensitivity.  This  was  ruled  out 
when  it  was  noted  that  his  fingers  were  free  although 
the>-  bore  dye  stains.  A seamstress  presented  an 
erythematous,  scaly,  lichenified  eczema  on  the  ex- 
tensor surfaces  of  the  forearms  from  continued 
rubbing  against  the  rough  material  on  which  she 
sewed. 

There  is  also  the  case  of  a shipping  clerk  who 
presented  a dermatitis  on  the  palms  because  of  the 
manner  in  which  he  sealed  packages  with  tape. 
Another  patient  felt  the  irritation  on  his  arms  was 
due  to  drops  of  the  oil  running  down  his  arms  as 
he  did  his  work.  Careful  investigation  of  the  tech- 
nique he  employed  in  his  work,  showed  that  he 
rested  both  arms  on  the  table  edge  to  secure  greater 
dexterity.  After  eight  hours  of  such  labor,  his  arms 
were  reddened  by  the  rubbing  and  pressure.  Again 
the  fact  that  his  fingers  were  clear  ruled  out  the 
possibility  of  oil  sensitivity,  yet  it  did  not  dispute 
the  diagnosis  of  occupational  dermatitis.  A friction 
dermatitis  in  the  palm  of  the  right  hand  in  a soda 
fountain  clerk  from  the  wooden  handle  of  the  ice 
cream  scoop,  is  a fairly  common  occurrence. 

The  diagnosis  of  a causally  related  dermatosis 
requires  not  alone  the  judicious  performance  and 
conservative  interpretation  of  patch  tests,  but  like- 


wise careful  history  taking  and  a thorough  derma- 
tological examination.  The  fact  that  the  patient  deals 
with  irritants  is  not  a sufficient  criterion.  In  the 
history,  note  should  be  made  of  whether  the  erup- 
tion improved  on  cessation  of  exposure  or  was 
exacerbated  by  resumption  of  exposure.  When  an 
inquiry  into  occupational  exposures,  processes  and 
irritants  throws  no  lights  on  the  cause,  consideration 
should  be  given  to  household  and  avocational 
exposures. 

Examination  of  skin  over  the  entire  body  should 
be  done  in  order  to  exclude  a constitutional  skin 
disease.  Certain  other  dermatoses,  such  as  “mycids,” 
“bacterids,”  or  “chemids”  may  be  mistaken  for  i 
those  of  occupational  origin  and  should  be  con- 
sidered with  care. 

My  use  of  the  word  “chenfid,”  which  may  seem  | 
strange,  requires  some  explanation.  In  the  many  cases 
of  dermatitis  venenata  due  to  applications  of  salves  I 
containing  such  drugs  as  mercury,  sulphur,  sulfa- 
thiazol,  resorcin,  etc.,  I have  noticed  that  at  times 
where  the  individuals  have  become  sensitized  to  { 
these  chemicals,  he  will  develop  discrete  pin  point,  1 
pin  head  vesicles  on  parts  far  distant  from  the 
contact.  Occasionally  these  vesicles  might  appear  in 
groups  or  in  orbicular  patches.  I have  also  seen  a 
similar  eruption  occur  on  various  parts  of  the  body 
following  a positive  patch  test  with  the  chemical  to 
which  the  patient  is  sensitive.  Therefore,  I have  | 
taken  the  liberty  to  use  this  term  “chemid”  in  the 
same  sense  that  we  use  “dermatophytid1  and  “bac-  1 
terid.” 

When  there  are  features  of  a dermatitis  venenata, 
contact  with  powders,  liquid  sprays  or  gasses,  must 
be  considered,  whether  it  involves  exposed  parts  j 
(face,  neck  and  hands)  or  includes  parts  covered 
by  clothing  which  is  saturated  or  penetrated  by  an 
irritant.  Such  an  eruption  presents  discrete  pin  point 
vesicles,  closely  aggregated  on  an  erythematous 
base.  In  addition,  the  mechanical  irritation  demon- 
strated by  the  manner  in  which  patient  uses  his 
hands  in  his  works  will  frequently  explain  a bizarre 
eruption  and  establish  its  relationship  to  the  occu- 
pation. 

Interpretation  of  patch  tests  must  take  into  ac- 
count possibilities  of  “delayed,”  “false  negative,” 
and  “false  positive”  reactions.  An  underlying  vaso- 
motor irritability  may  produce  erythema  due  to 
pressure  and  friction  (as  is  seen  with  dermograph- 
ism produced  by  stroking)  or  prominence  of 
follicles,  resembling  “goose  skin”  due  to  pilomotor 
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irritability.  This  often  gives  a “false  positive”  re- 
action. 

At  best,  patch  tests  can  only  serve  to  correlate 
clinical  findings  and  to  guide  one  in  reaching  con- 
clusions; they  are  not  to  be  regarded  as  the  basis 
of  a diagnosis.  At  all  times  there  should  be  a careful 
evaluation  and  impartial  opinion  as  to  causal  rela- 
tionship. 

In  the  treatment  of  industrial  diseases  of  the  skin, 
we  can  start  by  considering  those  cases  where  the 
causative  agent  is  known  and  advise  elimination  of 
further  contact  with  that  agent.  This  can  be  done 
by  providing  the  employee  with  protective  clothing 
or  removing  him  from  that  particular  work. 

Personal  cleanliness  and  cleanliness  of  the  factory 
are  first  on  the  list  of  prophylactic  measures  against 
industrial  skin  diseases.  There  should  be  clean  floors 
; and  walls,  clean  machines  (glass  enclosed  if  pos- 
sible), exhaust  hoods  over  machines  which  spray 
oil  or  fumes,  air  conditioning  and  air  cooling  in  the 
summer.  Daily  change  to  clean  underclothing  and 
showers  after  a day’s  work  should  be  added. 

PREVENTIVE  MEDICINE  IN 
John  H.  Foulger, 

The  Author.  Director,  Haskell  Laboratory  of  indus- 
trial T oxicology,  Wilmington,  Delaware 


rpHF,  development  of  the  chemical  industry,  intro- 
ducing  new,  and  often  unsuspected  hazards  to 
the  health  of  workers,  has  changed  the  task  of  the 
industrial  physician.  Elis  chief  job  is  now  prevention 
of  injury  by  the  industrial  environment,  not  diag- 
nosis and  treatment  of  traumatic  injuries,  burns,  or 
a few  acute  poisonings.  The  preventive  medicine 
which  the  industrial  physician  must  practice  differs 
from  that  taught  in  our  medical  schools.  It  cannot 
be  based  upon  bacteriology,  pathology  or  bio- 
chemistry, but  must  be  founded  on  a study  of 
1 physiology.  However,  this  study  must  consider  the 
working  man  in  his  whole  environment,  not  merely 
selected,  trained  individuals  under  rigidly  controlled 
and,  therefore,  quite  artificial  conditions. 
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I should  like  to  say  here,  that  I feel  that  the  sub- 
ject of  industrial  dermatoses  has  been  sadly 
neglected.  I place  the  blame  for  this  neglect  upon 
the  colleges  that  are  lax  in  teaching  this  subject,  and 
upon  the  insurance  carriers  whose  engineers  could 
enforce  the  various  protective  measure  on  concerns 
or  else  refuse  them  insurance  coverage.  It  is  my 
opinion  that  the  State  Labor  Commissions  are  at 
fault  in  not  hiring  dermatologists.  In  addition,  the 
carriers  have  neglected  a special  feature  in  relation 
to  this  subject  by  not  following  in  the  footsteps  of 
chemical  houses  which  create  specific  funds  for  the 
study  of  scientific  subjects  to  their  interest.  I be- 
lieve the  carriers  should  establish  such  funds  in 
colleges  to  permit  dermatologists  and  industrial 
physicians  and  surgeons  to  study  the  various  phases 
of  industrial  diseases. 

I also  suggest  that  industries  hire  young,  well 
trained  dermatologists  who  have  had  a good  back- 
ground in  general  medicine,  for  in  that  way  they 
could  prevent  the  occurrence  of  many  prolonged 
and  chronic  eruptions  due  to  improper  methods  of 
treatment. 
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m.d.,  Wilmington 

To  make  such  a study,  the  industrial  physician 
must  devise  and  use  means  of  detecting  adverse 
physiological  trends  produced  by  the  industrial 
environment  at  a stage  preceding  the  appearance  of 
definite  clinical  signs  of  injury.  At  this  stage,  how- 
ever, trends  are  not  specific.  They  can  be  produced 
by  adequate  exposure  to  any  chemical,  by  drastic 
changes  of  climate,  by  malnutrition,  disease,  drug 
addiction,  self-medication,  or  injudicious  chemo- 
therapy. 

The  lack  of  specificity  in  the  physiological  trends 
preceding  actual  illness  makes  it  the  more  important 
that  the  methods  used  give  facts  and  not  mere 
opinions,  and  these  facts  must  be  expressed  quan- 
titatively. It  is  important  also  that  the  methods 
allow  frequent  examinations  of  workers  without 
interference  with  production.  Finally,  it  is  essential 
that  the  physician  keep  accurate  records  of  his 
examinations  and  study  them  continually  so  that  he 
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can  observe  changes  in  individuals  or  in  occupation 
groups.  These  records  must  contain  his  observations 
written  down  in  clear  terms  at  the  time  they  are 
made,  for,  in  biological  studies,  one  cannot  trace 
events  backward  in  time  unless  records  exist  to  act 
as  landmarks. 

During  the  last  seven  years,  by  a study  of  many 
workers  and  by  much  animal  experimentation,  we 
have  developed  in  the  Haskell  Laboratory  two  pro- 
cedures adaptable  to  industrial  medical  practice, 
which  give  quantitative  data  on  physiological  trends 
in  workers  as  those  trends  are  produced  by  the 
industrial  environment  alone,  or  by  the  environ- 
ment acting  in  conjunction  with  non-industrial 
factors.  These  methods  consist  of  a statistical  scoring 
of  standardized  measurements  of  blood  pressure1 
and  quantitative  studies  of  shifts  in  the  distribution 
of  energy  among  the  component  frequencies  of 
heart  sounds.2 

The  progress  of  science  depends  upon  the  sum- 
mation of  quantitative  data  in  mathematical  formulae 
which,  though  at  first  simple,  can  be  tested  against 
practical  experience  and  modified  until  theory  and 
experience  lead  to  development  of  natural  laws. 
Medicine,  in  all  its  branches,  is  woefully  deficient 
in  such  a scientific  procedure.  Too  many  of  its 
“facts”  are  really  opinions  derived  from  uncritical 
study  of  scant  data,  but  it  appears  to  us  that  this 
deficiency  need  not  always  exist  in  medicine,  and 
certainly  not  in  the  development  of  industrial  pre- 
ventive medicine,  for  proper  use  of  periodic  exam- 
inations of  workers  allows  us  to  accumulate  ade- 
quate information  for  mathematical  study. 

This  afternoon,  I wish  to  outline  the  general 
results  of  a mathematical  analysis  of  thousands  of 
blood  pressure  records  collected  during  the  last 
seven  years  on  workers  exposed  to  a variety  of 
chemicals,  and  experimental  animals  studied  under 
controlled  conditions. 

GENERAL  TREND  OF  DEVELOPMENT  OF  PHYSIOLOGICAL 
ABNORMALITY 

When  a worker  or  an  animal  is  exposed  to  a con- 
centration of  any  chemical  adequate  to  produce 
physiological  deterioration,  the  following  conditions 
are  found: 

1.  The  rate  of  progress  of  deterioration  during 
any  given  time  interval  is  proportional  to  the  status 
of  the  worker  or  animal  at  the  beginning  of  the 
interval.  It  follows  that 

(a)  The  less  normal  the  worker  when  exposure 


first  commences,  the  worse  his  condition  at  the  end 
of  exposure. 

(b)  The  extent  of  deterioration  produced  by 
exposure  increases  with  the  duration  of  the  exposure. 

When  the  exposure  ceases,  as  for  example,  by 
termination  of  the  day’s  work. 

1.  The  rate  of  recovery  from  the  harmful  effects 
of  exposure  is  proportional,  during  any  given  time 
interval,  to  the  condition  at  the  beginning  of  that 
interval.  Hence,  it  follows 

(a)  The  greater  the  physiological  deterioration 
produced  by  exposure  during  work,  the  more  effi- 
cient or  more  prolonged  must  be  his  recovery  period 
(time  away  from  the  harmful  environment)  if  he 
is  to  commence  the  next  day’s  work  in  as  good  a 
condition  as  he  commenced  on  the  first  day. 

(b)  If  over  hours,  days  or  weeks  of  work  the 
worker  is  to  be  maintained  in  a steady,  favorable 
physiological  condition,  the  efficiency  of  his  re- 
covery period  or  its  duration  must  be  adequate  to  i 
balance  the  effect  of  his  exposure  during  work. 

In  following  records  of  workers  exposed  to  such 
concentrations  of  toxic  chemicals  as  do  not,  in  a 
short  time,  cause  clinical  poisoning,  we  seldom  find 
a proper  balance  between  recovery  while  away  from  j 
work  and  physiological  deterioration  while  at  work. 
Deterioration  progresses  and  as  the  chief  “land- 
marks” of  its  progress  we  note,  first,  attainment  of 
a definitely  abnormal  level  at  the  end  of  a day’s  work 
with  recovery  over  night;  second,  a failure  to  re- 
cover over  night,  but  recovery  when  more  than 
one  day  of  non-exposure— a week  end,  or  a vaca- 
tion—intervenes,  and  third,  a failure  to  recover  even 
over  a week  end. 

Fig.  1 shows  the  general  trend  of  development  of 
abnormal  physiology  in  a mathematical  model  which 
simulates,  very  closely,  actual  observations.  The 
index  used,  R,  should  normally  have  a value  not 
greater  than  1.0.  The  points  at  which,  in  the  trend, 
R is  first  above  1.0  (R=i.oooi  or  higher)  at  the  end 
of  a day,  after  a night’s  rest  and  after  a week  end 
are  shown  by  circles. 

Because  the  efficiency  and  duration  of  the  recov- 
ery period  must  balance  the  adverse  effect  of  the 
work  period,  if  the  worker  is  not  to  be  harmed  by 
his  work,  it  follows  that  an  arbitrary  increase  in 
working  hours,  without  regard  to  the  status  of 
workers,  will  inevitably  lead  to  a greater  health 
hazard  unless 

(a)  The  industrial  environment  is  improved,  or  , 
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Fig.  i 

Model  showing  theoretical  development  of  physiological  abnormality  during  work 
day  (full  lines)  and  recovery  over  night  and  weeks  ends  (dotted  lines) 
Chart  (upper  left)  shows  how  index  of  recovery  must  increase  with  increase  in 
work  hours  if  trend  is  to  remain  unchanged 


(b)  The  efficiency  of  recovery  is  increased. 

The  chart  at  the  top  of  Fig.  i shows  how  the 
index  of  recovery  must  be  proportionately  increased 
when  working  hours  change  from  40  per  week  to 
84  per  week.  (In  some  cases,  both  in  United  States 
and  England,  hours  have  been  increased  to  84  per 
week.)  With  such  an  increase,  if  the  trend  of  the 
model  is  to  be  maintained  (poor  as  it  actually  is), 
the  index  of  recovery  must  increase  to  3.24  times  its 
value  in  the  model.  Since  this  is  an  exponential  index, 
it  needs  interpretation.  If  you  can  imagine  a banker, 
who  is  normally  solvent  when  he  receives  an  average 
of  2.7%  interest  on  his  investments,  suddenly  faced 
with  a situation  requiring  a 9.3%  interest,  you  can 
picture  the  situation  of  a worker,  who,  although 
already  affected  by  his  industrial  environment  to 
which  he  is  exposed  40  hours  per  week,  is  suddenly 
exposed  for  84  hours  per  week.  It  is  impossible, 
even  in  peace  time,  to  attain  such  an  increase  in  the 
efficiency  of  recovery  while  away  from  work. 
Therefore,  unless  with  increased  working  hours, 
the  degree  of  hazard  of  the  industrial  environment 
is  greatly  diminished,  there  will  inevitably  occur 
increased  illness  and  accidents  and  labor  unrest.  It  is 
useless  to  try  to  balance  the  effect  of  even  a single 
84-hour  week  by  interposing  a few  additional  hours 


of  non-exposure  before  the  next  period  of  exposure 
commences.  The  physiological  deterioration  pro- 
duced by  the  84  hour  week  will  require  several  days 
of  non-exposure  if  good  health  is  to  be  maintained. 

TRENDS  WITH  TEMPERATURE  AND  MEAL  HOURS 

The  major  trend  shown  in  Fig.  1 represents  only 
a part  of  the  whole  picture.  Studies  of  blood  pres- 
sure records  of  workers  throughout  months  and 
years,  show  that  when  the  workers  are  physio- 
logically affected  by  their  industrial  environment, 
there  is  a pronounced  increase  in  abnormality  during 
the  hot  months.  A mathematical  study  of  thousands 
of  records  shows  that  the  rate  of  development  of 
physiological  abnormality  is  directly  proportional 
to  the  temperature.  (This  temperature  effect  is  not 
due  to  increased  volatility  of  toxic  material.  It  is 
found  when  the  principal  route  of  absorption  is 
through  the  skin  and,  when  in  animal  experiments, 
the  atmospheric  concentration  of  the  material 
studied  is  kept  constant.) 

In  addition  to  the  trend  with  temperature  (which 
is  apparent  not  only  when  data  are  studied  by 
months  of  the  year,  but  also  when  they  are  accumu- 
lated by  days  of  the  week  and  by  hours  of  the  day), 
the  summation  of  data  over  working  hours  shows 
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a peculiar  rhythm  associated  with  meals.  This 
rhythm  seems  present  regardless  of  the  degree  to 
which  workers  are  affected  by  their  industrial  en- 
vironment. Such  a diurnal  rhythm  has  been  re- 
ported before.  Thus,  Lovekin3  noted  a definite  trend 
in  the  product  of  pulse  rate  and  pulse  pressure,  but 
suggested  no  physiological  explanation.  Recently, 
Thorn,  Quinby  and  Clinton4  have  studied  the  trend 
in  blood  sugar  following  isocaloric  meals  of  varying 
composition.  It  is  very  interesting  that  the  blood 


sugar  curve  following  a meal  consisting  predomi- 
nantly of  carbohydrate  (which,  incidentally,  is  a 
common  form  of  breakfast  among  American 
workers)  shows  a trend  which  is  correlated  to  a 
high  degree  with  the  trend  of  pulse  product  re- 
ported by  Lovekin. 

These  two  trends  of  pulse  product  and  of  blood 
sugar  move  in  a direction  favorable  to  the  physi- 
ology of  the  subject  immediately  after  the  meal,  but 
as  time  passes,  swing  back  toward  the  condition  of 
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Fig.  2 

A.  Basic  trend  of  R (uninfluenced  by  temperature  change  and  meals)  during  hours  of  day. 

(Calculated  from  4,283  examinations  on  industrial  group  during  1942) 

B.  Upper  graph:  Trend  of  temperature  during  working  hours  (7:30  a.  m.  to  4:00  p.  m.)  in  1942 
Lower  graph:  Basic  trend  modified  by  temperature.  (Temperature  factor  based  on  analysis  of 

26,000  records  on  same  group  as  in  A,  collected  May  1937  through  December  1943) 

C.  Upper  graph:  Factor  for  influence  of  meals 

Lower  graph:  Basic  trend  modified  by  meal  factor.  Meals  assumed  to  begin  (a)  at  6:30  a.  m. 

and  (b)  at  11:30  a.  m. 

M represents  meal  period,  11:30  a.  m.  to  12:00  noon  (For  formulae  used,  see  Note  at  end  of  text) 


CHEMICAL,  IN  D U S T R Y — F O U L G E R 

the  subject  before  eating.  Our  records  of  blood  pres- 
sure show  that  as  time  passes  after  a meal,  there  is 
an  increase  in  the  number  of  abnormal  blood 
pressure  scores.  Our  trend  of  R for  blood  pressure 
records,  therefore,  is  the  inverse  of  the  trend  shown 
by  Lovekin  for  pulse  product,  and  by  Thorn  and 
lrs  co-workers  for  blood  sugar  after  a carbohydrate 
meal. 

In  Fig.  2,  Graph  A,  the  basic  trend,  unmodified  by 
diurnal  temperature  changes  and  meals,  is  shown 
for  data  collected  in  1942  by  examinations  on 
approximately  180  workers  in  a chemical  plant. 
Each  man  was  examined  once  every  two  weeks.  R 
here  is  actually  the  ratio  of  the  number  of  abnormal 
blood  pressure  scores  observed  each  hour  divided 
by  the  number  expected  by  chance  in  the  group 
studied.  R throughout  the  day  has  a value  slightly 
greater  than  1 .0. 

Graph  B of  Fig.  2 shows  in  its  upper  portion  the 
trend  of  mean  hourly  temperature  from  7:00  a.  m. 
to  4:00  p.  m.  (War  Time)  during  1942,  and  in  the 
lower  portion,  the  trend  of  R when  the  influence  of 
temperature  is  included. 

Graph  C,  Fig.  2,  in  its  upper  portion  shows  the 
change  in  the  modifying  factor  of  meals.  This  factor 
was  obtained  by  fitting  a curve  to  the  data  of 
Lovekin’s  Table  9 for  hours  between  7:00  a.  m.  and 
noon,  and  calculating  the  inverse  of  the  trend.  The 
lower  part  of  Graph  C shows  R when  the  basic 
trend  is  modified  by  the  meal  factor.  It  is  assumed 
that,  in  general,  the  workers 

(1)  Commenced  breakfast  at  6:30  a.  m. 

(2)  Commenced  work  at  7:30  a.  m. 

(3)  Had  a half  hour  lunch  period  from  11:30 
a.  m.  to  12:00  noon. 

(4)  Ceased  work  at  4:00  p.  m. 

In  Fig.  3,  the  curve  (full  line)  shows  the  basic 
trend  as  modified  by  the  temperature  and  meal 
factors  acting  simultaneously.  The  rectangles 
(broken  lines)  are  the  histogram  of  actual  values 
of  R measured  over  hourly  periods  from  7:00  a.  m. 
to  11:00  a.  m.,  half  hour  periods,  11:00  to  11:30 
and  11:30  to  12:00  noon,  and  again  hourly  periods 
from  noon  to  4:00  p.  m. 

Except  for  the  observed  data  between  7:00  and 
9:00  a.  m.,  the  mathematical  curve  and  observed 
histogram  are  almost  identical  (statistically,  the  fit 
is  highly  significant).  The  discrepancy  between 
7:00  and  9:00  a.  m.  may  be  due  to  the  inclusion  of 
examinations  on  workers  who  were  just  coming  off 
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a night  shift  and,  therefore,  would  be  expected  to 
have  an  R value  approaching  that  of  4:00  p.  m. 

Important  and  interesting  deductions  can  be  made 
from  Figs.  2 and  3. 

It  is  a matter  of  experience  that  with  comparable 
exposure  to  the  same  toxic  chemicals,  workers  in 
United  States’  plants  may  develop  a much  greater 
abnormality  than  those  in  English,  German  or 
Canadian  plants.  When  this  is  noted,  the  difference 
is  often  ascribed  to  “impurities”  of  greater  toxicity 
in  American  products.  But  the  whole  matter  could 
be  clarified  by  comparison  of  temperature  trends. 
For  example,  the  data  of  Table  1 compares 

(1)  Mean  temperatures  during  1937  in  a chemical 
plant  on  the  Rhineland  in  Germany  and  a similar 
plant  near  Philadelphia,  Pa.,  making  a comparable 
product  containing  the  same  toxic  ingredients. 

(2)  JVIean  monthly  values  of  R calculated  from 
the  same  temperature  factor  as  used  in  Fig  2B,  with 
the  assumption  that  the  basic  trend  is  such  that  the 
mean  value  of  R for  the  German  plant  during  the 
hottest  month  (July)  is  1.00. 

Table  i 


MONTH 

MEAN  TEMPERATURE 
°F. 

GERMANY  UNITED  STATES 

MEAN  VALUE  OF  R 
CALCULATED 

GERMANY  UNITED  STATES 

January 

38 

41 

0.80 

0.82 

February 

41 * 4 * 

36 

0.82 

0.79 

March 

40 

39 

0.82 

0.81 

April 

49 

51 

0.88 

O 

bo 

May 

60 

65 

0.96 

1.00 

June 

G 

73 

0.98 

1.07 

July 

G 

77 

I .OO 

I.IO 

August 

64 

77 

0.99 

1 .10 

September 

58 

66 

0.95 

1 .01 

October 

52 

55 

O.9O 

0.92 

November 

4r 

46 

0.82 

0.86 

December 

35 

36 

0.78 

0.79 

Note:  This  table  is  calculated  only  upon  the  index  of 
development  of  abnormality  and  does  not  take  into  account 
the  index  of  recovery  while  away  from  work.  Our  analyses 
indicate  that  the  index  of  recovery  is  not  affected  by  tem- 
perature. Therefore,  at  lower  temperatures,  the  recovery 
rate  might  outweigh  the  rate  of  development  of  physiological 
abnormality,  and  no  cumulative  effect  of  the  industrial 
environment  would  appear. 

The  value  of  R for  the  American  plant  would 

reach  an  abnormal  level  (greater  than  1.00)  during 

4 months  of  the  year,  and  would  exceed  that  for 

the  German  plant  during  10  months  of  the  year. 

Climatic  conditions  in  England  and  Canada  are 
nearer  those  of  Germany  than  of  the  United  States. 
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The  trend  with  temperature  explains  why  in  a 
plant  with  a very  low  basic  value  of  R correspond- 
ing to  little  effect  of  the  industrial  environment, 
even  extremes  of  temperature  would  not  lead  to 
abnormality.  An  analogous  situation  is  noted  during 
any  heat  wave  in,  say,  cities  of  the  Ohio  Valley. 
During  the  first  few  days  of  the  hot  spell,  the 
patients  admitted  to  hospitals  suffering  from  effects 
of  the  heat  are  almost  invariably  those  with  cardio- 
vascular disease.  The  victims  do  not  include  those 
free  from  such  disease  until  the  heat  wave  has  been 
so  prolonged  and  has  so  interfered  with  natural 
sleep  that  mere  physical  exhaustion  produces  a 
degree  of  physiological  abnormality  upon  which  the 
temperature  factor  can  act  with  significant  results. 

Since  the  early  days  of  our  preparation  for  this 
war,  the  subject  of  nutrition  of  industrial  workers 
has  received  great  attention.  It  has  been  found  that 
too  often  workers  take  little  or  no  breakfast  and 
a poor  lunch.  When  breakfast  is  taken,  it  is  fre- 
quently mostly  carbohydrate.  When  no  breakfast 
is  taken  the  beneficial  trend  of  the  first  two  hours 
after  the  meal  is  absent  and  the  worker,  during  the 
first  hours  of  his  work  day,  is  in  much  worse 
physiological  condition  than  his  companion  who 
has  eaten  a breakfast.  If  his  basic  trend  is  initially 
above  normal,  the  effect  of  his  industrial  exposure 
to  chemicals  may  produce  serious  abnormality  be- 
fore lunch  time,  leading  to  circulatory  collapse  or 
even  to  actual  acute  poisoning.  There  is  evidence, 
also,  that  the  hourly  trend  of  accidents  is  closely 
related  to  the  trend  of  the  abnormality  index  R.  It 
would  appear  important,  therefore,  in  a program 
designed  to  prevent  both  sickness  and  accidents,  that 
every  effort  be  made  to  educate  workers  in  proper 
eating  habits. 

The  observations  of  Haggard  and  Greenburg5  on 
the  beneficial  effects  of  intermediate  feeding  of 
industrial  workers  are  clarified  by  the  data  of  Fig. 
2C  and  Fig.  3.  It  should  be  possible  by  frequent 
intake  of  food  to  repeat  the  downward  trend  of  the 
meal  factor  sufficiently  often  that  a worker  is  main- 
tained in  such  a state  that  the  factor  is  always  below 
1.0.  Suppose,  for  example,  the  workers  in  the  plant 
giving  data  of  Fig.  3 were  to  take  food  adequate  to 
repeat  the  meal  trend  at  9:00  a.  m.  and  2:00  p.  m. 
With  this  intermediate  feeding,  the  value  of  R 
would  assume  the  trend  shown  in  Table  2. 

It  is  seen  that  intermediate  feeding  would  reduce 
the  number  of  hours  in  the  morning  during  which 
the  average  value  of  R was  above  1 .0  and  allow  the 
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Fig.  3 

Full  line  curve:  Basic  trend  combined  with  influence 
of  temperature  and  meals,  as  shown  in  Fig.  2 
Dotted  rectangles:  Histogram  of  values  of  R,  sum- 
marized by  hours,  observed  in  a group  of  180 
workers  during  1942  (4,283  examinations) 

M indicates  meal  time  (11:30  a.  m.  to  12:00  noon). 
Work  commenced  at  7:30  a.  m.  and  ended  at  4:00 
p.  m.  Observed  values  summarized  by  half  hours 
between  11:00  a.  m.  and  noon,  to  indicate  immediate 
effect  of  meal 

(For  formulae  used,  see  Note  at  end  of  text) 

Table  2 

CALCULATED  VALUES  OF  R 

MEAL  AT  11:30  A M.  MEALS  AT  9: 00  A.  M.,  11:30A.M. 
(FIG.  3)  AND  2:00  P.  M. 


Nl 

0 

> 

k 

0.618 

8:00 

0.717 

00 

V>J 

0 

0.919 

9:00 

1.117 

9:30 

1.245 

10:00 

1 -3  3 3 

10:30 

1.419 

1 1 :oo 

1.509 

11:30  M 

1 .609 

12:00  noon 

I-I33 

12:30  P.  M. 

1. 05 1 

1:00 

1.239 

1:30 

1 .610 

2:00 

1.982 

2:30 

2.231 

3:00 

2.409 

3:30 

2.578 

4:00 

2.752 

O.618 

0.717 
O.919 
M 1.117 

0.881 
0.81 1 
0.950 
1.227 
M 1.509 

1. 133 
1. 05 1 

1.239 
1 .610 

M 1.982 

1 .580 
1.466 
1.726 

2.240 


worker  to  leave  work  in  better  condition  at  the 
end  of  the  day.  The  reduction  in  the  value  of  R 
during  the  morning  is  important  if  R is  related  to 
the  incidence  of  accidents,  since  in  general  this  rate; 
is  higher  during  the  morning  than  during  the  after- 
noon. 
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These  examples  of  mathematical  analysis  of 
physiological  trends  as  shown  by  the  blood  pressure 
scoring  system  give  merely  a rapid  glimpse  of  the 
wealth  of  information  to  be  obtained  by  simple 
scientific  observations  of  industrial  workers. 

The  identification  and  study  of  the  various  factors 
involved  in  development  of  a degree  of  physiologi- 
cal deterioration  short  of  clinical  illness  is  funda- 
mental to  the  setting  up  of  proper  working  condi- 
tions and  the  education  of  the  worker  in  matters 
which  vitally  affect  his  ability  to  do  his  job  safely. 
Given  suitable  methods  and  the  patience  to  apply 
them  and  study  the  results,  industrial  preventive 
medicine  can  make  a major  contribution  to  the 
whole  science  of  medicine  for,  as  I have  already 
mentioned,  the  early  trends  which  we  have  con- 
sidered are  not  specific  for  chemicals,  but  are  pro- 
duced by  disease,  malnutrition  and  other  factors  of 
non  industrial  origin,  and  therefore,  of  interest  both 
to  the  internist  and  the  industrial  physician. 

Note:  For  those  interested,  the  mathematical  formulae 
used  to  calculate  Figs.  2 and  3 are 

Rt  = Ro-M.e  aFT 

in  which 

Ro  is  the  value  of  R when  work  started  (7:30  a.  m.) 

Rt  is  the  value  after  T hours  of  work 
a is  the  index  of  development  of  R 
F is  the  temperature  factor 
T is  the  number  of  hours  of  work  completed 
M is  the  meal  factor 


SUGGESTION  AS  A 

Paul  P.  Swett. 

Tn  his  pioneer  work  on  the  relationship  between 
environmental  factors  and  disease  G.  Canby 
Robinson  has  brought  out  basic  considerations  of 
the  utmost  importance  to  all  branches  of  clinical 
medicine  and  the  nature  of  these  ideas  is  well  ex- 
pressed in  the  title  of  his  book,  “T  he  Patient  As  a 
Person.”  Here  it  is  shown  with  great  forcefulness 
that  disease  never  is  in  a single  part  of  a person  but 
that  it  always  involves  the  whole  person. 

Dr.  H.  Flanders  Dunbar  in  her  book  shows  that 
there  is  no  dichotomy  between  psychic  and  somatic 
disease  but  that  there  always  is  a dynamic  relation- 
ship between  the  physical  and  the  emotional  factors. 


The  values  used  were 
Ro  = 0.81 1 
a =2  0.1242 

F = 0.01631  Temperature  (calculated  from  26,000  records 
collected  between  May  1937  and  January  1944) 

M is  derived  from  the  formula 


79.7  — j—  61.55  t g0*60314t  — 0.77992t2 

in  which 

t = hours  elapsed  since  begining  of  last  meal 
This  formula  for  M was  obtained  by  fitting  the  data  of 
Lovekin’s  Table  9,  7:30  a.  m.  to  12:00  noon,  using  the 
method  of  least  squares. 
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CAUSE  OF  DISEASE 

m.d.,  Hartford 

To  designate  as  psychic  or  as  physical  any  disorder 
is,  therefore,  to  speak  of  only  one  part  of  the  diag- 
nosis. Carrel  carries  this  thought  a step  further  when 
he  declares  that  disease  is  a personal  event  which 
consists  of  the  individual  himself,  and  there  are  as 
many  different  diseases  as  patients.  Tolstoy  voiced 
a simliar  idea  when  in  discussing  the  illness  of  one 
of  his  characters  he  excused  the  doctors  for  their 
ignorance  by  pointing  out  that  “every  living  person 
has  his  own  peculiarities  and  always  has  his  own 
peculiar,  novel,  complicated  disease.” 

In  this  communication  it  is  not  intended  to  re- 
view the  vast  subject  of  psychosomatic  disease  but 


684 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


to  confine  the  discussion  to  a single  aspect  of  this 
field.  The  basis  of  this  paper  rests  upon  the  idea  that 
suggestion  is  as  capable  of  causing  illness  as  it  is 
competent  to  cure  a sick  person.  T hat  this  must  be 
so  is  evidenced  by  the  fact  that  suggestion  is  capable 
of  affecting  both  the  conscious  mind  and  the  sub- 
conscious self.  According  to  Worcester,  McComb 
and  Coriot,  the  power  of  suggestion  is  coextensive 
with  life  itself.  Carrel  says  that  “Each  state  of  con- 
sciousness probably  has  a corresponding  organic 
expression.”  Through  changes  thus  wrought  such 
sentiments  as  envy,  hate  and  fear,  when  they  are 
habitual,  are  capable  of  starting  organic  disease. 
Colitis  and  acompanying  infections  of  the  kidneys 
and  bladder  are  the  remote  results  of  mental  and 
moral  unbalance.  The  omnipresence  of  suggestion 
is  important  because  of  its  capacity  to  alter  the 
states  of  consciousness.  Schopenhauer  has  shown 
that  the  unconscious  volitional  element  in  man  is 
fundamental,  while  the  conscious,  rational  element 
is  acquired,  and  that  the  former,  which  normally 
regulates  our  functions,  is  also  most  active  in  the 
elimination  of  disease. 

Through  suggestion  then  it  is  possible  to  induce 
various  states  of  the  conscious  mind  and  of  the  sub- 
conscious self.  Through  the  pathways  of  the  sympa- 
thetic nervous  system  these  states  affect  the  func- 
tions and  the  structure  of  the  organism.  The  altered 
states  induced  by  adverse  suggestion  are  of  two 
principal  mechanisms,  i.  False  ideas  which  occupy 
the  conscious  mind  and  create  barriers  against  the 
reception  of  the  truth.  2.  Emotions  connected  with 
fear  which  in  turn  results  from  anxiety,  worry,  un- 
certainty, confusion,  frustration  and  fright  which  is 
often  expressed  by  hate. 

While  the  efficacy  of  suggestion  as  a curative 
agent  is  generally  recognized  there  is  evidence  to 
show  that  the  adverse  effects  of  suggestion  are  not 
given  sufficient  attention  by  most  clinicians.  This  is 
unfortunate  because  the  forms  of  adverse  suggestion 
are  infinite  and  diverse  and  often  constitute  the 
dominant  factor  in  disease.  Adverse  suggestions  may 
be  derived  from  the  circumstances  of  the  outer 
environment  as  well  as  from  the  conditions  of  the 
inner  self.  That  is,  suggestion  may  be  self  imposed 
as  well  as  superimposed.  T he  degree  of  individual 
susceptibility  to  suggestion  varies  from  slight  to 
marked,  but  no  person  is  entirely  free  of  its  influ- 
ence whether  he  thinks  he  “comes  from  Missouri” 
or  actually  is  highly  impressionable  and  gullible. 

Adverse  suggestion  usually  reaches  a patient 
through  friends,  family,  nurses  and  doctors;  inno- 


cently, unintentionally,  and  without  their  being 
aware  of  what  they  are  doing.  None  of  these  persons  1 
would  deliberately  indoctrinate  a patient  against  re- 
covery but  even  the  most  astute  clinicians  sometimes 
do  so  unawares.  The  effects  upon  vasomotor  stabil- 
ity which  result  from  mental  and  emotional  stress 
are  occasionally  obvious  but  more  often  they  are 
subtle  and  obscure.  A potent  source  of  stress  is  the 
confusion  and  uncertainty  induced  by  the  casual 
remarks  of  friends.  Any  patient  with  a chronic 
affliction  is  likely  to  be  the  daily  recipient  of  gratui- 
tous advice  and  suggestion.  In  the  course  of  a single 
day  a patient  recently  was  told  by  Dr.  A.  who 
came  to  take  a blood  sample,  that  sixteen  months 
was  nothing  for  her  disease;  sixteen  years  was  more 
like  it.  By  Dr.  B.  who  inspected  her  glasses  she  was 
advised  to  receive  gold  salts  treatment.  Friend  C. 
urged  her  not  to  rest  but  to  be  up  and  doing  all  of 
the  time.  Friend  D.  spurned  blood  chemistry  as  1 
worthless  and  advised  the  use  of  massage  of  a par- 
ticularly brutal  type.  This  patient  has  a low  blood 
pressure  and  has,  for  years,  suffered  from  vasomotor 
instability.  It  must  be  obvious  that  the  effect  of  such 
a series  of  assaults  would  be  disastrous.  This  expe- 
rience suggests  that  it  might  be  well  for  many  sick 
persons  if  they  could  be  insulated  against  such  ran-  I 
dom  contacts,  however  innocent  they  appear  on  the 
surface. 

While  the  application  of  adverse  suggestions  may 
be  overlooked  in  their  subtle  forms,  they  are  plainly 
seen  in  their  more  blatant  exhibitions.  Thus  the 
widespread  incidence  of  constipation,  or  more  cor- 
rectly the  laxative  habit,  may  be  traced  to  the 
implantation  upon  infants  of  inhibitory  impulses  | 
which  were  only  intended  to  develop  at  an  early  ; 
age  certain  aestheticisms  devoid  of  physiological 
basis.  The  continuance  of  constipation  into  later 
life  is  promoted  by  misinformation  derived  from 
advertising  and  its  pseudo-scientific  pontifications 
which  purport  to  enlighten  the  ignorant  concerning 
intestinal  physiology.  The  slogan  about  something 
that  works  while  you  sleep  suggests  to  some  per- 
sons that  a drug  must  be  taken  or  important  work 
will  not  be  done.  Physicians  must  accept  part  of  the 
blame  for  their  share  in  this  ridiculous  business. 
While  enemas  and  castor  oil  may  occasionally  serve 
a useful  purpose  their  importance  does  not  warrant 
any  exalted  position  in  the  doctor’s  bag  of  tricks.  A 
delightful  retired  clergyman  aged  ninety-two, 
having  recovered  from  acute  pneumonia,  felt 
obliged  to  remonstrate  with  his  physician  at  the 
same  time  that  he  expressed  gratitude  for  the  skill 
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which  had  brought  him  through  a serious  illness. 
His  complaint  revolved  around  the  doctor’s  concern 
about  the  patient’s  bowels.  He  said  that  they  never 
troubled  him  because  for  fifty  years  he  had  regu- 
larly twice  a week,  moved  them  with  an  enema! 
Vigorous  at  ninety-two;  what  price  daily  laxatives! 

Clinicians  may  be  surprised  to  know  that  many 
persons  buy  arch  supports  in  drug  and  shoe  stores 
under  the  impression  that  they  are  essential  to  the 
prevention  of  flat  feet.  Perhaps  there  is  no  surer 
way  to  induce  flat  foot,  and  so  the  problem  here  is 
similar  to  that  concerned  with  the  advertising  non- 
sense with  regard  to  the  sluggish  bowel  and  the  need 
for  laxatives.  Such  examples  of  physical  disorder  due 
to  the  use  of  suggested  therapy  could  be  multiplied 
indefinitely. 

Both  in  the  promotion  of  illness  and  in  the  pre- 
vention of  recovery  there  is  a great  variety  of 
mechanisms  which  effectively  implement  adverse 
suggestions.  Some  of  these  are  easily  perceived  while 
others  are  obscure  and  their  presence  may  escape  the 
most  astute  clinician.  An  example  of  such  a mech- 
anism came  about  in  the  case  of  a surgeon  who  had 
reduced  by  open  operation  a displaced  fracture  of 
his  young  son’s  humerus.  A plaster  shoulder  spica 
was  used  for  immobilization  and  the  patient  was 
both  comfortable  and  relatively  unrestrained  for 
six  weeks.  Shortly  before  it  was  time  to  remove  the 
plaster  case  the  boy  became  pale  and  worried  look- 
ing. By  great  good  luck  his  distressed  parent  suc- 
ceeded in  locating  the  source  of  this  change.  The 
boy  admitted  that  he  was  worried  because  he  had 
been  told  by  several  people  that  his  troubles  would 
begin  when  the  cast  came  off,  that  his  arm  would 
then  be  subjected  to  daily  manipulations  of  the  most 
painful  kind.  The  impression  thus  picked  up  as  it 
dropped  from  careless  tongues  had  been  so  strong 
that  this  small  patient  had  become  terrified.  This, 
of  course,  is  only  a variation  on  the  popular  theme 
of  the  ordeal  of  stitch  removal.  Thoughtless  persons 
have  so  magnified  the  horrors  of  this  procedure  that 
countless  patients  have  needlessly  suffered  in  antici- 
pation. It  would  be  naive  to  suppose  that  suffering 
is  less  when  it  is  vicarious  or  anticipatory;  dread 
of  the  unknown  may  be  the  worst  of  all  fears. 

A ruddy  faced  young  farmer,  accustomed  to  the 
tragedies  of  the  barnyard  and  the  slaughterhouse, 
suddenly  blanched  when  informed  that  his  small 
daughter  required  an  open  reduction  for  a fracture 
of  the  elbow.  He  was  incapable  of  going  with  her 
to  the  hospital  and  his  aged  father  undertook  that 


task  while  the  young  man  remained  at  home  and 
endured  an  orgy  of  apprehension.  The  horrible 
aspects  of  surgery  had  been  so  impressed  upon  him 
that  he  could  feel  nothing  else  about  a hospital. 

A common  method  for  suggesting  fear  to  a patient 
arises  out  of  the  universal  hospital  custom  of  stand- 
ing around  a patient’s  bed  and  carrying  on  an  earnest 
discussion  of  the  signs,  symptoms,  laboratory  reports 
and  history.  Deep  in  thought,  the  staff  appears 
grave,  serious,  and  concerned  while  the  discussion 
is  carried  on  in  that  peculiar  medical  jargon  which 
is  less  understandable  to  the  uninitiated  than  a 
foreign  language.  Then,  the  session  being  finished 
and  an  order  given  to  the  resident,  the  group  passes 
to  the  next  bed  without  an  explanatory  word  nor 
even  a single  reassuring  glance  for  the  subject  of  all 
this  formality.  Out  of  this  some  kind  of  a suggestion 
is  conveyed  to  the  patient  and  none  is  more  likely 
than  a sense  of  the  gravity  of  his  plight,  alone  and 
helpless,  surrounded  by  unfriendly  or  uncompre- 
hending people  who  tell  him  nothing  in  words  and 
who  even  hide  their  thoughts  behind  enigmatic 
smiles.  Out  of  all  this  many  persons  become  im- 
pressed with  the  idea  that  their  illness  is  serious  and 
the  havoc  this  causes  is  furthered  by  the  plain  impli- 
cation that  they  are  considered  to  be  either  too  ill 
or  too  dumb  to  grasp  a sensible  explanation.  The 
whole  thing  is  intensified  by  the  frustration  that 
naturally  accompanies  the  failure  to  penetrate  the 
poker  faced  smile  of  those  whom  he  regards  as 
superior  beings. 

Another  handy  and  ubiquitous  device  for  pro- 
longing illness  is  the  premature  discussion  of  the 
possiblity  of  future  operative  surgery.  No  one  can, 
with  equanimity,  face  the  prospect  of  a surgical 
operation  and  from  the  standpoint  of  most  patients 
there  is  no  distinction  between  minor  and  major 
procedures.  While  an  objective  attitude  is  essential 
to  the  development  of  the  clinician’s  thoughts  it  is 
equally  important  for  him  to  possess  a capacity  for 
subjective  projection  to  enable  him  to  arrive  at  the 
solution  best  suited  to  any  clinical  problem.  Sensi- 
tive and  conscientious  persons  approach  difficulties 
in  a calvinistic  attitude.  To  them  the  hardest  way  is 
the  best  way;  the  idea  that  an  operation  may  ulti- 
mately be  necessary  is  followed  by  a train  of 
scruples  which  effectively  prevent  recovery  until 
the  operation  has  been  performed. 

Adverse  suggestions  sometimes  develop  out  of  the 
methods  of  enlightening  a patient  about  the  nature 
of  his  trouble.  Just  here  the  clinician  finds  himself 
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treading  on  thin  ice.  He  must  not  arouse  the  patient’s 
suspicions  and  he  ought  not  to  be  untruthful.  1 he 
truth  is  relative  and  in  his  effort  to  be  honest  the 
clinician  must  be  sure  to  advance  his  explanations  on 
a basis  suited  to  the  understanding  of  each  person; 
otherwise  the  most  veracious  statement  may  lodge 
in  the  patient’s  mind  as  a falsehood. 

It  is  difficult  to  put  this  matter  in  terms  that  are 
both  concrete  and  comprehensive.  The  point  is  that 
while  a patient  ought  to  be  informed  about  his  con- 
dition to  the  extent  of  his  capacity  for  understand- 
ing, with  the  explanation  there  should  be  an 
accompaniment  of  kindness  and  consideration  as 
well  as  an  atmosphere  of  the  commonplace.  In 
doing  this  it  is  not  necessary  to  be  either  deceptive 
nor  secretive  and  it  is  essential  to  avoid  harshness 
and  over-emphasis.  A “compressed  vertebra”  de- 
scribes an  injury  while  a “broken  neck”  suggests 
death.  It  is  not  more  truthful  to  say  the  “lungs  are 
solid”  than  to  say  they  are  “congested.”  A “hem- 
orrhage” sounds  more  ominous  than  “bleeding.”  An 
“enlarged  joint”  is  less  distressing  than  a “bunion.” 
In  the  minds  of  many  persons  “arthritis”  represents 
wheel  chair  crippling.  If  one  is  discussing  a form  of 
rheumatism  in  which  ankylosis  seldom  occurs  the 
term  arthritis,  while  honest,  may  represent  a false- 
hood to  the  patient. 

Many  years  ago  a wise  country  doctor  demon- 
strated his  method  of  dealing  with  this  ticklish 
problem.  The  patient  was  an  elderly  farmer  suffer- 
ing from  a decompensated  heart.  The  doctor  told 
him  that  his  blood  was  thin  and  that  he  must  lay 
off  heavy  work  for  a time  and  take  a tonic.  The 
tonic  was  infusion  of  digtalis.  In  a week  the  patient 
reported  a great  improvement,  l he  patient  had  not 
been  told  a lie  because  he  did  have  a secondary 
anemia,  but  neither  had  he  been  told  the  whole 
truth  since  to  him  heart  disease  meant  imminent 
death  and  this  would  not  have  been  true. 

The  evasive  prognosis  is  one  of  the  handiest  de- 
vices yet  discovered  for  the  production  of  adverse 
suggestions.  This  method  first  confuses  the  victim 
and  then  introduces  doubts  concerning  the  wisdom 
of  his  advisers.  It  is  easy  for  the  clinician  to  pat  a 
shoulder  and  dash  away  leaving  in  his  wake  a few 
cheery  words;  “you’ll  be  all  right  pretty  soon;” 
“don’t  worry,”  “we’ll  fix  you  up  in  no  time.”  By 
these  methods  intelligent  persons  are  confused  and 
it  is  unlikely  that  such  vagueness  would  comfort  a 
moron.  Confusion  leads  to  doubt  and  skepticsm 
which  induce  worry,  and  the  end  result  is  anxiety. 


When  a patient  is  suffering  with  a disease  which 
necessarily  has  a long  course  it  is  best  to  give  him 
the  facts  rather  than  to  allow  him  to  wonder  why 
that  cheery  “pretty  soon”  has  become  several  weeks. 
The  discovery  that  “no  time  at  all”  is,  in  fact,  a long 
time  makes  a patient  suspect  that  something  is 
wrong,  either  with  himself  or  with  his  doctor. 
Without  being  harsh  a considerate  clinician  can 


explain  any  disorder  and  point  out  its  nature,  its 
self  limiting  features  and  its  usual  length.  Under- 
standing these  things  and  realizing  the  likelihood 
that  he  may  feel  worse  before  he  is  over  it,  a patient 
is  reassured  and  can  then  face  without  distress  quite 
a series  of  discouraging  days. 

In  his  book  “Honesty,”  Dr.  Richard  Cabot  has  a 
chapter  on  honesty  in  medicine.  Cabot’s  thesis 
throughout  this  book  is  that  a lie  never  is  justifiable; 
he  goes  so  far  as  to  condemn  the  placebo  as  a form 
of  falsehood,  but  even  he  admits  that  strict  honesty 
in  prognosis  is  difficult.  Here,  as  in  the  matter  of 
diagnosis  it  is  well  to  remember  that  truth  is  rela- 
tive. However  debatable  this  opinion  may  be  in 
other  areas  of  existence  there  can  be  little  doubt  of 
it  in  the  prognosis  of  disease.  Here  the  most 
veracious  statement  may,  in  the  patient’s  mind,  be- 
come a falsehood.  Thus  the  word  cancer  may  have 
become  permanently  associated  with  a fatal  out- 
come, and  then  no  amount  of  explanation  is  likely 
to  impress  the  patient  with  the  difference  in  degrees 
of  malignancy. 

Characteristic  of  honesty  are  integrity,  or  fair- 
ness, in  conduct,  thought  and  speech.  Fairness  un- 
doubtedly implies  the  need  for  speaking  so  as  to 
convey  to  another  the  actual  truth.  When  a state- 
ment produces  the  effect  of  a falsehood  it  is  not  fair 
regardless  of  its  veracity.  Carrel  says:  “the  outcome 
of  an  illness  in  a given  individual  has  to  be  pre- 
dicted, not  by  a calculation  of  the  probabilities,  but 
by  a precise  analysis  of  the  organic,  humoral  and 
psychological  personality  of  this  individual.”  It  is, 
therefore,  manifestly  impossible  to  be  honest  in  one’s 
prognosis  without  such  an  analysis,  just  as  it  is  im- 
possible to  successfully  minister  to  sick  persons  if 
the  physician  “instead  of  his  patients  sees  the  disease 
described  in  the  treatises  on  medicine.”  An  artist 
trying  to  give  an  honest  impression  of  a simple  table, 
for  an  example,  finds  it  necessary  to  draw  curving  or 
slanting  lines  where  only  straight  lines  exist.  By 
such  means  perspective  is  produced  in  the  sketch 
and  thus  the  observer  gains  an  impression  of  depth 
and  substance.  If  the  artist  refused  to  draw  a slant- 
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ing  line  because  it  is  not  truthful,  he  could  only 
sketch  a sort  of  monstrosity  which  would  create  in 
the  mind  of  the  observer  a false  impression. 

Exact  rules  can  not  be  laid  down  but  the  principle 
is  clear.  The  clinician  is  faced  by  the  dual  objective 
of  being  honest  both  with  himself  and  with  the 
patient.  This  can  be  accomplished  by  presenting 
the  truth  with  fairness  and  integrity.  This  requires 
such  an  exposition  of  the  subject  as  will  enable  the 
particular  person  to  acquire  the  correct  impression. 
Thus,  when  a patient  inquires  about  the  hazards  of 
an  operation  it  is  truthful  to  reply  that  all  opera- 
tions are  dangerous.  This  would  not  be  an  honest 
reply,  however,  unless  that  patient  could  be  made  to 
realize  that  crossing  the  street  also  is  dangerous  and, 
statistically,  perhaps  more  dangerous  than  a sur- 
gical procedure.  If  a given  person  is  not  capable  of 
taking  in  such  a true  impression  it  is  obviously  im- 
possible to  be  honest  with  him.  Under  such  circum- 
stances ingenuity  must  be  called  upon  in  the  efFort 
to  convey  the  truth  to  that  person. 

A young  woman  recently  read  in  a lay  magazine 
an  article  about  circulatory  disorders  of  the  lower 
extremities.  In  the  course  of  this  article  diabetes 
was  given  as  one  of  the  causes  of  gangrene.  The 
article  did  not  say  that  gangrene  occurred  in  con- 
trolled diabetes  but  the  patient,  a diabetic  of  long- 
standing, gained  the  impression  that  she  was  doomed 
to  have  “her  legs  rot  off.”  Upon  her  the  net  effect 
of  the  truth  was  an  utter  falsehood. 

During  the  past  twenty  years  the  prognosis  of 
tuberculosis  has  improved  in  company  with  a de- 
cline in  its  incidence.  The  disease  is  not  now  as 
frightening  to  most  people  as  it  was  a generation 
ago.  It  is  now  possible  to  tell  a patient  the  exact 
truth  without  giving  him  the  false  impression  of 
complete  hopelessness  which  he  would  have  gained 
a few  years  earlier.  This  brings  us  to  the  heart  of 
this  clinical  problem  which  the  clinician  must 
squarely  face  by  recognizng  the  complex  nature  of 
the  situation  and  by  endeavoring  to  secure  for  each 
person  an  impression  of  the  actual  truth.  1 his  usually 
necessitates  gearing  the  explanation  to  the  under- 
standing of  the  particular  individual.  A country 
doctor  once  handed  his  stethoscope  to  an  embryo 
physician  and  asked  him  to  listen  to  the  chest  of  a 
middle  aged  farmer’s  wife.  The  cub  heard  bronchial 
breathing  and  thought  the  patient  had  pneumonia. 
But  he  was  informed  that  the  consolidation  had 
existed  for  twenty  odd  years  and  was,  in  reality,  due 
to  an  arrested  tuberculous  lesion.  The  doctor  never 


had  told  his  patient  the  nature  of  her  trouble  and 
since  she  lived  to  a ripe  age  his  course  seems  to  have 
been  justified.  He  would  have  refused  to  tell  a lie 
but  as  long  as  he  was  not  pressed  he  simply  called  it 
a chronic  bronchitis.  Since  the  prognosis  was  favor- 
able this  explanation  gave  the  patient  a more  truth- 
ful impression  than  she  would  have  obtained  from 
an  exact  qualification  of  the  kind  of  bronchitis. 

The  presence  of  confidence  in  the  physician  as 
well  as  its  absence  is  capable  of  conveying  sugges- 
tions to  the  patient.  Failure  to  produce  a feeling  of 
confidence  in  his  patients  often  results  from  an 
attitude  of  inattention  and  when  this  is  coupled  with 
an  appearance  of  haste  and  of  worry  the  effect  is 
disastrous.  It  has  been  said  of  Wilmer  that  he  was 
the  greatest  authority  of  his  time  in  the  field  of 
ophthalmology,  not  because  he  was  technically  so 
expert,  but  because  of  his  interest  in  people  and  his 
understanding  of  his  patients.  Out  of  these  attributes 
be  induced  in  his  patients  an  attitude  of  serenity 
and  confidence.  Such  attitudes  are  not  brought 
about  through  joshing,  sidestepping  or  clowning; 
they  are  the  products  of  genuine  interest,  of  calm- 
ness of  mind,  of  clarity  of  expression  and  of  kind- 
ness of  disposition. 

The  object  of  first  importance  to  the  physician  is 
to  cure  or  to  relieve  his  patient  but  this  object  fre- 
quently is  frustrated  by  the  influence  of  adverse 
suggestion.  In  order  to  prevent  these  developments 
it  is  necessary  to  comfort  the  patient,  to  encourage 
him  and  to  secure  for  him  serenity  of  mind  even 
though  this  may  require  a curtailment  of  the  diag- 
nostic study.  Extensive  study  defeats  its  object  when 
it  produces  doubt,  confusion,  frustration,  apprehen- 
sion and  fear. 

Patients  commonly  receive  adverse  suggestions 
through  the  lack  of  a satisfactory  explanation  of 
the  reasons  for  an  operation  or  for  a special  diagnos- 
tic procedure.  Basically  the  relation  between  patient 
and  physician  is  a partnership  and,  in  fairness,  the 
senior  partner  ought  to  extend  to  the  junior  the 
courtesies  which  this  relationship  calls  for.  The 
clinician  can  enhance  the  effectiveness  of  his  ex- 
planation by  an  attitude  of  readiness  and  willingness. 
An  appearance  of  reluctance  to  discuss  these  matters 
detracts  from  the  value  of  the  discussion,  while  a 
cheerfully  volunteered  discussion  creates  a sense  of 
heightened  security.  In  order  to  avoid  the  develop- 
ment of  a train  of  adverse  suggestions  it  is  essential 
that  the  clinician  should  anticipate  the  questions 
which  inevitably  lie  in  the  patient’s  mind;  questions 
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which  may  be  too  technical  for  him  to  express. 
Nothing  is  more  frustrating  to  an  invalid  than  the 
necessity  for  extracting  information  from  a doctor 
who  stubbornly  maintains  a sphinx-like  silence  or 
whose  replies  are  so  guarded  and  delphic  that  they 
add  to  the  confusion.  Added  to  this  is  the  uncom- 
fortable sense  of  inferiority  generated  by  the  feel- 
ing that  the  news  is  being  censored. 

Another  instance,  among  the  countless  examples 
that  could  be  cited,  of  the  devastating  effects  of 
fear  is  found  in  the  situation  of  a patient  who  real- 
izes that  he  is  sick  but  who  does  not  know  the 
nature  of  the  disease  nor  the  means  by  which  it 
can  be  combatted.  These  two  unknown  quantities 
are  loaded  with  potentialities  for  the  induction  of 
fear.  By  discussion  alone  is  it  possible  for  the  clin- 
ician to  banish  this  basis  for  fear  and  thus  to  make  it 
possible  for  the  patient  to  contemplate  his  position 
with  serenity.  Many  patients  fear  cancer  so  badly 
that  they  won’t  even  menion  the  subject,  but  this 
makes  it  necessary  to  put  this  matter  in  its  proper 
place  as  quickly  as  possible. 

Few  persons  understand  the  nature  of  disease  and 
still  fewer  have  any  conception  of  the  existence  of 
disorders  which  depend  upon  mechanical  factors, 
or  of  those  which  represent  only  disturbances  in 
physiology,  or  that  great  group  of  disturbances 
which  are  of  emotional  origin.  Lacking  any  under- 
standing of  these  conditions,  many  persons  load 
upon  their  feeble  backs  an  ingeniously  contrived 
burden  of  adverse  suggestions.  The  truth  of  this 
state  of  affairs  is  shown  by  the  gleam  of  joy  and 
relief  which  suddenly  lights  the  eyes  of  medical 
persons  when  they  are  reliably  informed  that  their 
own  affliction  is  mechanical  in  origin  and  that  it  is 
neither  inflammatory  nor  degenerative.  Caution 
must  be  the  watchword  in  explaining  the  mechan- 
isms of  functional  disorders  of  emotional  origin. 
Nothing  is  gained  by  an  implication  that  sufferings 
are  imaginary,  and  it  is  harmful  for  a person  to  gain 
the  impression  that  he  is  magnifying  his  distress. 
These  ideas  are  too  frequently  conveyed  to  patients 
and  they  are  so  harmful  that  it  is  the  physician’s 


of  the  sympathetic  nervous  system  can  be  explained 
to  nearly  every  patient  and  on  this  basis  there  can 
be  built  a reasonable  explanation  of  the  nature  of 
functional  disorders. 

There  is  no  more  productive  source  of  adverse 
suggestions  than  the  one  which  is  derived  from 
tardy  or  inadequate  discussion  of  the  nature  of  func- 


tional diseases.  This  is  true  even  of  patients  trained  Ip 
in  medicine,  such  as  nurses,  technicians  or  physicians  l0( 
occupied  in  non  clinical  branches  of  medicine. 
Recently  a registered  nurse  was  seen  in  connection 
with  a disability  due  to  a lame  back  and  sciatica. 
She  had  been  treated  by  several  competent  special-; 
ists  and  her  treatment  had  included  operations,! 
physical  therapy  and  braces.  She  was  discouraged, 
disappointed  and  scared  to  pieces,  having  eventually 
lost  weight,  strength  and  sexual  interest.  A long- 
discussion  covered  the  relative  harmlessness  of  her 
condition  and  the  functional  nature  of  the  situation 
was  lightly  touched  upon.  By  good  fortune  her 
fears  were  thus  overcome  and  several  months  later 
she  reported  to  express  her  gratitude  for  her  full 
recovery,  but  she  still  was  a little  puzzled  as  to  how  I 
one  conversation  could  have  cured  her! 

On  the  whole  it  is  likely  that  physicians  are,  in 
this  respect,  about  as  badly  placed  as  nurses.  One  j 
specialist  in  a clinical  branch  which  did  not  require  || 
close  attention  to  cardiology  was  distressed  by  an 
attack  of  sub-sternal  pain  which  in  the  course  of 
thirty-six  hours  became  severe.  He  finally  called  in 
his  family  physician  realizng  that  for  several  hours 
his  distress  had  been  almost  equally  due  to  the  pain 
and  to  the  uncertainty  as  to  its  cause.  As  soon  as  he  j! 
was  told,  quietly  and  calmly,  that  the  pain  was  due 
to  an  acute  coronary  thrombosis  he  was  relieved  ! 
and  turned  over  and  went  to  sleep.  Any  fumbling  | 
or  evidence  of  equivocation  on  the  part  of  the 
family  doctor  would  have  given  rise  to  adverse 
suggestions  but  the  specialist,  with  his  mind  relieved 
and  armed  with  dependable  knowledge,  realized 
that  rest  was  the  best  remedy  and  that  since  the  out- 
come was  in  the  lap  of  the  gods  he  might  as  well 
relax.  Any  adverse  suggestions  that  might  have 
developed  out  of  the  realization  of  the- grave  nature 
of  the  disease  were  neatly  scotched  by  the  doctor’s 
citing  the  good  recovery  made  by  several  of  the 
patient’s  friends. 

The  unfortunate  suggestions  associated  with 
operative  surgery  can  often  be  limited  by  an  ade- 
quate explanation  of  the  reasons  for  resorting  to 
surgery.  Whenever  it  is  possible  the  surgeon  ought 
to  make  clear  the  difference  between  a palliative 
and  an  imperative  operation.  Since  the  object  of 
palliative  surgery  is  to  take  advantage  of  the  choice 
of  evils,  the  patient  is  heartened  by  realizing  that  he 
possesses  some  latitude  of  choice.  Usually  he  will 
accept  the  surgeon’s  advice,  but  now  he  can  do 
this  with  the  comforting  knowledge  that  he  is  a 


party  to  the  decision;  this  removes  the  possibility 
of  his  feeling  coerced  which  often  is  accompanied 
bv  adverse  suggestions. 

Seriously  sick  patients  are  less  in  need  of  exten- 
sive discussion  because  they  are,  mercifully,  pro- 
tected from  many  ordinary  dreads  and  fears  through 
the  beneficent  dulling'  of  their  sensibilities  through 
the  action  of  the  disease  itself.  Such  patients  usually 
have  become  reconciled  to  their  fate.  Their  horizon 
has  been  reduced  to  the  intimate  and  the  trivial,  at 
the  same  time  “all  his  heart  and  his  senses  perceived 
were  taking  on  a deep  autumnal  tone  and  an  in- 
creased vividness”  in  the  words  of  that  gallant  sick 
man  Hans  Zinsser. 

Extensive  discussions  with  seriously  sick  persons 
usually  are  not  desirable.  They  only  become  con- 
fused and  fatigued.  Their  questions  should  be 
promptly  and  briefly  answered  and  they  never 
should  be  evaded  nor  diverted  by  irrelevant  replies. 
It  is  safe  to  follow  their  lead  and  to  be  alert  to  cover 
such  questions  as  are  asked  and  to  include  answers 
to  the  questions  they  would  like  to  ask  if  they  had 
the  strength  to  express  them.  It  should  be  remem- 
bered that  the  lassitude  associated  with  grave  illness 
often  is  accompanied  by  a heightened  suspicious- 
ness which  feeds  upon  trivial  substances  and  nour- 
ishes a whole  train  of  adverse  suggestions.  On  this 
account  the  clinician  should  avoid  arousing  the 
patient’s  suspicions  through  whispered  conversations 
with  nurse  or  family  and  through  enigmatic  re- 
marks and  mysterious  looks,  nods  and  smiles.  It  is 
a good  rule  never  to  speak  unless  you  are  willing  to 
be  heard;  unconscious  persons,  like  the  deaf,  often 
hear  the  very  thing  you  do  not  want  them  to  hear. 

Further  elaboration  of  this  subject  is  not  neces- 
sary; many  clinicians  recognize  the  importance  of 
the  role  played  by  adverse  suggestion.  For  them  a 
reminder  may  provide  the  incentive  towards  a more 
effective  integration  of  this  factor  in  their  manage- 
ment of  sickness.  That  some  reminder  is  needed  is 
evident  from  the  continued  occurrences  which  show 
that  adverse  suggestion  still  is  an  important  element 
in  illness.  Some  of  this  may  be  due  to  the  commonly 
held  notion  that  the  occult  or  the  relatively  im- 
ponderable factors  in  disease  are  so  abstruse  that 
they  require  the  aid  of  psychoanalysis.  This  attitude 
on  the  clinician’s  part  indicates  that  he,  himself,  has 
become  the  subject  of  suggestion.  Just  because  a 
clinician  has  been  impressed  by  the  brilliance  of 
certain  exposures  of  dark  corners  in  the  genesis  of 
certain  diseases  it  does  not  follow  that  he  must 


sidestep  all  of  the  implications  in  the  field  of 
psychology. 

An  interested  and  sympathetic  clinical  observer 
should  not  experience  any  difficulty  in  discovering 
that  a patient  is  frightened,  worried,  harrassed, 
frustrated  or  distracted.  Nor  is  it  invariably  neces- 
sary to  probe  the  depths  of  the  subconscious  mind 
to  discover  the  reasons,  since  they  are  frequently 
evident  in  the  superficial  regions  of  existence.  By 
his  prestige  and  an  air  of  learning  and  integrity  a 
clinician  often  is  able  to  relieve  a patient  of  a load 
of  adverse  suggestions  without  knowing  how  he 
has  done  it.  This  seldom  occurs  if  the  clinician’s 
manner  indicates  uncertainty,  inattention  and  lack 
of  interest.  To  the  patient  a jittery  physician  sug- 
gests the  jitters;  a calm  manner  and  a dignified  and 
judicious  aspect  suggest  confidence  and  serenity. 
The  sympathetic  nervous  system  can  function 
normally  only  in  the  presence  of  serenity.  To  in- 
duce this  may  be  the  most  effective  therapy  that 
could  be  found. 

The  simple  assurance  that  they  are  not  peculiar 
and  that  their  sensations  are  quite  common  may  go 
far  towards  promoting  the  recovery  of  sensitive 
persons  who  have  become  imbued  with  the  idea  that 
others  do  not,  under  like  circumstances,  react  as 
they  do.  A young  matron  being  delivered  of  her 
first  baby  was  chagrined  by  her  own  violence  in 
expressing  her  pain.  The  obstetrician  immediately 
re-established  her  confidence  by  saying  that  there 
was  no  impropriety  in  complaining  because  only  a 
feeble  minded  person  would  be  so  foolish  as  not  to 
complain  when  he  was  being  hurt. 

This  machine  age  with  its  mass  production  and 
inhuman  cities  is  notable  for  a propensity  to  place 
round  pegs  in  square  holes.  Persons  who  are  thus 
coerced  by  environment  are  frequent  victims  of 
adverse  suggestions  which  derive  from  feelings  of 
inadequacy  and  frustration.  The  clinician  can  help 
these  persons  to  restore  a sense  of  security  and 
serenity  by  a sympathetic  understanding  of  their 
problems  and  by  showing  how  common  they  are 
and  how  normal  under  the  circumstances.  Lonely, 
conscientious  and  sensitive  people  are  heartened  by 
the  knowledge  that  others  share  their  difficulties 
and  that  fate  has  not  singled  them  out  for  a special 
form  of  torture. 

The  wise  clinician  should  realize  that  loneliness  is 
depressing  and  that  depression  magnifies  the  force 
of  suggestion.  A young  woman  living  in  a small 
town  recently  became  alarmed  by  the  pain  and  dis- 
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ability  associated  with  her  menstrual  periods.  I he 
history  and  physical  examination  ruled  out  an 
organic  basis  but  it  was  learned  that  she  lived  alone 

D 

and  had  few  companions  and  no  diversions.  Games 
and  exercise  were  ordered  and  these  brought  about 
wholesome  and  natural  contacts  with  congenial 
persons.  Within  a few  weeks  this  patient  enthu- 
siastically reported  the  disappearance  of  her  prob- 
lems. Loneliness  had  prompted  suggestions  of  only 
the  serious  aspect  of  menstrual  pain. 

The  course  of  the  clinician  is  clear.  His  chief 
function  is  to  teach  patients  how  to  cure  themselves. 
This  means  that  he  must  erect  no  obstacles  which, 
through  adverse  suggestion,  are  capable  of  obstruct- 
ing the  patient’s  progress.  At  the  same  time  the 
clinician  must  try  to  remove  those  subversive  sug- 


gestions which  have  already  been  planted  in  the 
patient’s  mind.  This  requires  on  the  clinician’s  part 
an  understanding  of  the  person  with  whom  he  is 
dealing,  a far  more  difficult  task  than  that  of 
recognizing  the  nature  of  the  disease  to  which  the 
patient  happens  to  be  acting  as  host.  To  such  tasks 
as  these  the  clinician  must  bring  ripe  talents  in  the 
form  of  technical  ability,  patience,  sympathy,  kind- 
ness and  the  power  to  project  his  imagination  into 
the  patient’s  personality.  Without  these  all  of  the 
scientific  measurements  of  laboratory  and  clinic 
may  be  worthless.  The  conclusion  of  these  matters 
may  be  expressed  in  the  words  of  Carrel:  “Medical 
knowledge  should  go  beyond  the  science  of  diseases. 
The  physician  must  clearly  distinguish  the  sick 
human  being  described  in  his  books  from  the  con- 
crete patient  whom  he  has  to  treat  . . .” 


FEDERALLY  CONTROLLED  MEDICAL  CARE 
The  Opinion  of  Candidates  From  Connecticut  Seeking  Election  to  the  Congress 

of  the  United  States 

S.  1 1 6 1 — The  Wagner-Murray-Dingell  Bill 


Over  a period  of  several  months  the  Society  has 
sought  by  correspondence  and  interview  the 
opinion  of  the  present  representatives  in  the  Con- 
gress of  the  United  States,  and  candidates  seeking 
election,  on  federally  controlled  medical  care,  par- 
ticularly as  it  is  embodied  in  the  Wagner-Murray- 
Dingell  Bill.  These  opinions  are  expressed  verbatim 
as  received. 

From  United  States  Senators  from  Connecticut 

FRANCIS  MALONEY  (DEM.) 

Mr.  Maloney’s  term  does  not  expire  and  he  is  not 
a candidate  for  election  in  1944. 

“Up  to  now  (some  months  ago)  I have  not  had  a 
chance  to  very  carefully  examine  S.  1 161  but  as  soon 
as  circumstances  permit  I shall  study  it  carefully.” 

JOHN  A.  DANAHER  (rEP.) 

Mr.  Danaher  is  a candidate  for  reelection  in 
November. 

“There  are  many  who  believe  that  the  administra- 
tion will  this  year,  an  election  year,  press  for  passage 
of  this  legislation,  but  not  before  its  medical  pro- 


visions will  have  been  dropped.  I will  be  glad  to 
communicate  with  you  again  regarding  this  legisla- 
tion after  the  hearings  have  been  held  and  the  views 
of  those  interested  have  been  canvassed  for  the 
problem  is  fundamental.” 

BRIEN  MCMAHON  (DEM.) 

Mr.  McMahon  is  seeking  election  in  November 
in  opposition  to  Mr.  Danaher. 

“Let  me  first  say  that  I do  not  approve  of  S.  1 161. 
To  my  mind  it  does  not  represent  the  best  approach 
to  the  problem  with  which  it  seeks  to  deal.  I would 
view  with  apprehension  the  setting  up  of  so  vast 
and  intricate  an  organization  as  is  contemplated  by 
the  Wagner-Murray-Dingell  Bill.  We  have  by  no 
means,  as  I see  it,  reached  a stage  requiring  govern- 
ment controlled  medicine.  I think  the  concept  is 
false  and  that  the  plan  would  run  counter  to  so  many 
well  settled  instincts  and  practices  that  it  would  not 
be  workable.  I do  not  think  we  shall  reach  an  ulti- 
mate solution  until  we  get  the  full  benefit  and 
significance  of  the  experimentation  that  is  now 
going  forward  in  many  parts  of  the  country.  . . . 
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that  there  is  a vital  social  question  to  be  dealt  with 
no  group  more  thoroughly  understands  than  the 
medical  profession  itself.  The  cost  of  medicine  is  an 
inescapable  problem  in  the  face  of  unmet  medical 
needs.  Any  plan  for  medical  care  to  be  adequate 
should  take  in  consideration  the  vast  number  of 
people  in  limited  incomes,  lhe  gap  between  the 
frankly  indigent  and  the  well-to-do  must  somehow 
be  bridged.  To  care  for  and  maintain  the  health  of 
the  Nation  as  a whole  is  one  of  the  prime  requisites 
of  a vigorous  and  happy  people.  . . . it  is  my 

hope  that  in  the  end  we  shall  evolve  a method  which 
will  contemplate  a friendly  partnership  between 
federal,  state  and  local  governments,  as  well  as  the 
professional  and  voluntary  groups  that  may  prop- 
erly give  force  and  coherence  to  the  general  plan. 
In  these  matters  I think  the  medical  profession  owes 
it  to  itself  to  take  the  lead.  Under  any  feasible  plan 
the  physicians  should  carry  the  responsibility  for  the 
supervision  and  actual  rendering  of  medical  service. 
No  other  group  is  qualified  or  competent  to  do  this 
job.  I have  no  doubt  that  the  Connecticut  State 
Medical  Society  is  actively  concerned  with  this  mat- 
ter. If  elected  Senator  I should  value  the  advice  and 
assistance  of  your. organization  and  of  other  groups 
concerned  with  the  public  health  and  the  physical 
and  mental  well  being  of  our  people.” 

House  of  Representatives 
First  Congressional  District— consisting  of 
Hartford  County 

WILLIAM  J.  MILLER  (REP.) 

Mr.  Miller  is  the  present  Representative  from  the 
First  District  and  is  seeking  reelection. 

”1  can  express  it  very  briefly  and  bluntly  by  say- 
ing that  I am  definitely  opposed  to  this  legislation 
(S.  1 1 61).  No  one  in  Congress  has  a higher  regard 
for  the  medical  profession  than  I have  and  I think 
it  would  be  a grave  mistake  to  pass  such  a bill  as 
proposed  in  the  Wagner-Murray-Dingell  bill.  Need- 
less to  say,  I will  oppose  this  type  of  legislation  at 
every  opportunity. 

HERMAN  P.  KOPPLEMANN  (DEM.) 

Mr.  Kopplemann  is  seeking  election  from  the  First 
District  in  opposition  to  Mr.  Miller. 

“Your  use  of  quotation  marks,  ‘socialized  medi- 
cine,’ is  commendable  because  it  indicates,  I think, 
that  you  as  well  as  I know  that  the  term  is  a mis- 
nomer. There  is  not  now,  and  there  never  has  been, 
before  the  Congress  of  the  United  States  a bill 
designed  to  socialize  medicine.  Any  attempt  to 


socialize  medicine  or  any  other  profession  or  indus- 
try would  be  contrary  to  the  fundamental  concept 
of  democracy,  and  on  that  score  my  record  is  my 
defense.  In  line  with  my  life-long  fight  to  achieve 
economic  security  for  all  segments  of  the  people,  I 
want  the  benefit  of  medical  care— and  that  includes 
preventive  medicines— extended  as  widely  as  pos- 
sible. You  will  agree  that  in  every  community  num- 
erous cases  of  serious  illness  could  be  avoided,  if 
proper  care  and  treatment  were  made  available 
earlier— impossible  now  because  the  persons  involved 
cannot  afford  it.  The  Armed  Services  will  testify  to 
the  fact  that  large  numbers  of  our  young  men  were 
given  medical  treatment  on  induction— treatment 
which  in  large  measure  would  have  been  unneces- 
sary if  national  health  standards  had  been  on  a higher 
level.  Thus  training  was  impaired  and  the  cost  of 
training  greatly  enhanced.  And  this  applied  to  many 
men  coming  from  families  economically  above  the 
category  of  the  submerged  third.  You  may  be 
assured  that  I will  support  legislation  which  provides 
adequate  medical  care  for  our  people,  which  will 
preserve  the  traditional  doctor-patient  relationship, 
permitting  free  choice  of  physician  by  patient,  and 
which  will  not  injure  the  medical  profession.” 

Second  Congressional  District— consisting  of 
Tolland , Windham,  New  London  and 
Middlesex  Counties 

JOHN  D.  MC  WILLIAMS  (REP.) 

Mr.  McWilliams  is  the  present  Representative 
from  the  Second  District  and  is  seeking  reelection. 

“I  am  opposed  to  the  Wagner-Murray-Dingell 
bill  as  it  is  now  written.” 

CHASE  GOING  WOODHOUSE  (DEM.) 

Mrs.  Woodhouse  is  seeking  election  from  the 
Second  District  in  opposition  to  Mr.  McWilliams. 

“Medical  and  hospital  care  for  persons  in  the 
lower  income  brackets  is  a question  in  which  I have 
been  deeply  interested  for  many  years— especiallv 
since  the  publication  of  the  reports  of  the  Com- 
mittee on  the  Cost  of  Medical  Care.  Those  reports 
pointed  out  that  large  sections  of  our  population 
were  receiving  inadequate  medical  care  because  of 
cost,  of  lack  of  doctors  and  dentists  in  rural  areas, 
and  lack  of  hospital  facilities.  While  without  ques- 
tion the  situation  depicted  by  the  Committee  has 
improved  during  the  past  ten  years,  the  draft  rejec- 
tion statistics  point  clearly  to  the  fact  that  there  is 
still  much  to  do  before  the  general  health  standards 
of  the  American  people  reach  a level  at  all  relative 
to  the  magnificent  potentialities  of  American  medi- 
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cal  research  and  practice.  For  that  reason  I am  in 
favor  of  some  form  of  hospitalization  and  health 
insurance  which  will  make  possible  adequate  medi- 
cal care  for  the  great  bulk  of  our  population.  The 
average  earnings  of  the  lower  income  groups  are  not 
sufficient  to  provide  such  care.  The  average  physi- 
cian and  dentist  earns  an  annual  income  which  is  far 
from  “high”  and  also  gives  much  time  to  free 
service.  Some  form  of  insurance  should  make  it 
possible  for  adequate  medical  care  to  be  provided 
for  our  people  and  at  the  same  time  .provide  for 
more  reasonably  adequate  earnings  for  physicians 
and  dentists.  . . . 1 do  not  understand  that  any 

of  the  proposed  plans  call  for  payment  from  general 
taxation  nor  that  they  would  put  medical  practi- 
tioners under  a federal  control,  nor  would  they  limit 
the  patient  in  his  or  her  choice  of  a physician  or 
dentist  or  hospital.  Hospital  insurance  plans  seem  to 
have  been  successful.  My  idea  would  be  to  extend 
the  insurance  feature  to  medical  care.  The  insurance 
would  have  to  be  under  government  management  as 
is  our  unemployment  compensation.  Private  insur- 
ance companies  have  not  been  able  to  develop  health 
insurance  at  rates  which  even  the  middle  income 
brackets  can  afford.  My  belief  in  state  and  federal 
regulations  is  that  if  and  as  long  as  the  states  fulfill 
their  obligations  and  the  general  economic  and  social 
situation,  in  this  case,  mobility  of  the  population, 
makes  it  possible,  the  states  should  be  the  dominant 
factor  in  administration.  In  addition  to  a health  in- 
surance plan  I should  like  to  see  more  adequate 
medical  service  provided  for  the  rural  communities 
and,  as  a step  in  that  direction,  a more  cordial  atti- 
tude on  the  part  of  medical  schools  and  hospitals 
toward  women  medical  students  and  internes.” 

Third  Congressional  District— consisting  of  the 
towns  of  Cheshire,  Meriden,  Wallingford,  Bethany, 
Hamden,  North  Haven,  North  Branford,  Guilford , 
Madison,  Woodbridge,  Orange,  West  Haven,  Mil- 
ford, New  Haven,  East  Haven  and  Branford 

RANULF  COMPTON  (REP.) 

Mr.  Compton  is  the  present  Representative  from 
the  Third  District  and  is  seeking  reelection. 

O 

“I  want  you  to  know  that  I am  unalterably 
opposed  to  this  proposed  legislation  (S.  1161)  in  its 
present  all  inclusive  and  broad  form  and  I have  no 
hesitation  in  adding  that  there  is  little  likelihood  that 
it  will  be  acted  upon  by  the  78th  Congress.” 

JAMES  P.  GEELAN  (DEM.) 

Mr.  Geelan  is  seeking  election  in  the  Third  Dis- 


trict in  opposition  to  Mr.  Compton  but  his  nomina- 
tion was  made  at  so  late  a date  that  his  opinion  could 
not  be  obtained  for  this  compilation. 

Fourth  Congressional  District— consisting  of 
Fairfield  County 

CLARE  BOOTH  LUCE  (REP.) 

Mrs.  Luce  is  the  present  Representative  from  the 
Fourth  District  and  is  seeking  reelection.  She  did 
not  reply  to  three  inquiries  from  the  Society  seek- 
ing her  opinion  on  this  legislation. 

MARGARET  CONNORS  (DEM.) 

Miss  Connors  is  seeking  election  in  opposition  to 
Mrs.  Luce.  She  did  not  reply  to  two  inquiries. 

Fifth  Congressional  District— consisting  of  Litchfield 
County  and  the  towns  of  South  bury , Middle  bury , 
W at er bury , Wolcott,  Oxford,  Naugatuck,  Prospect, 
Beacon  Falls,  Seymour,  Ansonia  and  Derby 

JOSEPH  E.  TALBOT  (REP.) 

Mr.  Talbot  is  the  present  Representative  from  the 
Fifth  District  and  is  seeking  reelection. 

“I  am  against  this  type  of  legislation  and  will 
vote  against  it  or  any  substitute  like  it.” 

PETER  B.  HIGGINS  (DEM.) 

Mr.  Higgins  is  seeking  election  as  Representative 
from  the  Fifth  District  in  opposition  to  Mr.  Talbot. 

“I  am  in  favor  of  the  enactment  of  this  bill  (S. 
1 1 61)  by  Congress.  Most  of  the  people  with  whom 
I have  talked,  who  are  familiar  with  the  provisions 
of  the  bill,  also  are  in  favor  of  it.  ...  1 realize 

that  many  doctors  oppose  the  measure  and  I do  not 
find  fault  with  them  for  this.  It 'is  as  hard  for  medical 
men  to  adjust  themselves  to  new  ideas  as  it  is  for 
other  groups  of  people.  I will  not  express  an  opinion 
on  ‘socialized  medicine.’  I do  not  regard  the  Wag- 
ner-Murray-Dingell  Bill  as  ‘socialized  medicine’  so  I 
can  not  accept  this  as  being  the  issue.  My  conception 
of  the  bill  is  that  it  is  a means  by  which  the  people, 
through  their  government,  can  establish  security  in 
a number  of  forms,  of  which  medical  and  hospital 
care  is  a part.  It  would  involve  an  increase  in  social 
security  payroll  deduction,  but  the  amount  of  pro- 
tection provided,  both  in  the  field  of  economic 
security  and  provisions  for  medical  care,  could  not 
be  purchased  as  inexpensively  under  any  existing  or 
proposed  private  system.  I do  not  regard  the  Bill  as 
perfect,  but  I think  it  spells  out  a great  measure  of 
human  progress.” 
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Representative  at  Large 

B.  P.  MONKIEWICZ  (REP.) 

Mr.  Monkiewicz  is  the  present  Representative  at 
Large  from  Connecticut  and  is  seeking  reelection. 

“Be  assured  that  I am  opposed  to  this  legislation 
and  have  been  from  the  time  the  scheme  was  in- 
augurated. I am  most  emphatically  opposed  to  the 
socialization  of  medicine  and  shall  vote  against  this 
measure  if  and  when  it  comes  up  for  action  on  the 
Floor  of  the  House.” 

JOSEPH  F.  RYTER  (DEM.) 

Candidate  for  Representative  at  Large. 


“It  is  my  understanding  that  there  is  pending 
before  Congress  a bill  dealing  with  the  subject,  but 
I have  not  as  yet  seen  a copy  of  this  bill  nor  am  I 
fully  acquainted  with  its  provisions.  However,  may 
I state  to  you  that  legislation  dealing  with  socialized 
medicine  will  receive  my  studied  consideration  as 
I am  of  the  opinion  that  some  legislation  of  limited 
form  will  be  of  great  benefit  to  people  who  because 
of  dire  financial  circumstances  are  unable  to  secure 
proper  medical  attention.  Such  limited  legislation 
would  be,  in  my  opinion,  of  great  benefit  not  only 
to  the  prospective  recipients  of  the  benefits,  but  also 
to  the  medical  profession  as  a whole.” 
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Our  Returning  Colleagues 

With  the  war  in  Europe  entering  its  final  stages, 
it  is  not  unlikely  in  the  months  to  come  that  some, 
and  possibly  many,  of  our  colleagues  who  have  been 
with  the  armed  forces  will  return  to  civil  life.  It  is 
not  too  early  for  our  Society  as  a whole  and  its 
members  as  individuals  to  consider  those  things 
which  can  be  done  which  will  aid  in  the  reestablish- 
ment of  these  men  in  medical  practice.  Many  will 
choose  to  return  to  their  homes  and  renew  the  prac- 
tice which  they  relinquished  when  they  so  gener- 
ously responded  to  the  call  to  duty.  Others  have 
expressed  a desire  to  further  their  education  by 
postgraduate  study,  chiefly  in  hospital  practice. 
The  central  office  of  our  Society  is  already  func- 
tioning as  a center  of  information  and  direction  for 
these  men  and  hopes  to  increase  its  usefulness  in  this 
noteworthy  enterprise.  The  real  responsibility,  how- 
ever, is  one  which  each  of  us  must  share,  for  it  is 


chiefly  by  our  individual  elTort  that  the  best  success 
of  the  endeavor  can  be  assured. 

Every  opportunity  must  be  surveyed  with  a view 
to  aiding  these  returning  colleagues.  For  example, 
with  the  already  planned  postwar  expansion  of  hos- 
pital facilities  throughout  the  State,  many  new  staff 
positions  should  become  available.  Those  respon- 
sible for  appointments  to  the  attending  and  courtesy 
staffs  of  such  institutions  should  welcome  an  oppor- 
tunity to  recognize  the  fine  service  which  these  men 
have  given.  In  a recent  editorial  in  this  Journal  it 
was  suggested  that  the  formation  of  partnerships 
would  be  of  mutual  advantage  to  those  who  are 
now  at  home  and  to  those  who  will  return. 

The  record  of  our  doctors  in  this  war  is  a proud 
achievement  for  Connecticut  Medicine  and  it  must 
never  be  forgotten  that  these  men  volunteered  their 
services  in  this  crisis.  Nor  must  be  forgotten  the 
sacrifices  which  they  have  made,  for  some  gave 


their  very  lives.  Those  who  return  to  us,  and  some 
have  already  done  so,  must  be  made  to  realize  the 
pride  which  we  take  in  their  achievements.  In  the 
thanks  which  we  would  render  to  them,  let  us  re- 
solve that  as  far  as  possible  the  expression  of  our 
gratitude  shall  be  something  more  than  words  of 
praise,  which  we  so  gladly  give  them. 

The  National  Health 

Scare  headlines  have  followed  the  publication  of 
health  conditions  as  shown  by  the  medical  examina- 
tion of  draft  age  men.  The  public  has  received  an 
impression  of  a shocking  state  of  health  and  the  need 
for  drastic  measures  to  improve  it.  This  subject  has 
been  discussed  in  a Senate  Subcommittee  hearing 
and  in  medical  journals  as  well  as  in  the  press.  What 
basis  is  there  for  these  alarms?  What  do  the  figures 
mean?  As  observations  they  may  mean  a great  deal 
but  as  conclusions  they  certainly  merit  scrutiny. 
They  should  not  be  blindly  accepted  as  cause  for 
wholesale  campaigns  of  so-called  conditioning  until 
they  are  better  understood  and  until  the  purposes  of 
the  remedial  programs  are  better  understood. 

It  should  be  noted  at  once  that  the  published  per- 
centages refer,  in  some  instances,  not  to  the  total 
examinations  but  to  the  total  rejections.  In  tuber- 
culosis, for  example,  2.7  per  cent  is  the  number  of 
the  rejections.  But  this  is  only  8 per  cent  of  the  total 
examined  which  makes  quite  a different  impression 
and  one  that  may  be  received  with  rejoicing  rather 
than  dejection. 

Great  distress  has  resulted  from  the  realization 
that  one-third  of  the  rejections  were  for  neuro- 
psychiatric causes.  But  this  staggering  figure  shrinks 
to  10.9  per  cent  when  the  total  number  of  examina- 
tions is  considered.  But  even  this  figure  is  meaning- 
less since  it  appears  that  illiterates  were  included  in 
this  classification.  Another  mitigating  consideration 
may  exist  in  the  possibility  that  the  authorities  might 
have  felt  that  it  was  necessary  to  reject  the  potential 
as  well  as  the  actual  cases  of  neuropsychiatric  dis- 
order. It  therefore  seems  likely  that  the  standards 
and  the  definitions  in  this  category  were  too  rigid  to 
be  of  practical  significance. 

Syphilis  is  given  as  the  cause  of  rejection  in  71.1 
per  cent  but  this  is  really  2.2  per  cent  of  the  total 
examined  and  this  might  be  considered  encouraging 
if  it  had  any  real  meaning.  Unfortunately,  it  means 
very  little  since  syphilitics  have  been  accepted  as 
rapidly  as  facilities  for  their  treatment  permitted. 
Greater  significance  attaches  to  the  reported  4.3  per 


cent  of  positive  serologic  tests  in  the  first  2,000,000 
men  examined. 

While  cardiovascular  diseases  caused  6.5  per  cent 
of  the  rejections  this  means  that  these  diseases  were 
found  in  only  2 per  cent  of  the  men  examined.  This 
and  the  1 .7  per  cent  diagnosed  as  hernia  may  be  con- 
sidered interesting  figures  from  which  to  begin  con- 
structive thinking  and  planning  but  they  ought  not, 
by  themselves,  to  be  thought  of  as  alarming. 

Of  course  it  is  sobering  to  find  that  mental  de- 
ficiency caused  13.9  per  cent  of  the  rejections.  This 
amounts  to  4.3  per  cent  of  the  total  examined  but 
since  illiterates  and  those  failing  to  meet  minimum 
intelligence  standards  were  included  the  figure  at  is 
stands  has  little  dependable  meaning. 

In  contrast  to  the  alarms  which  these  draft  figures 
have  caused  are  the  results  of  the  examination  of 
5,620  school  children  recently  reported.  Only  1.6  per 
cent  had  organic  heart  disease.  And  to  the  astonish- 
ment of  the  investigators  pulmonary  tuberculosis 
was  found  in  only  0.05  per  cent.  The  low  incidence 
of  syphilis  also  gave  cause  for  gratitude.  Only  0.33 
per  cent  gave  positive  serological  reactions  and  when 
white  children  only  were  considered  this  figure 
dropped  to  0.09  per  cent.  While  such  statistical  pub- 
lications may  cause  some  persons  to  view  with  alarm 
while  others  at  the  same  time  may  feel  warranted  in 
pointing  with  pride,  it  is  to  be  hoped  that  medicine 
will  not  be  stampeded  in  either  direction.  The  con- 
tinued progress  of  the  crusade  for  improving  the 
health  depends  upon  enlightenment  and  upon  calm 
judgment  and  it  will  only  be  hindered  by  excitement 
and  by  the  ill  considered  proposals  which  too  often 
arise  out  of  the  lack  of  balance  with  which  facts  and 
figure  frequently  are  viewed. 

Prescribing  Barbiturates 

Barbiturates  and  certain  other  sedatives  are  recog- 
nized as  dangerous  and  habit  forming  drugs,  and  in 
many  states  their  sale  is  restricted  by  law  to  physi- 
cians’ prescriptions.  Legislation  aiming  toward  such 
control  was  introduced  before  the  General  Assem- 
bly of  Connecticut  in  1943  and  received  a good  deal 
of  support.  Unfortunately,  limiting  sales  to  pre- 
scription is  not  enough  for  it  has  been  found  that  the 
indiscriminate  dispensing  on  the  part  of  physicians 
is  also  a public  hazard  and  therefore  the  restraint  of 
dispensing  is  often  included  in  legislation  for  drug 
control.  This  makes  for  inconvenience  for  the 
physician  who  uses  drugs  legitimately  and  it  was 
upon  this  basis  that  physicians  opposed  the  legisla- 
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tion  introduced  in  1943  and  the  measure  was  not 
passed.  Instead,  a fine  agreement  on  the  part  of 
pharmacists  was  instituted  which  limits  the  sale  of 
these  hypnotics  and  other  dangerous  drugs  to  physi- 
cians’ prescriptions. 

The  Dairy  and  Food  Commission,  the  Pharmacy 
Commission  and  the  druggists  of  Connecticut  are  to 
be  complimented  on  the  public  spirit  they  have 
displayed  in  this  connection.  Physicians  have  a 
responsibility  that  is  even  greater  than  the  pharma- 
cists’ and  the  points  made  in  Mr.  Plank’s  article 
published  in  this  issue  of  the  Journal  are  deserving 
of  careful  consideration. 

Medicine  and  Politics 

The  profession  of  medicine  has  for  all  time  looked 
askance  upon  entering  public  politics,  and  it  has 
been  rightfully  concerned  about  public  politics 
entering  medicine.  The  latter  state  of  affairs  is  here 
beyond  what  is  usually  realized.  The  Journal  this 
month  publishes  a detailed  canvass  of  the  opinion 
of  candidates  for  Congress  from  Connecticut  on  the 
controversial  subject  of  tax  supported  medical  care. 
It  is  the  first  time  that  the  Society  has  undertaken 
to  inform  its  members  so  specifically  on  a political 
subject.  The  article  should  be  read  with  care  by  all. 

Reports  from  reliable  sources  in  Washington  indi- 
cate that  influence  is  being  exerted  by  labor  groups 
to  have  hearings  on  the  Wagner- Murray-Dingell 
Bill  prior  to  the  national  election  and  it  is  thought 
likely  that  hearings  may  be  held  in  the  early  fall. 
Disagreement  is  increasing  among  Representatives 
who  fear  public  opposition  to  further  taxes  and 
Senators  whose  reelection  hangs  upon  labor  votes. 
It  is  considered  unlikely  that  any  action  will  be 
taken  by  this  Congress  beyond  the  holding  of  public 
hearings  for  their  propaganada  value. 

Dr.  Lawrence  Goes  to  Washington 

It  has  been  announced  that  Dr.  Joseph  Lawrence, 
Executive  Officer  and  legislative  representative  at 
Albany  for  the  Medical  Society  of  the  State  of  New 
York,  has  accepted  appointment  as  Secretary  to  the 
Council  on  Medical  Service  and  Public  Relations  of 
the  American  Medical  Association.  Dr.  Lawrence 
will  proceed  with  the  development  of  the  Washing- 
ton office  for  the  Council  which  he  began  by  serving 
as  Consultant  to  the  Council. 

The  Washington  office  has  been  needed  for  a long 
time  and  it  holds  promise  of  being  of  great  useful- 
ness to  American  medicine.  No  one  may  say  to 
what  extent  its  influence  can  develop.  Its  progress 
will  not  be  simple  and  no  matter  what  its  policies 


may  be  they  will  not  be  universally  accepted.  There 
are  those  who  will  insist  that  it  become  a militant  1 
political  force  and  let  the  chips  fall  where  they  will. 
Others  believe  that  it  is  beneath  the  dignity  of  medi- 
cine to  enter  the  hustings  and  loudly  plead  its 
cause.  There  will  be  a temptation  to  hold  a middle 
course  but  that  will  not  be  easy  to  do  even  under  so  = 
skillful  and  experienced  a pilot  as  Dr.  Lawrence. 
Friends  in  Connecticut  wish  him  bon  voyage  and 
pledge  their  understanding  and  help. 

Suggestion 

We  are  pleased  to  present  in  this  issue  an  article 
by  Dr.  Paul  P.  Swett  on  Suggestion  as  a Cause  of 
Disease.  From  an  extensive  experience  in  practice 
he  tells  us  that  suggestion  can  work  not  only  for  j 
but  also  against  the  patient.  He  emphasizes  that  for 
the  true  clinician  there  is  no  pneumonia  or  appendi- 
citis or  backache  but  always  a patient  who  must  be 
treated  as  the  person  he  is.  Dr.  Swett  reminds  us 
also  that  good  bedside  manners  are  a conditio  sine  ! 
qua  non  for  the  real  physician. 

Albert  W.  Buck 

The  editors  of  this  Journal  mourn  the  passing  of 
Albert  W.  Buck  as  a colleague  in  Medicine  and  as  a 
friend.  His  career  in  Connecticut  as  Superintendent 
of  the  New  Haven  Hospital  and  later  in  a similar 
position  at  the  Hungerford  Hospital  in  Torrington 
demonstrated  an  unusual  ability  as  an  administrator 
and  as  an  organizer.  In  these  capacities  he  was  im- 
mensely aided  by  his  great  capacity  for  friendship 
and  his  unalloyed  honesty  of  purpose.  In  both  of 
these  institutions  his  unusual  personality  cemented 
the  intramural  relationships  of  professional,  nursing 
and  administrative  staffs  to  a degree  that  remains  in 
the  mind  as  a fine  example  of  the  truly  successful 
hospital  administrator.  In  the  former  institution  his 
interest  in  the  members  of  the  house  staff  of  physi- 
cians and  their  affection  for  him  was  a wholesome 
and  inspiring  experience  to  be  long  remembered.  In 
his  more  recent  position  he  showed  an  enthusiasm 
for  his  work  in  Torrington,  which  is  well  demon- 
strated by  the  excellent  reputation  of  the  institu- 
tion of  which  he  was  so  proud.  His  love  for  the 
Litchfield  hills  was  sincere  and  his  roots  in  her  soil 
had  already  gone  deep  when  he  was  called  away. 
In  his  latter  years  there  he  had  become  much  inter- 
ested in  the  medical  tradition  of  Litchfield  County 
and  he  had  started  measures  for  a collection  of  its 
memorabilia.  The  carrying  on  of  this  project  would 
be  a fitting  memorial  to  the  contribution  to  Con- 
necticut Medicine  of  Albert  Whitehouse  Buck. 
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Medical  Sciences  at  Brown  University 

Brown  University,  sensing  its  postwar  respon- 
sibilities in  the  field  of  medical  education,  has  estab- 
lished a department  of  medical  sciences.  It  is  not 
contemplated  that  a full  medical  curriculum  will  be 
developed  but  the  department  is  designed  to  meet 
the  needs  and  desires  of  recent  graduates  of  medical 
schools  whose  postgraduate  studies  in  certain  spe- 
cialized fields  of  medical  science  had  been  inter- 
rupted by  military  service  and  it  hopes  to  perform 
a number  of  important  functions  within  the  Univer- 
sity and  in  the  relationship  of  the  University  to  the 
medical  profession  and  hospitals  of  the  community. 
The  University  further  plans  to  cooperate  in  the 
development  of  programs  of  postgraduate  study  and 
research  for  members  of  the  resident  staffs  of  hos- 
pitals. 

Connecticut  wishes  this  new  enterprise  success 
and  congratulates  those  responsible  for  it  for  their 
vision  and  willingness  to  meet  new  challenges  for 
service.  Historians  will  recall  that  Brown  once  had 
a full  fledged  medical  department  (1811-1828) 
which  has  been  cited  often  as  the  first  experiment 
in  “full  time”  medical  teaching  in  America. 

''Hilltop  Views” 

Over  the  editorial  desk  comes  our  first  view  of 
the  appropriately  named  Hilltop  Views,  a publica- 
tion in  the  interest  of  the  Charlotte  Hungerford 
Hospital  of  Torrington.  We  welcome  the  new  jour- 
nal as  well  worthy  to  take  an  important  place  among 
similar  publications  of  other  Connecticut  hospitals. 
Hilltop  Views  expresses  in  an  unmistakable  way  the 
fine  public  spirit  for  which  Torrington  long  has 
I been  noted.  If  all  of  the  hospital  communities  in  our 
country  were  conscious  of  their  obligations  to  this 
common  interest  in  a like  manner,  there  would  be 
very  much  less  talk  of  the  federalized  control  of 
medical  practice. 

Doctors  Nichols  and  Gold  Excel  at  Golf 

Ralph  W.  Nichols  of  New  Haven  successfully 
' completed  the  defense  of  his  Connecticut  Seniors’ 


Golf  Association  championship  over  the  Shuttle 
Meadow  Club  course  in  New  Britain  during  the 
torrid  days  of  August.  His  total  score  of  162  was 
made  up  of  an  83  on  the  New  Britain  course  and  a 
79  obtained  earlier  in  the  season  at  New  Haven. 
Congratulations ! 

James  Douglas  Gold  of  Bridgeport  posted  the 
lowest  score  in  Class  AA  of  the  Association  at  the 
Shuttle  iMeadow  Country  Club.  His  gross  was  101, 
net  71.  Dr.  Gold  is  to  be  congratulated  on  such  an 
accomplishment  attained  when  well  beyond  the 
Biblical  span  of  life.  In  Class  B,  Edward  E.  Rowell 
of  Stamford  posted  a gross  score  of  86,  but  four 
strokes  more  than  the  low  gross  for  that  class. 

Dr.  Campbell  Reelected 

At  its  annual  meeting  held  in  Chicago  recently, 
Hugh  S.  Campbell  of  Norwich,  treasurer  of  the 
State  Medical  Society,  was  reelected  secretary- 
treasurer  of  The  American  Trudeau  Society. 

A.  M.  A.  Reclassified  for  Taxes 

According  to  a news  dispatch  dated  Chicago,  June 
20,  1944  and  issued  by  the  International  News  Serv- 
ice, the  American  Medical  Association  has  been 
officially  characterized  by  Circuit  Judge  Michael 
Feinberg  as  an  organization  which  engaged  in 
propaganda  activities  and  lobbying.  Judge  Feinberg 
ordered  the  A.  M.  A.  to  pay  more  than  $500,000 
in  State  unemployment  compensation  and  old  age 
benefit  levies  on  salaries  paid  653  employees  since 
1 937* 

The  I.N.S.  reports  that  “in  his  ruling,  Judge 
Feinberg  upheld  an  unemployment  compensation 
board  of  review  decision  that  the  A.  M.  A.  is  not 
exclusively  an  educational  or  scientific  organization, 
and  declared  the  organization  had  violated  the  pur- 
poses stated  in  its  charter  by  engaging  in  propaganda 
activities.  The  decision  ended  a suit  for  a writ  of 
certiorari  filed  by  the  A.  M.  A.  last  July  29  against 
the  State  Department  of  Labor,  in  Illinois,  in  which 
it  asked  to  be  declared  exempt  from  provisions  of 
the  Federal  and  State  Social  Security  laws.” 


DRIP!  DRIP!  DRIP!  — Doctors  and  surgeons  everywhere  are 
enthusiastic  about  the  new  “Dry  BrowT”  in  the  operating  room.  It  is  extremely 
light  and  comfortable  to  wear  and,  rinsed  out  in  cold  water  first,  its  cooling 
effect  persists.  Its  ability  to  absorb  nine  times  its  own  weight  in  perspiration 
assures  few  interruptions  to  wipe  glasses  or  mop  faces.  Price?  Seventy-five 
cents.  (Extra  utility:  Some  doctors  use  “Dry-Brow”  golfing,  others  playing 
tennis.)  For  sale  at  the  Professional  Equipment  Company,  New  Haven. 

(See  PAGE  2) 
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FROM  THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  m.d. 

GRACE  MOONEY,  ph.d. 

258  Church  Street  New  Haven 


ALBERT  W.  BUCK,  Ph.D. 

Although  not  a member  of  the  Society,  Albert  Buck  was  so  closely  associated 
with  it  that  physicians  throughout  the  state  knew  him  well.  His  entire  career  had 
been  occupied  in  pursuits  closely  allied  to  medicine— public  health  work  with  the 
Red  Cross  in  the  Balkans  after  World  War  I,  assistant  administrator  at  Johns 
Hopkins  Hospital,  Superintendent  of  the  New  Haven  Hospital  for  many  years 
during  its  rebuilding,  and  latterly  Director  of  the  Charlotte  Hungerford  Hospital, 
Torrington.  The  Secretary  feels  a great  sense  of  personal  loss  in  the  passing  of  an 
intimate  friend,  a keen  critic,  and  interesting  companion.  Dr.  Buck  died  while  on 
vacation  at  his  boyhood  home  in  Orland,  Maine,  on  September  12. 


Absentee  Ballots  for  Medical  Officers 

The  Secretary’s  Office  has  completed  requests  to 
the  Registrars  of  Voters  in  70  towns  in  the  state  to 
provide  members  of  the  Society  now  on  military 
service  with  absentee  ballots  for  voting  in  the  gen- 
eral election  in  November.  More  than  500  of  these 
requests  were  filed  and  with  the  exception  of  a few 
whose  service  addresses  are  not  known  all  members 
of  the  Society  absent  from  their  homes  on  military 
service  shall  be  provided  absentee  ballots. 

Trustees  of  the  Building  Fund 


Pharris  was  associated  with  the  Bureau  of  Industrial 
Hygiene  of  the  State  Department  of  Health  before 
joining  the  United  Aircraft  medical  staff. 

Evaluation  Study  of  Serodiagnostic 
Laboratories 

1 he  Advisory  Committee  for  the  Connecticut  I 
Evaluation  Study  of  Serodiagnostic  Laboratories  j 
met  in  New  Haven  on  September  2 1 for  a review 
of  the  1944  study  of  serological  laboratories.  It  is 
believed  that  the  report  of  the  study  will  be  pub- 
lished at  an  early  date. 


The  Trustees  of  the  Society’s  Building  Fund, 
under  the  chairmanship  of  Dr.  James  D.  Gold,  met 
in  New  Haven  on  September  14. 

New  Member  of  the  Committee  On 
Industrial  Health 

The  Executive  Committee  of  the  Council  has  ap- 
pointed Dr.  Crit  Pharris  of  the  United  Aircraft 
Corporation,  East  Hartford,  a member  of  the 
Society’s  Committee  on  Industrial  Health.  Dr. 


Study  of  the  Chronically  Sick 

The  Medical  Advisory  Committee  to  the  Public  j 
W elfare  Council  on  the  Study  of  the  Care  of  the 
Chronically  Sick  met  in  New  Haven  on  September 
2 1 for  consultation  with  Mr.  Karl  F.  Heiser  who  is 
directing  the  study  for  the  Public  Welfare  Council. 

I he  data  gathered  by  Mr.  Heiser’s  staff  were  re- 
viewed and  there  was  some  preliminary  discussion 
of  recommendations  that  might  arise  from  the  results 
of  the  survey. 
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Physicians  Recommended  For  Licensure 

The  Connecticut  Medical  Examining  Board  has 
announced  the  names  of  three  additional  candidates 
who  were  recommended  for  licensure  to  practice 
medicine  in  Connecticut  in  the  July  examinations: 
George  H Brown,  Middletown 
Franklin  P.  Wherry,  Middletown 
Milton  S.  Fine,  New  York  City. 

Waterbury  Hospital  Staff  Opposes  X-ray 
Fees  In  Hospital  Plan 

The  Staff  at  the  Waterbury  Hospital  has  disap- 
proved the  inclusion  of  payment  for  professional 
services  in  the  contract  of  the  Connecticut  Hospital 
Service  by  unanimously  passing  the  following  reso- 
lution 

“The  Waterbury  Hospital  Staff  go  on  record  as 
being  opposed  to  the  inclusion  of  payment  for  pro- 
fessional services  by  the  Hospital  Plan.  A copy  of 
these  motions  be  sent  to  the  Secretary  of  the 
Efficiency  Committee  with  the  request  that  it  be 
transmitted  to  the  Directors  of  the  Hospital  imme- 
diately.” 

Secretary  of  the  Fairfield  County 
Association 

J.  Grady  Booe  of  Bridgeport,  who  served  for 
many  years  as  Secretary  of  the  Fairfield  County 
Medical  Association  and  was  not  a candidate  for 
reelection  at  the  annual  meeting  in  April  of  this 
year,  has  resumed  the  office  of  Secretary  of  that 
Association  in  place  of  Joseph  H.  Watts,  resigned. 


Attorney  for  New  York  Radiologists 
Offers  Solution 

The  attorney  for  the  Joint  Council  of  Patholo- 
gists, Radiologists,  Anesthetists,  and  Physical  Ther- 
apy Physicians  of  New  York  State  has  issued  a 


statement  bearing  on  the  present  controversy  be- 
tween radiologists  and  hospitals.  He  says  that  in  New 
York  State  any  hospital  rendering  a bill  for  medical 
services  is  holding  itself  out  as  being  able  to  diag- 
nose, treat,  operate,  or  prescribe  for  any  human 
disease  and  by  rendering  the  bill  indicates  that  it  has 
undertaken  to  diagnose,  treat,  operate,  or  prescribe 
for  some  human  disease.  This  is  practising  medicine. 
Since  hospitals  are  not  licensed  by  the  regents  or 
the  Education  Department  to  practise  medicine  or 
registered  as  required  by  the  statute  it  is  illegal  for 
them  to  practise  medicine.  The  practice  of  medicine 
in  a hospital  by  a physician  member  of  the  staff  is 
an  exception,  but  not  the  practice  of  medicine  by 
the  hospital  itself. 

It  is  unlawful  for  a hospital  to  render  a bill  in  its 
name  for  services  performed  by  physicians  who  are 
pathologists,  radiologists,  anesthetists,  or  physical 
therapists.  Even  if  this  were  not  so,  physicians,  by 
accepting  a salary  or  commission  from  the  hospital 
for  services  rendered,  subject  themselves  to  the 
penalty  of  having  their  licenses  to  practise  medicine 
revoked  or  otherwise  jeopardized.  Under  the  Work- 
men’s Compensation  Law  in  New  York  State,  a 
physician  cannot  participate  directly  or  indirectly 
in  the  division  of  a fee  received  by  a hospital, 
assuming  for  the  purpose  of  argument  that  the  hos- 
pital can  render  a bill.  The  hospital  cannot  charge 
for  x-ray  examination,  diagnosis,  or  treatment  be- 
cause this  constitutes  the  practice  of  medicine  which 
is  forbidden  to  the  hospitals,  and  for  the  reason 
that  any  arrangement  by  which  the  hospital  renders 
the  bills  and  pays  the  physician  a salary  in  one  form 
or  other  subjects  the  physician  to  the  penalty  of 
having  his  license  to  practise  medicine  revoked,  and 
under  the  workmen’s  compensation  act  to  the  pen- 
alty of  being  disqualified  to  undertake  such  practice. 

The  solution  lies  in  having  the  pathologist,  the 
anesthetist,  and  the  physical  therapist  bill  the  patient 
for  the  services  they  render,  and  the  hospital  bill 
the  patient  for  whatever  charges  it  incurs  in  the  care 
and  use  of  facilities  which  it  affords  the  patient. 


YOURS  FOR  THE  BASKING-  Our  complete  rental  service 

includes  various  types  of  sun  lamps  available  to  your  patients  on  prescription. 
Everyone  who  needs  the  tonic  benefits  of  ultra-violet  these  busy  “all  out” 
days,  cannot  spare  the  time  to  bask  on  the  beach,  but  details  on  PROFES- 
SIONAL summer  sun  for  everyone,  for  convenient  bedroom  use,  is  yours 
for  the  asking.  Professional  Equipment  Co.,  New  Haven. 

(See  PAGE  2) 
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COUNTY  ASSOCIATION  MEETINGS  — OCTOBER  1944 


Fairfield  County  Medical  Association 

Don  J.  Knowlton,  Greenwich  J.  Grady  Booe,  Bridgeport 

President  Secretary 

Wednesday,  October  4,  4:30  p.  m.,  Woodway  Country  Club,  Stamford 

THE  FUTURE  OF  PREPAYMENT  MEDICAL  PLANS 
Louis  H.  Bauer,  Hempstead,  Long  Island 
Trustee,  American  Medical  Association 


Hartford  County  Medical  Association 

D.  C.  Y.  Moore,  South  Manchester  Christopher  J.  McCormack,  Hartford 

President  Secretary 

Tuesday,  October  24,  4:30  p.  m.,  Hunt  Memorial,  38  Prospect  Street,  Hartford 

BUSINESS  MEETING 
Dinner  Hartford  Club  7:00  p.  m. 

Scientific  Program  to  Follow  Dinner 

SYMPOSIUM  ON  THE  TREATMENT  OF  BURNS  FROM  THE  CIRCUS  FIRE 

by  Local  Physicians 


Litchfield  County  Medical  Association 

Arthur  H.  Jackson,  Washington  W.  Bradford  Walker,  Cornwall 

President  Secretary 

Tuesday,  October  3,  The  Mayflower  Inn,  Washngton 
6:00  p.  m.  Dinner  at  7:00  p.  m. 

MEDICAL  EXPERIENCES  IN  GUADALCANAL  Lt.  Comdr.  William  E.  Neff,  MC-USNR 

THE  LANDING  AT  CASABLANCA  Major  Charles  C.  Verstandig,  MC— AUS 


Middlesex  County  Medical  Association 

Louis  Loffredo,  Middletown  Frank  H.  Couch,  Cromwell 

President  Secretary 


I nuRSDAY,  October  12,  4:30  p.  m.,  Edge  wood  Country  Club,  Cromwell 

VIRUS  DISEASES  IN  THE  PRESENT  WAR 
John  R.  Paul,  Professor  of  Preventive  Medicine,  Yale  School  of  Medicine 
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New  Haven  County  Medical  Association 

Andrew  J.  Jackson,  Waterbury  Ralph  E.  McDonnell,  New  Haven 

President  Secretary 

Thursday,  October  26,  4:00  p.  m.,  Waterbury  Country  Club,  Waterbury 

GONORRHEA  AND  ITS  TREATMENT 
Percy  S.  Pelouze,  Assistant  Professor  of  Urology , University  of  Pennsylvania 

DINNER 

CHRONIC  ILLNESS  IN  CONNECTICUT 
Karl  F.  Hcizer,  ph.d.,  Research  Director , Connecticut  Public  Welfare  Council 

New  London  County  Medical  Association 

Albert  Quintiliani,  Norwich  Thomas  Soltz,  New  London 

President  Secretary 

Thursday,  October  5,  4:  30  p.  m.,  Uncas-on  Thames,  Norwich 

BUSINESS  AIEETING  DINNER 

COMMON  URINARY  TRACT  INFECTIONS  IN  CHILDREN 
Meredith  F.  Campbell,  Professor  of  Urology,  New  York  University 


Tolland  County  Medical  Association 

Wendelin  G.  Luckner,  Stafford  Springs  John  E.  Flaherty,  Rockville 

President  Acting  Secretary 

Tuesday,  October  17,  6:00  p.  m.,  Old  Homestead  Inn,  Somers 

DINNER 

THE  TREATMENT  OF  INFECTIONS  WITH  PENICILLIN 
Francis  G.  Blake,  Dean  and  Sterling  Professor  of  Medicine,  Yale  School  of  Medicine 

Windham  County  Medical  Association 

Michael  D.  Riordan,  Willimantic  Brae  Rafferty,  Willimantic 

President  Secretary 

Thursday,  October  19,  12:00  m.,  Putnam  Inn,  Putnam 

LUNCHEON 


RECENT  ADVANCES  IN  THERAPY  (Illustrated) 
William  T.  Salter,  Professor  of  Pharmacology,  Yale  School  of  Medicine 
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Post-War  Planning  for  Intern  Service 


The  Committee  on  Medical  Care  and  Health  of  the  State  Post-War 
Planning  Board,  of  which  Dr.  James  R.  Miller  is  Chairman,  is  concerning 
itself  with  the  improvement  and  extension  of  intern  service  in  Connecticut 
hospitals  after  the  war.  Many  Connecticut  hospitals  were  finding  it 
increasingly  difficult  to  recruit  interns  even  before  the  war  and  the  Com- 
mittee on  Medical  Care  and  Health  believes  that  one  of  the  greatest  serv- 
ices that  could  be  done  for  medical  care  in  the  state  would  be  to  improve 
the  quality  of  intern  service  that  is  generally  available  in  Connecticut 
hospitals. 

This  problem  is  not  exclusive  with  Connecticut  and  it  is  already  being 
considered  by  other  states  and  one  of  the  principal  authorities  in  the  field 
is  Dr.  Reginald  Fitz  of  Boston.  Dr.  Fitz  has  been  a long  time  member  of 
the  Council  on  Medical  Education  and  Hospitals  of  the  American  Medical 
Association  and  has  directed  his  attention  particularlv  to  the  problems  of 
intern  training.  Dr.  Fitz  will  be  the  guest  of  the  Post-War  Planning  Board 
at  an  open  meeting  to  be  held  at  4: 00  o’clock  on  the  afternoon  of  W ednes- 
day,  October  11,  at  the  New  Haven  Medical  Association,  364  Whitney 
Avenue,  New  Haven.  At  that  meeting  Dr.  Fitz  will  discuss  the  subject 
of  intern  recruitment  and  training,  particularly  as  it  applies  to  medium 
sized,  non-teaching  hospitals.  Members  of  intern  committees  of  hospital 
staffs,  members  of  boards  of  directors  and  hospital  administrators  are 
especially  invited  to  attend  this  meeting  and  enter  into  the  discussions  that 
will  develop  and  all  members  of  the  Connecticut  State  Medical  Society 
who  are  interested  in  this  important  and  pressing  subject  are  also  invited 
to  attend. 
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MEDICINE  AND  THE  WAR 

MEDICAL  TECHNICIANS  IN  THE  WAC 

Capt.  Dorothy  L.  Kenna,  WAC,  New  Haven 


A n interesting  development  in  the  personnel 
needs  of  the  Surgeon  General  of  the  Army  is 
his  recent  request  for  the  recruiting  of  20,000 
women  in  the  Women’s  Army  Corps,  to  serve  in 
various  skilled  and  semi  skilled  position  in  Army 
hospitals.  He  has  made  a direct  appeal  in  these 
words:  “As  the  campaign  for  the  liberation  of 
nations  under  the  Axis  yoke  intensifies,  the  need  for 
more  Army  hospital  personnel  grows  by  leaps  and 
bounds.  The  Army  Medical  Department  urgently 
requires  the  services  of  patriotic  young  women,  for 
direct  assignment  or  professional  training  as  hos- 
pital technicians.” 

WACs  have  been  serving  in  Army  hospitals  since 
the  creation  of  the  Corps.  This  new  request  is  con- 
sidered as  evidence  that  they  have  proved  their 
value,  and  a more  definite  program  for  enlistment 
and  assignment  of  new  recruits  is  now  under  way. 
I appreciate  the  opportunity  to  outline  this  program 
to  the  medical  profession  of  Connecticut. 

The  request  is  for  WACs  to  fill  twenty-two  dif- 
ferent jobs,  each  of  which  requires  specific  educa- 
tion or  experience.  Special  provision  has  been  made 
whereby,  before  enlistment , the  qualifications  of 
recruits  are  examined  and  they  are  certified  for 
assignment  to  a specific  job.  This  avoids  any  hazard 
of  malassignment  to  work  for  which  the  recruit  is 
not  qualified  or  which  she  does  not  desire. 

It  has  been  emphasized  to  recruiting  officers  that 
the  emphasis  in  this  program  should  be  primarily 
upon  quality.  For  example,  the  minimum  education- 
al requirement  for  enlistment  is  two  years  of  high 
school,  but  with  one  exception,  these  hospital  assign- 
ments call  for  high  school  graduation. 

The  twenty-two  jobs  to  which  the  recruits  will 
be  given  direct  assignments  after  the  six  weeks  of 
basic  training  are  as  follows: 

Medical  Technician 
Surgical  Technician 
Laboratory  Technician 


X-ray  Technician 
Dental  Technician 
Pharmacist 
Pharmacist’s  Aide 
Optometrist 

Psychiatric  Social  Worker 

Psychiatric  Assistant 

Orthopedic  Technician 

Orthopedic  Aide 

Dental  Laboratory  Technician 

Dental  Hygienist 

Lip  Reading  Technician 

Hearing  Aide  Technician 

Braille  and  Typewriting  Technician 

Pre-Vocational  Training  of  the  Blind  Technician 

Occupational  Therapist 

Occupational  Therapy  Assistant 

Medical  Stenographer 

Educational  Reconditioning 

Personnel 

For  the  first  five  jobs  listed  above,  untrained 
women  will  be  accepted  and  sent  to  a technicians 
school  at  Wakeman  General  Hospital  at  Camp 
Atterbury,  Indiana.  For  medical  and  surgical 
technicians,  the  school  term  is  three  months;  for 
laboratory  x-ray  and  dental  technicians,  the  term 
is  four  months.  But  it  should  be  noted  that  women 
who  already  have  had  training  in  these  five  jobs,  will 
be  given  direct  assignment  and  not  sent  to  these 
schools.  In  this  connection  it  is  interesting  to  note 
that  completion  of  a Red  Cross  Nurses’  Aide  course 
or  of  six  months’  training  in  a nurses’  training  school 
qualifies  a recruit  for  direct  assignment  as  a Medi- 
cal or  Surgical  Technician. 

In  recruiting  efforts  to  date  in  Connecticut,  it  has 
been  found  that  many  women  have  been  attracted 
to  this  program  not  only  because  of  the  opportunity 
to  assume  a more  active  and  important  part  in  the 
war  effort,  but  also  because  of  the  excellent  training 
which  they  would  receive.  They  realize  that  this 
training  should  be  a valuable  asset  in  finding  em- 
ployment after  the  war.  Members  of  the  medical 
profession  and  hospital  officials  also  see  the  advan- 
tages which  this  program  will  provide  in  furnishing 
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a supply  of  trained  technicians  for  civilian  employ- 
ment in  later  years. 

The  Women’s  Army  Corps  would  appreciate  the 
assistance  of  the  medical  profession  in  Connecticut 
in  calling  these  openings  to  the  attention  of  qualified 
women  in  any  appropriate  way.  The  ages  for  enlist- 
ment as  a WAC  are  20  to  49,  inclusive.  Recruiting 
stations  are  located  in  New  Haven,  Hartford,  New 
London,  and  Bridgeport.  Recruiting  personnel  at 
these  stations  are  available  to  explain  the  program  in 
detail  and  assist  prospective  recruits  in  offering  their 
services. 


Colonel  Ash  Returns  to  Army 
Medical  Museum 

Colonel  James  E.  Ash  returned  to  his  work  at  the 
Army  Medical  Museum,  Washington,  D.  C.,  on 
July  25,  after  an  extensive  absence.  During  a tour  of 
the  North  African  theater  of  operation  he  sustained 
an  eye  injury  which  necessitated  his  evacuation  to 
the  Walter  Reed  General  Hospital  in  Washington. 
His  trip  was  taken  to  inspect  the  activities  of  the 
Museum  and  Medical  Arts  Services  which  is  collect- 
ing material  for  research  and  training  in  Tropical 
Diseases.  The  museum  is  undertaking  to  supply  all 
medical  schools  in  the  United  States  and  Canada 
with  material. 

Colonel  Ash  has  been  appointed  Director  of  the 
Army  Institute  of  Pathology,  Army  Medical 
Museum.  His  title  was  formerly  that  of  Curator. 
Lieut.  Colonel  Balduin  Lucke,  who  was  Acting 
Curator  during  the  absence  of  Colonel  Ash,  has  been 
made  Deputy  Director.  The  Institute  of  Pathology 
serves  as  a central  laboratory  of  pathology  for  all 
Army  hospitals  including  those  in  the  theaters  of 
operations.  The  material  collected  is  available  for 
research,  teaching  and  historical  purposes. 

The  Reorganization  of  the  Office 
of  the  Surgeon  General 

The  post  of  Assistant  Surgeon  General,  to  be  filled 
by  Brigadier  General  Raymond  W.  Bliss,  was 
created  in  a partial  reorganization  of  the  Surgeon 
General’s  Office  it  was  announced  on  August  25. 
General  Bliss  will  hold  the  new  post  in  addition  to 
his  duties  as  Chief,  Operations  Service. 

The  Assistant  Surgeon  General  will  act  for  the 
Surgeon  General  in  coordinating  the  work  of  the 
Operations  Service,  the  various  professional  divi- 
sions, the  Military  Personnel  Division  and  the  activ- 


Immediate Need  For  Physicians  by  the 
United  Nations  Relief  and  Rehabilita- 
tion Administration 

T he  Consultant  Office  for  the  Procurement 
and  Assignment  Service  has  been  informed  that 
there  is  an  immediate  need  for  a number  of 
physicians  to  serve  with  the  United  Nations 
Relief  and  Rehabilitation  Administration 
(UNRRA).  Connecticut  physicians  interested 
in  applying  for  such  appointment  are  requested 
to  communicate  with  the  Procurement  and 
Assignment  Service,  258  Church  Street,  New 
Haven.  Physicians  to  be  considered  for  these 
appointments  must  be  classified  as  “available” 
for  military  service  in  the  files  of  the  Procure- 
ment and  Assignment  Service. 


ities  of  other  divisions  and  services  that  affect 
operations. 

Other  organizational  changes  include  dissolving 
of  the  Administrative  Service,  the  Fiscal,  Legal  and 
Office  Service  Divisions  of  that  service  will  report 
directly  to  the  Executive  Officer  as  previously;  the 
Professional  Service  is  dissolved  and  four  Profes- 
sional Consultant  Divisions  are  created  as  follows: 
Medical,  Surgical,  Neuropsychiatric  and  Recondi- 
tioning; the  Nursing  Division  is  dissolved  and  all 
personnel  and  related  aspects  of  the  Army  Nurse 
Corps  will  be  the  responsibility  of  the  Army  Nurse 
Branch  of  the  Military  Personnel  Divisions,  Person- 
nel Service  with  over-all  policy  aspects  of  the  Army 
Nurse  Corps  the  responsibility  of  the  newly  con- 
stituted Nursing  Division  of  the  Professional  Ad- 
ministrative Service. 

A new  Professional  Administrative  Service  is 
created,  with  Colonel  Arden  Freer  as  Chief  and 
Colonel  Esmund  R.  Long,  Deputy  Chief.  It  will 
include  the  following:  Physical  Standards  Division, 
Nursing  Division,  Medical  Statistics  Division,  Pro- 
fessional Inquiries  Unit,  Women’s  Health  and  Wel- 
fare Unit. 

Colonel  Florence  A.  Blanchfield  will  be  Director, 
Nursing  Division,  Professional  Administrative  Serv- 
ices. 

Low  Malaria  Rate  Among  Troops  in  U.  S. 

The  preliminary  malaria  rate  for  June  for  troops 
in  the  continental  L’nited  States,  exclusive  of  cases 
resulting  in  exposure  outside  of  the  U.  S.  is  0.29  per 
1,000  per  annum,  the  same  as  in  1943  and  about  one- 
third  of  the  1942  rate. 
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Requirements  Listed  for  Sanitary 
Corps  Officers 

Sanitary  Corps  officers  have  been  placed  in  a 
scarce  category.  The  Preventive  Medicine  Service, 
The  Surgeon  General’s  Office,  is  seeking  qualified 
men  to  become  commissioned  officers,  and  has  an- 
nounced the  minimum  requirements  of  enlisted 
personnel  for  appointment  as  second  lieutenants. 
Applicants  must  have  a bachelor’s  degree  with  an 
appropriate  science  major,  and  a minimum  of  two 
years’  experience  in  the  particular  field  in  which 
the  applicant  is  qualified.  In  exceptional  instances 
(upon  the  specific  recomendation  of  their  com- 
manding officers)  bacteriologists,  biochemists,  ser- 
ologists,  and  parasitologists  may  be  considered  for 
a commission  upon  the  completion  of  one  year  of 
Army  laboratory  experience. 

"Global  Epidemiology”  — A New  Treatise 

“Global  Epidemiology,”  Volume  1 of  a series  on 
the  geography  of  disease  and  sanitation  covering 
especially  India,  the  Far  East  and  the  Pacific  Area, 
will  be  published  shortly.  This  volume  of  over  470 
pages  is  by  Brig.  General  Simmons,  Chief  of  the 
Preventive  Medicine  Service,  Office  of  The  Surgeon 
General,  by  Lieut.  Colonel  Gaylord  W.  Anderson, 
MC,  Director  of  the  Medical  Intelligence  Division, 
by  Lieut.  Colonel  Tom  F.  Whayne,  formerly  Direc- 
tor of  the  Division  and  by  Major  Harold  M.  Horack, 
Chief  of  the  Disemination  Branch. 

In  commenting  on  the  volume,  Dr.  Morris  Fish- 
bein,  writes: 

“The  material  in  this  volume  represents  the  first 
collection  of  its  kind.  There  is  under  one  cover 
everything  medical  that  is  of  importance  in  the 
prevention  of  disease  among  troops,  industries,  visi- 
tors or  others  coming  into  various  countries  of  the 
world.” 

Captain  Shaffer  Assigned 
Epidemiology  Division 

Captain  Thomas  E.  Shaffer,  MC,  of  New  Haven, 
Connecticut,  has  recently  been  assigned  to  the  In- 
fectious Disease  Control  Branch  of  the  Epidemiol- 
ogy Division,  Preventive  Medicine  Service,  of  the 
Office  of  The  Surgeon  General.  Captain  Shaffer  was 
born  in  Asaph,  Pennsylvania.  He  obtained  his  a.b. 
degree  from  Cornell  University,  and  his  medical 
degree  from  Cornell  Medical  College  in  1932.  Fol- 


lowing several  years  of  postgraduate  training  in 
internal  medicine  and  pediatrics,  he  became  clinical 
instructor  in  pediatrics  at  the  Yale  University  School 
of  Medicine.  In  1942  he  entered  the  Army,  and  was 
assigned  to  the  Medical  Department,  Enlisted  Tech- 
nicians’ School,  O’Reilly  General  Hospital,  Spring- 
fields,  Missouri,  where  he  worked  until  his  transfer 
to  Washington. 

Repairing  Spectacles  at  the  Front 

Optical  Repair  Unit  trucks  have  been  devised  by 
the  Medical  Department  to  provide  repair  and  re- 
placement facilities  for  spectacles  in  overseas  thea- 
ters. Special  bodies  have  been  built  which  contain 
complete  optical  repair  shops.  These  optical  repair 
units  are  mounted  on  2 14  ton  trucks;  their  mobility 
enabling  them  to  keep  up  with  advance  forces 
making  it  possible  to  issue  and  repair  spectacles  for 
troops.  The  truck  is  equipped  with  heat  and  elec- 
tricity and  is  so  devised  that  the  staff  of  seven  can 
work  at  one  time.  Each  unit  is  staffed  by  one  officer 
and  six  enlisted  men  who  are  opticians  skilled  in  the 
maintenance  of  spectacles;  it  is  capable  of  turning 
out  between  80  and  100  complete  spectacles  a day. 

Army  Medical  Department  to  Open 
Malaria  Treatment  Center 

A special  treatment  center  for  malaria  and  other 
tropical  diseases  will  be  opened  at  the  Moore  Gen- 
eral Hospital,  Swannanoa,  N.  C.,  on  September  1, 
by  the  Army  Medical  Department.  It  will  be  under 
the  command  of  Lieut.  Colonel  Joseph  M.  Hayman, 
MC,  of  Cleveland,  who  has  spent  two  years  in  the 
South  Pacific  studying  tropical  diseases.  Lieut. 
Colonel  Francis  R.  Dieuaide,  Chief  of  the  Tropical 
Disease  Branch,  Medicine  Division  of  the  Surgeon 
General’s  Office,  will  administer  the  scientific  phases 
of  its  activities. 

A Physiotherapy  Clinic  in  the  Jungle 

A physiotherapy  clinic  was  created  recently  out 
of  makeshift  materials  by  members  of  a hospital  unit 
on  the  Ledo  Road,  the  highway  which  Allied  troops 
are  building  from  Assam,  India,  through  Burma  to 
China  against  the  vigorous  opposition  of  the  Jap- 
anese. 

Lieut.  Colonel  Willis  AT  Weeden,  U.  S.  Afedical 
Corps,  of  Woodbury,  Conn.,  chief  of  surgery  in 
the  unit,  assigned  Captain  Hyman  D.  Stein,  of 
Elkins  Park,  Pa.,  and  Second  Lieutenant  Pauline 
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Moudy,  Army  Nurse  Corps,  of  Alhambra,  Cali- 
fornia, to  the  task. 

They  made  a dry  heat  apparatus  out  of  a crate  and 
electric  bulbs.  Stirrups  with  ropes  and  weights  made 
weight  lifting  devices,  a Chinese  officer  provided  a 
bicycle  for  leg  exercises  and  old  gasoline  tanks  were 
turned  into  whirlpool  leg  and  arm  baths.  A water 
heater  was  created  from  a gasoline  drum  and  the 
hard  rubber  core  of  an  old  soft  ball  was  used  for 
hand  and  finger  exercises. 

Hospitals  Staffed  by  German  Doctors 
Opened  in  Oklahoma 

The  Army  Medical  Department  has  established  a 
separate  prisoner-of-war  hospital  staffed  with  doc- 
tors and  medical  corps  men  of  the  prisoner’s  nation- 
ality. The  first  hospital,  Glennan  General  Hospital, 
having  a bed  capacity  of  1,700,  has  been  established 
at  Okmulgee,  Oklahoma,  for  German  war  prisoners. 
American  Army  doctors  are  the  chiefs  of  the  medi- 
cal services.  Eight  German  physicians  have  been 
assigned  to  medical  work.  It  is  anticipated  the  num- 
ber will  be  increased  to  thirty  or  forty. 

The  Medical  Department’s  new  policy  is  in  ac- 
cord with  the  Geneva  Convention  Treaty  which 
stipulated  that  “It  shall  be  lawful  for  belligerents 
reciprocally'  to  authorize,  by  means  of  private  ar- 
rangements, the  retention  in  camps  of  physicians 
and  attendants  to  care  for  prisoners  of  their  own 
country.” 

Colonel  Libasci  Receives  Legion  of  Merit 

The  Legion  of  Merit  has  been  awarded  to  Colonel 
Alfonso  M.  Libasci,  MC,  of  80  Avenue  L,  Brooklyn, 
N.  Y.,  by  General  MacArthur,  for  “his  exceptionally 
meritorious  conduct  in  the  performance  of  out- 
standing services  in  the  Southwest  Pacific  Area.” 

The  presentation  was  made  by  Major  General 
James  L.  Lrink,  Commanding  General  of  the  U.  S. 
Army  Services  of  Supply,  Southwest  Pacific  Area, 
at  a base  in  Australia. 

Departing  from  the  United  States  for  overseas 
duty  in  March,  1942,  with  the  rank  of  Major, 
Colonel  Libasci  pioneered  in  the  establishment  of 
the  medical  supply  system  in  the  Southwest  Pacific, 
and  was  one  of  the  small  group  of  officers  who 
developed  the  portable  surgical  hospital  credited 
with  the  saving  of  many  lives  in  the  jungles  of  New 
Guinea  and  other  South  Pacific  Islands. 


Colonel  Libasci  has  filled  assignments  as  Chief  of 
Medical  Supply,  U.  S.  Army  Services  of  Supply, 
Southwest  Pacific  Area,  Deputy  Chief  Surgeon, 
Headquarters,  USASOS,  and  Executive  Officer  to 
the  Chief  Surgeon. 

He  is  an  alumnus  of  Columbia  University  and 
Long  Island  College  of  Medicine. 

Surgical  Operating  Trucks  Take  Hospital 
to  Wounded  Soldier 

The  Army  Medical  Department  has  established 
Mobile  Surgical  groups,  which  provide  hospital 
facilities  for  wounded  soldiers  near  the  front  lines. 
The  tent  is  carried  on  a two-wheel  trailer  along 
with  an  electrical  generating  unit;  the  hospital 
vehicle  can  be  made  ready  for  full  operation  within 
30  minutes.  Sufficient  room  is  provided  for  operating- 
teams  composed  of  surgeons,  nurses  and  technicians, 
making  it  possible  for  two  men  to  be  operated  upon 
simultaneously.  The  unit  is  capable  of  caring  for 
from  80  to  100  men  a day.  The  truck  is  equipped 
with  a variety  of  special  instruments  for  orthopedic, 
nerve,  chest,  maxillofacial  and  brain  surgery; 
operating  tables,  steam  and  dry  sterilizers,  lighting- 
equipment,  medicines,  blood  plasma,  bandages  and 
dressings,  record  files,  auxiliary  power  unit,  surgical 
linens  and  operating  gowns. 

The  Whole  Blood  Program  of  the 
Surgeon  General 

The  first  shipment  of  whole  blood  from  the 
United  States  to  soldiers  wounded  in  Lrance  was 
made  by  the  U.  S.  Army  Medical  Departfnent  by 
Army  plane  on  August  2 1 . Daily  shipments  have 
been  made  since;  250  pints  a day  the  first  week,  500 
pints  a day  the  second  week  and  750  pints  a day 
will  be  shipped  soon. 

Type  “O”  blood  is  being  collected  by  the  Red 
Cross  for  the  shipments  in  response  to  appeals  from 
Major  General  Norman  T.  Kirk,  Surgeon  General 
of  the  Army  and  Rear  Admiral  Ross  T.  McIntyre, 
Surgeon  General  of  the  Navy. 

1 he  whole  blood  is  prepared  for  shipment  on  the 
day  it  is  drawn,  and  21  hours  after  it  leaves  the 
United  States,  is  available  for  transfusion  in  Lrance. 

Brig.  General  L.  W.  Rankin  and  Colonel  B.  N. 
Carter,  of  the  Surgical  Consultant  Division  with 
Lieut.  Colonel  Douglas  B.  Kendrick,  consultant  to 
The  Surgeon  General  on  Transfusions  and  Plasma, 
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developed  the  program  for  the  Army  Medical  De- 
partment. New  developments  in  the  preservation 
and  refrigeration  of  whole  blood  were  worked  out 
to  make  the  plan  effective. 

Promotions  — Changes  of  Station 

Lieutenant  Commander  George  C.  Wilson,  MC— 
USNR,  Wallingford,  formerly  stationed  at  the  U.  S. 
Naval  Auxiliary  Facility,  Shawnee,  Oklahoma,  has 
been  promoted  to  Commander  and  assigned  to  duty 
in  the  Pacific. 

Robert  A.  Bonner,  AS(R)USPHS,  Waterbury, 
has  moved  from  Lexington  to  Brookline,  Mass. 

Captain  William  J.  Bodie,  MC— AUS,  Branford, 
has  been  promoted  to  Major.  His  station  remains 
unchanged,  Boston  Port  of  Embarkation. 

First  Lieutenant  John  C.  Allen,  MC,  North 
Haven,  has  been  promoted  to  Captain,  and  is  still  at 
the  AAF  Regional  Station  Hospital,  Coral  Gables, 
Florida. 

Colonel  Charles  W.  Comfort,  MC,  New  Haven, 
is  now  Commanding  Officer,  Station  Hospital,  Camp 
Beale,  California. 

Lieutenant  Commander  J.  A.  Beauchemin,  MC— 
USNR,  stationed  at  U.  S.  Naval  Air  Station,  San 
Diego,  California,  has  been  promoted  to  Com- 
mander. 

War  Medicine:  Vol.  6,  No.  1,  July  1944 

In  this  issue  of  War  Medicine  which  appeared  on 
our  desk  about  August  3 1 there  is  published  “A 
Summary  of  the  Activities  of  The  Procurement  and 
Assignment  Service”  by  its  Directing  Board  Chair- 
man, Frank  H.  Lahey  and  his  Senior  Assistant  Ad- 
ministrative Officer  J.  L.  Kaukonen.  All  physicians 
not  entirely  familiar  with  the  operation  of  Procure- 
ment and  Assignment  should  read  this  article.  It 
deals  not  only  with  the  specific  functions  of  the 
Service  as  related  to  medical,  dental,  veterinary,  and 
sanitary  engineering,  but  also  presents  the  antici- 
pated program  of  Procurement  and  Assignment.  In 
the  latter  is  included  the  recruiting  of  nurses  which. 


through  June  1944,  showed  Connecticut  surpassed 
only  by  New  York  State  in  its  unsuccessful  results 
obtained  with  this  group. 

Psychiatry  makes  its  usual  appearance,  this  time 
with  two  papers,  one  entitled  “Visual  Aids  in  Pre- 
ventive Psychiatry”  by  Lieut.  Col.  R.  R.  Cohen, 
JVIC— AUS,  the  other,  “Psychiatry  YToice  Record- 
ings in  the  Military  Service”  by  Major  A.  A.  Rosner, 
MC— AUS.  The  latter  contains  four  recorded  selec- 
tions illustrating  some  aspects  of  neuropsychiatric 
experience,  examples  taken  from  seventy  hours  of 
such  recordings  which  provide  “a  rich,  permanent, 
on  the  record  account  of  human  beings  and  their 
behavior  in  the  military  service  in  time  of  war.” 

The  Committee  on  Convalescence  and  Rehabilita- 
tion of  the  National  Research  Council  presents  a 
report  on  “Malnutrition  During  Convalescence.” 
Another  article  entitled  “Dyspepsia  Regime”  by  two 
medical  officers  of  the  Army  of  the  United  States 
offers  a method  of  rehabilitation.  Then  there  is  an 
interesting  paper  by  John  R.  Paul  of  New  Haven 
and  Major  Albert  B.  Sabin,  AIC— AUS,  describing  a 
particular  repellant  for  sandfly  fever.  This  is  first 
hand  information  obtained  from  a study  recently 
made  in  the  middle  East  or  eastern  half  of  the 
Mediterranean  area  and  will  stimulate  the  reader  to 
want  to  hear  more  of  Dr.  Paul’s  experiences  first 
hand. 

A report  of  three  cases  of  subdural  hygroma  by 
Major  W.  G.  Haynes,  MC— AUS,  twenty-three 
pages  of  Abstracts  from  Current  Literature,  and 
seven  book  reviews  complete  the  issue. 

Radium  Salvaged  During 
Leningrad  Blockade 

During  the  blockade  of  Leningrad  there  was  a 
shortage  of  radium  for  the  front.  A building  in 
which  radium  had  been  used  for  20  years  was 
thoroughly  scraped,  the  plaster  removed  from  v ails 
and  ceilings  and  a sufficient  supply  of  radium  ex- 
tracted from  the  waste.  The  scientist  responsible 
for  this  was  awarded  the  Order  of  Red  Banner  of 
Labor. 


PROFESSIONAL  HEADACHES:  Few  medical  men  can  run 

an  office  without  an  occasional  headache.  No  matter  what  type  of  equipment 
gets  out  of  order  in  your  office,  call  7-2138  with  complete  confidence.  We 
have  a specially  trained  service  to  handle  emergency  calls  or  routine  repair 
jobs.  Turn  your  headaches  over  to  us!  The  Professional  Equipment  Co. 


(See  PAGE  2) 
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THE  PHYSICIAN’S  RESPONSIBILITY  IN  THE  SALE  OF  BARBITURATES 

Herbert  P.  Plank,  West  Haven 


The  Author.  Supervisor , Drug , Devices  and  Cos- 
metics Division,  Connecticut  Dairy  and  hood  Com- 
mission 


Indiscriminate  sale  of  barbiturates  stopped  in 
Connecticut  more  than  a year  ago  and  this  ap- 
pears an  opportune  time  to  stop  for  a moment  and 
see  what  the  results  have  been  and  what  can  be  done 
to  make  the  operation  of  the  present  plan  even  more 
effective. 

When  the  Attorney  General  ruled  that  the  Gen- 
eral Assembly  had  not  intended  to  stop  the  over- 
the-counter  sales  of  barbiturates,  he  added  the  state- 
ment “if  properly  labeled.”  In  view  of  the  poten- 
tially dangerous  character  of  the  hypnotic,  this 
Commission  ruled  that  barbiturates  to  be  “properly 
labeled”  must  carry  complete  dosage  directions  and 
warnings  and  expressed  the  belief  that  no  druggist 
could  give  adequate  dosage  directions  for  such  a 
drug  and  consequently  could  not  sell  it  except  upon 
a physician’s  written  prescription. 

This  point  of  view  was  disputed  for  a time,  but 
after  the  Federal  Food  and  Drug  Administration 
had  expressed  similar  views  it  was  agreed  that  all 
indiscriminate  sales  would  be  stopped  at  once. 

The  Board  of  Pharmacy  Commissioners  in  addi- 
tion warned  the  druggists  not  to  refill  prescriptions 
more  than  three  times  without  consulting  the  physi- 
cian in  the  case. 

The  overall  results  of  the  general  agreement  have 
been  most  gratifying.  While  the  drug  division  of  the 
Dairy  and  Food  Commission  still  receives  an  occa- 
sional complaint  of  the  sale  of  barbiturates  without 


a prescription,  the  traffic  as  a whole  has  been  stopped 
dead  in  its  tracks. 

However,  there  is  still  room  for  improvement  and, 
strangely  enough,  much  of  that  improvement  is  the 
responsibility  of  the  physicians  of  the  state. 

In  the  first  place,  few  physicians  designate  their 
prescriptions  for  barbiturates  as  non-refillable,  de- 
spite the  fact  that  the  federal  food  and  drug  law 
provides  that  if  the  written  prescription  does  not 
carry  this  designation  the  filled  prescription  must 
carry  the  statement  “Warning:  May  be  habit-form- 
ing.” Traffic  in  barbiturates  will  be  dealt  a body 
blow  if  physicians  will  cooperate  by  banning  the 
refilling  of  prescriptions. 

Secondly,  many  physicians  are  in  the  habit  of 
giving  prescriptions  for  ioo  or  more  of  the  hypnotic 
and  one  report,  unconfirmed,  has  been  received  of 
a physician  who  gave  a prescription  for  1,000. 
Physicians  will  aid  the  enforcement  of  the  law  by 
prescribing  no  more  of  the  barbiturates  than  neces- 
sary in  each  particular  case. 

Third,  our  investigation  of  the  occasional  com- 
plaints received  depends  largely  on  checking  the 
stock  on  hand  in  comparison  with  the  invoices  of 
the  original  shipments  and  the  prescriptions  on  file. 
This  revealed  that  few  physicians  put  the  name  and 
address  of  the  patient  on  prescriptions  for  barbitu- 
rates. Thus  it  becomes  difficult  to  ascertain  if  a 
particular  person  obtained  the  drug  on  a prescription 
or  not.  Connecticut  physicians  will  assist  us  mate- 
rially if  they  will  put  the  name  and  address  of  the 
patient  on  prescriptions  for  so-called  dangerous 
drugs. 
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NEWS  FROM  WASHINGTON 


Dr.  Thomas  Parran,  On  Planning 
Medical  Facilities 

In  his  testimony  before  the  U.  S.  Senate  Sub- 
committee on  Wartime  Health  and  Education, 
Claude  Pepper,  Chairman,  Dr.  Parran  declared  that 
“there  is  found  an  extensive  need  for  new  hospital 
facilities  in  order  to  provide  necessary  hospital 
care.”  The  estimated  cost  of  the  program  suggested 
by  the  Surgeon  General  was  $1,989,000,000.  He 
summarized  his  estimates  as  follows: 


these  groups  that  have  always  constituted  the  major 
financial  burden  on  the  voluntary  hospitals. 

“In  my  opinion,  one  of  the  first  approaches  to  a 
solution  of  the  national  health  program  would  be  a 
program  of  Federal  assistance  to  the  States  for  the 
medical  and  hospital  care  of  the  low  income  group. 
A program  of  this  nature  would  include  not  only 
the  care  of  acutely  ill  persons  but  also  the  care  of 
chronic  disease  which  is  very  largely  a part  of  the 
same  social  problem.” 


RECAPITULATION  OF  HEALTH  FACILITY  ESTIMATES 


New  general  hospital  beds 100,000 

Replacement  general  beds 66,000 


Total  166,000 

@ $6,000  per  bed $ 

New  mental  hospital  beds 94,000 

Replacement  beds  97,000 


996,000,000 


Total  191,000 

@ $3,000  per  bed $ 

New  tuberculosis  beds 44,000 

Replacement  beds  16,000 


573,000,000 


Total  * 60,000 

@ $5,000  per  bed $ 300,000,000 

Public  Health  Facilities 

District  health  centers 1,200 

District  health  sub-centers 1,200 

@ $70,000  $ 84,000,000 

@ $30,000  $ 36,000,000 

Total  estimate  $1,989,000,000 

Dr.  Parran,  commenting  further  on  the  need  of  a 
national  program  “to  provide  full  health  medical 
service  for  all  the  people”  said: 

“At  the  present  time  the  prepaid  insurance  plans 
of  the  Blue  Cross  are  the  most  important  voluntary 
effort  in  meeting  the  cost  of  hospital  care.  These 
plans  now  cover  nearly  15  million  subscribers.  Since 
the  movement  is  relatively  young,  its  potentialities 
as  an  instrument  for  making  hospital  care  more 
universally  available  are  somewhat  unpredictable. 
Undoubtedly  the  Blue  Cross  as  a private  voluntary 
movement  has  won  a place  in  the  American  way  of 
life.  The  plan  however  would  seem  to  have  definite 
limitations.  It  does  not  seem  applicable  to  the  large 
low  income  group  of  the  population,  nor  to  those 
unemployable  by  reason  of  physical  infirmity.  It  is 


Hearings  Likely  On  Wagner-Murray- 
Dingell  Bill 

According  to  the  Westchester  Medical  Bulletin 
reports  from  Washington  indicate  that  heavy  pres- 
sure is  being  exerted  by  labor  groups  to  bring  about 
hearings,  prior  to  the  national  election,  on  the 
Wagner- jVlurray-Dingell  Bill,  in  order  to  attract 
labor  support  to  the  administration.  It  is  thought 
likely  that  hearings  may  be  held  early  this  fall  by 
the  Senate  Finance  Committee.  Conflict  is  mounting 
between  representatives  who  fear  public  opposition 
to  further  taxes,  and  Senators  whose  reelection  hangs 
upon  labor  votes.  It  is  generally  considered  extreme- 
ly unlikely  that  any  action  may  be  taken  by  this 
Congress  beyond  holding  public  hearings  for  their 
propaganda  and  vote  catching  value. 


Justice  and  the  Future  of  Medicine 

In  an  address  by  Wendell  Berge,  Assistant  Attor- 
ney General  of  the  United  States,  before  the 
American  Urological  Association,  St.  Louis,  Mis- 
souri, June  21,  1944,  he  discussed  the  subject,  “Jus- 
tice and  the  Future  of  Medicine.”  He  said  in  part: 

“Here  then  is  challenge.  The  arts  of  medicine 
have  advanced;  the  importance  of  medicine  has 
been  enhanced;  it  has  become  a necessity  to  the 
people  and  an  essential  in  the  operation  of  the  indus- 
trial system.  It  has  outgrown  the  organization  into 
which  in  days  of  petty  trade  it  was  cast.  The  de- 
mand is  for  a vaster,  more  comprehensive,  more 
reliable  medical  service.  If  an  instrument  of  the 
common  health  can  be  provided  on  terms  the  people 
can  afford,  the  people  will  rejoice.  If  you  do  not 
help  them  to  it,  the  people  will  seize  upon  whatever 
agencies  are  at  hand  as  a help  in  need.  For  the 
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universal  demand  that  the  common  health  be  served 
can  not  much  longer  be  stayed. 

* * * * 

“You  are  right  in  insisting  that  high  standards  of 
medical  care  must  not  be  compromised.  But  stand- 
ards are  a professional  matter.  Their  chief  depend- 
ence is  upon  adequacy  of  resources.  1 hey  are  not 
inherent  in  any  type  of  organization.  Your  current 
ways,  as  well  as  state  medicine,  has  its  insidious 
dangers. 

* * * * 

“The  question  demands,  not  an  easy  answer,  but 
painful,  constructive,  detailed  thought.  It  demands, 
too,  an  indulgence  in  downright  trial  and  error 
without  which  nothing  worthwhile  emerges.  A few 
experiments— far  fewer  than  the  length  and  breadth 
and  depth  of  the  subject  demands— have  been  blazing- 
fresh  trails. 

M,  42.  41.  -Y- 

W '7V  'TV  *3V* 

“The  course  of  events  moves  fast  and  to  me  a new 
medical  order  seems  inevitable.  My  fear  is  not  that 
we  will  not  get  it— an  awakened  public,  sparked  by 
our  veterans,  will  see  to  that.  My  fear  is  that  we  will 
not  bring  to  its  creation  all  the  knowledge,  wisdom, 
understanding  we  possess. 

V'.  42.  42. 

•7 V W W W 

“The  problem  thus  becomes  one  of  creation.  In 
respect  to  a long  detail  of  questions— the  selection  of 
personnel,  the  standards  of  care,  the  carrying  of 
risks,  the  methods  of  payment,  the  ways  of  remun- 
eration—a score  of  ways  are  open.  The  form  of 
organization  may  follow  an  agency  of  state,  the 
university  pattern,  the  hospital  set-up,  or  a com- 
bination of  devices  from  all  these.  The  government 
may  dominate  the  system,  become  one  of  a number 
of  parties  to  its  management,  or  be  excluded  from  it 
altogether.  The  venture  may  fall  into  the  legal  form 
of  a Public  Health  Authority,  a non  profit  making- 
corporation,  a series  of  independent  or  interlocking 
corporations,  a group  of  consumers  cooperative,  a 
mutual  association  of  the  profession  and  the  laity, 
or  still  something  else.  Its  direction  may  be  lodged 
with  a tripartite  board,  representing  the  govern- 


ment, the  public,  and  the  profession;  or  the  public 
and  the  profession  free  from  government  interfer- 
ence may  assume  joint  responsibility.  It  may  or  may 
not  be  state  medicine;  it  cannot  escape  being  social 
medicine.” 


American  People  Give  30  Million  Dollars 
In  11- Year  Fight  On  Polio 

In  the  last  eleven  years  the  American  people  have 
contributed  $29,562,742.54  to  conquer  infantile 
paralysis,  Basil  O’Connor,  president  of  The  National 
Foundation  for  Infantile  Paralysis,  announced  re- 
cently at  the  opening  of  the  annual  meeting  of  the 
Medical  Advisory  Committees  of  the  National 
Foundation  at  the  Waldorf-Astoria  Hotel.  At  that 
meeting  applications  for  grants  to  carry  on  medical 
research  were  considered  and  further  plans  for 
carrying  on  the  fight  against  infantile  paralysis  were 
made. 

This  money  was  raised  through  the  Celebration 
of  President  Roosevelt’s  Birthday  and  the  March  of 
Dimes,  held  in  January  of  each  year,  starting  in 
*934- 

During  the  past  eleven  years  almost  $15,000,000 
of  the  total  raised  has  been  left  with  the  counties 
where  raised  to  provide  the  best  in  medical  care  for 
the  thousands  of  new  patients  reported  each  year. 
This  averages  about  $444  per  county  per  year  and 
$160  for  each  new  case  of  infantile  paralysis  re- 
ported during  that  period. 

Of  the  remainder  of  this  nearly  30  million  dollars, 
the  National  Foundation  received  approximately  13 
million  dollars  to  conduct  its  programs  of  scientific 
research,  education  and  epidemic  relief.  One  half  has 
been  used  by  the  National  Foundation  for  grants  in 
research  dealing  with  the  virus,  epidemiology  and 
after  effects  of  infantile  paralysis,  education  and 
epidemic  aid  as  follows:  virus  research,  $2,053,761; 
after  effects  research,  $1,405,292;  education,  $1,179,- 
215;  epidemics,  $637,548;  Tuskegee  Institute,  $404,- 
256;  Georgia  Warm  Springs  Foundation,  $825,000— 
total  $6,508,475. 


AFTER  HITLER’S  FUNERAL  — you  medical  draftees  and  vol- 
unteers will  want  a new,  modern  office.  Why  not  let  us  issue  you  a credit 
to  apply  on  your  post-war  medical  equipment  and  furniture?  When  Uncle 
Sam  calls,  ask  us  for  the  details  of  our  liberal  credit-balance  plan,  or  for  our 
cash  proposition.  Turn  over  to  us  the  headache  of  disposing  of  your  present 
equipment!  Professional  Equipment  Co.,  36  Howe  Street,  New,  Haven,  Conn. 

(See  PAGE  2) 
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New  Orleans  Medical  and  Surgical  Journal 
100  Years  Old 

The  May  1944  issue  of  The  New  Orleans  Medical 
and  Surgical  Journal  commemorated  the  centenary 
of  that  publication.  The  issue  contains  many  his- 
torical articles,  including  one  by  the  famous  sur- 
geon Rudolph  Matas.  This  Journal  is  one  of  the  old- 
est medical  journals  published  in  the  English  lan- 
guage. To  Dr.  John  H.  Musser  and  his  co-editors 
we  offer  our  heartiest  congratulations,  if  an  eight 
year  old  child  may  be  permitted  such  a privilege. 

Members  of  Society  Elected  Directors  of 
Connecticut  Hospital  Service 

Connecticut  Hospital  Service,  Inc.,  formed  by  the 
consolidation  of  the  Connecticut  Plan  for  Hospital 
Care  and  the  Hospital  Service  Plan  of  Norwalk,  has 
elected  a new  Board  of  Directors  under  the  charter 
permitting  the  merger. 

It  is  provided  that  three  members  of  the  Board 
shall  be  named  by  the  Connecticut  State  Medical 
Society,  three  from  the  Connecticut  Hospital  Asso- 
ciation and  the  remainder  from  the  directorate  of 
Member  Hospitals  and  the  public. 

The  Connecticut  State  Medical  Society  will  be 
represented  on  this  new  Board  of  Directors  by  H. 
Gildersleeve  Jarvis  of  Hartford,  the  President  of 
the  Society;  J.  Harold  Root  of  Waterbury  and 
Harold  W.  Wellington  of  New  London.  The  repre- 
sentatives of  the  Connecticut  Hospital  Association 
are  Wilmar  N.  Allen,  director  of  the  Hartford  Hos- 
pital; Robert  N.  Brough,  superintendent  of  the 
Norwalk  Hospital;  and  James  A.  Hamilton,  director 
of  New  Haven  Hospital.  Dr.  Allen  is  also  a member 
of  the  State  Medical  Society. 

Member  Hospitals  named  six:  Frederick  H.  Daley, 
Derby;  Oliver  T.  Osborne,  Bridgeport;  William  H. 
Putnam,  Hartford;  Roger  S.  Sperry,  Waterbury; 
Louis  W.  Young,  New  Britain;  Channing  E.  Har- 
wood, Adiddletown. 

The  remainder  of  the  board  was  named  by  the 
Connecticut  Hospital  Service  corporation  as  fol- 
lows: Wallace  E.  Campbell,  Judge  Solomon  Eisner, 
Bishop  Maurice  F.  McAuliffe,  Hartford;  D.  Spencer 


Berger,  Harry  B.  Kennedy,  George  R.  Willis,  New 
Haven;  Walter  J.  Stapleton,  Bridgeport;  Rev. 
Eugene  B.  Cryne,  Waterbury;  Fuller  F.  Barnes,  S. 
Russell  Mink,  Bristol;  James  D.  Biggs,  Danbury; 
Russell  Frost,  Jr.,  Edwin  A.  Harris,  Norwalk; 
Joseph  B.  Riordan,  Willimantic;  Earle  W.  Stamm, 
New  London;  Clarence  E.  Thompson,  Stamford; 
Richard  L.  White,  New  Britain;  Francis  H. 
Griffiths,  Torrington. 

Dr.  Richardson  With  Squibb 

Dr.  Arthur  P.  Richardson,  Head  of  the  Depart- 
ment of  Pharmacology  of  the  University  of  Ten- 
nessee, has  been  appointed  Head  of  the  Division  of 
Pharmacology  of  the  Squibb  Institute  for  Medical 
Research,  to  become  effective  on  October  1,  1944. 
Dr.  Richardson  will  replace  Dr.  H.  B.  VanDyke, 
who  has  accepted  the  position  as  Head  of  the  De- 
partment of  Pharmacology,  College  of  Physicians 
and  Surgeons,  Columbia  University. 

Dr.  Richardson  is  a native  of  Longmont,  Colorado, 
but  obtained  his  a.b.  and  m.d.  degrees  at  Stanford 
University  (California)  in  ’32  and  ’37  respectively. 
While  taking  his  doctoral  degree,  he  was  assistant  in 
pharmacological  research  (,3  3-’36),  and  then  re- 
mained at  Stanford  as  instructor  in  Pharmacology 
(’ 37"’38)>  and  later  as  assistant  professor  (’39-41). 
He  spent  a year  as  National  Research  Council  Fel- 
low at  Johns  Hopkins  ( ’3 8-’39) . He  then  became 
visiting  associate  professor  at  the  University  of 
Tennessee  Medical  School,  Memphis,  Tennessee 
(’41)5  where  he  has  since  remained  as  associate  pro- 
fessor (41-43),  professor  (’43-)  and  head  of  the 
department  (41-). 

Dr.  Richardson’s  chief  interests  have  been  in  the 
field  of  chemotherapeutic  research,  and  he  has  had 
very  extensive  experience  in  studies  concerning 
malaria  and  other  tropical  diseases.  For  the  past  two 
years  he  has  been  primarily  engaged  in  the  study  of 
antimalarial  compounds. 

Tuberculosis  Mortality 

The  LTnited  States  Public  Health  Service  reports 
that  tuberculosis  mortality  has  decreased  continu- 
ously since  the  beginning  of  the  century;  the  rate 
in  1941  was  less  than  one-fourth  that  in  1900.  The 
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decrease  has  been  relatively  greater  for  females  than 
for  males,  and  for  whites  than  for  non  whites. 

Tuberculosis  mortality  has  fallen  at  a more  accel- 
erated rate  than  mortality  from  all  causes;  in  1900 
more  than  1 1 per  cent  of  all  deaths  were  due  to 
tuberculosis,  in  1940  the  percentage  was  only  4.3. 
Tuberculosis  was  first  in  numerical  importance  as  a 
cause  of  death  at  the  beginning  of  the  century  and 
seventh  in  1940. 

According  to  Public  Health  Reports , every  age 
group  shared  in  the  reduction  of  the  mortality  rate, 
but  not  to  the  same  degree.  In  general  the  percent- 
age reduction  was  nearly  twice  as  high  in  the 
younger  groups  as  it  was  in  the  older  ones.  The 
relative  decrease  was  higher  for  females  in  the  older 
groups  but  during  the  most  fertile  age  period  the 
percentage  decrease  was  smaller  for  females  than  for 
males. 

The  improvement  in  age-specific  mortality  rates 
from  1920  to  1940  is  equivalent  to  the  saving  of 
nearly  100,000  lives  annually. 

Anti-Gray  Hair  Factor 

With  the  announcement  of  an  anti-gray  hair  fac- 
tor, people  have  pursued  the  purchase  of  sub- 
stances thought  to  contain  this  factor  with  the  same 
enthusiasm  evidenced  for  a new  “cancer  cure.”  The 
anti-gray  hair  efficacy  of  pantothenic  acid  has  been 
denied  by  some  investigators  and  supported  by 
others.  Para-aminobenzoic  acid  was  recognized  as  a 
vitamin  and  found  by  some  to  produce  black  in  place 
of  gray  hair;  others  failed  to  confirm  this  observa- 
tion. Some  have  claimed  that  biotin  has  anti-gray 
hair  activity  and  recently  “folic  acid”  is  claimed  as 
an  anti-gray  factor  for  rats.  All  this  but  gives  evi- 
dence of  the  confusion  of  opinion  existing  on  this 
subject. 

According  to  Nutrition  Reviews  (October  1943) 
Brandaleone  and  associates,  in  order  to  control  their 
observations  carefully,  took  photographs  of  their 
subjects  and  also  samples  of  hair  from  a given  area 
before,  during,  and  at  the  end  of  the  period  of 
therapy.  In  addition,  all  patients  were  seen  by  the 
same  two  observers  at  least  twice  a month.  Nineteen 
elderly  men  and  women  with  white  or  graying  hair 
were  selected  for  the  study.  They  were  all  confined 
to  a hospital  because  of  chronic  diseases  such  as 
rheumatoid  arthritis,  general  arteriosclerosis  and 
Parkinsonism.  Seven  of  the  patients  received  100 
mg.  calcium  pantothenate,  200  mg.  para-amino- 
benzoic acid,  and  approximately  50  g.  of  brewers’ 


yeast  daily;  5 received  yeast  and  paraaminobenzoic 
acid;  and  7 were  given  yeast  and  calcium  panto- 
thenate. The  medication  was  continued  for  eight 
consecutive  months.  Several  changes  were  noted. 
The  most  common  was  the  appearance  of  a yellow 
or  greenish  cast  to  the  gray  hair.  This  was  most  often 
observed  during  the  first  few  months  and  did  not 
always  persist.  Next  in  frequency  was  the  growth 
of  scattered  wiry  hairs.  In  only  two  patients  was 
there  unequivocal  change  in  color.  Both  patients 
were  men  with  rheumatoid  arthritis  and  both  were 
members  of  the  group  taking  all  three  supplements 
(brewers’  yeast,  calcium  pantothenate,  and  para- 
aminobenzoic acid).  After  two  or  three  months, 
their  hair  showed  a tendency  to  return  to  its  original 
color;  the  change  continued  to  occur  slowly  during 
the  remaining  period  of  medication.  It  is  regrettable, 
according  to  Nutrition  Reviews , that  the  effective- 
ness of  para-aminobenzoic  acid  and  of  calcium 
pantothenate  without  added  yeast  was  not  tried.  The 
study  provides  no  information  as  to  the  identity  of 
the  anti-gray  hair  factor  but  supplies  the  best  evi- 
dence yet  reported  that  the  gray  hair  of  some  indi- 
viduals might  be  changed  significantly  toward  its 
original  color  by  nutritional  factors. 

Grange  Opposes  Socialized  Medicine 

The  following  from  the  Christian  Science  Monitor 
of  July  8 gives  the  attitude  of  one  of  the  largest 
farm  organizations  in  the  United  States  towards  the 
Wagner-Murray-Dingell  bill: 

“Springfield,  Mass.,  July  8— Farmer  opposition  to 
socialized  medicine  is  reiterated  in  the  National 
Grange  Monthly,  organ  of  the  oldest  and  largest  of 
the  farm  organizations.  Taking  issue  with  the  Wag- 
ner-Murray-Dingell bill  now  in  Congress,  the 
Grange  magazine  says: 

“ ‘The  National  Grange  went  on  record  in  No- 
vember, 1940,  at  the  Syracuse,  N.  Y.,  session  as 
follows: 

“Whereas,  persistent  efforts  have  been  made 
during  recent  years  by  various  groups  to  launch  a 
national  health  program  calling  for  an  outlay  of 
$8,500,000,000  over  a jo  year  period,  with  the 
national,  state,  and  local  governments  sharing  the 
expense;  and 

“Whereas,  the  adoption  of  such  a plan  would 
go  a long  way  toward  the  establishment  of  ‘state 
medicine’  in  the  United  States,  with  the  people  bein^ 
obliged  to  support  the  doctor  through  funds  raised 
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by  taxation,  and  with  the  possibility  that  eventually 
the  taxpayers  would  in  some  degree  at  least  be  de- 
prived of  freedom  of  choice  in  selection  of  their 
physicians;  therefore  be  it 

“ ‘ “Resolved,  that  in  view  of  the  unsatisfactory 
experience  that  other  countries  have  had  with  the 
workings  of  such  plans,  we  do  not  favor  trying  the 
experiment  here.  However,  we  look  with  favor  on 
various  voluntary  plans  for  group  medical  care  that 
are  now  in  operation  throughout  the  country.” 

“ ‘This  might  indeed  read  as  from  a page  of  to- 
day’s book.  With  the  Wagner-Murray-Dingell  bill 
introduced  during  the  recent  months,  our  stand  of 
1940  could  well  be  given  as  an  example  of  the  fine, 
steady  influence  the  Grange  has  on  legislation’.” 

The  Poliomyelitis  Epidemic 

In  the  first  31  weeks  of  1944,  the  United  States 
has  had  more  cases  of  infantile  paralysis  reported 
than  at  any  comparable  time  shown  on  the  records 
in  28  years.  Latest  figures  from  the  U.  S.  Public 
Health  Service,  showing  state  reports  through 
August  5,  reveal  a total  of  3,992  cases.  This  is  1,226 
cases  more  than  reported  for  the  same  period  last 
year  when  the  nation  suffered  its  third  worst  polio 
epidemic,  and  1,089  cases  more  than  in  1931  when 
the  second  worst  outbreak  was  recorded.  The 
records  of  the  worst  outbreak  in  1916  show  there 
were  6,767  cases  by  August  1 of  that  year. 

In  five  states  where  the  outbreaks  are  in  epidemic 
or  near  epidemic  proportions,  the  total  cases  re- 
ported through  August  5,  1944,  are  higher  than 
those  states  reported  for  the  entire  year  of  1943. 
The  serious  or  threatening  outbreaks  this  summer 
are  confined  almost  entirely  to  states  east  of  the 
Mississippi,  while  last  year’s  were  largely  west  of 
the  river. 

New  Medical  Schools  in  U.  S. 

Within  the  past  year  three  schools  have  been 
added  to  the  list  of  approved  medical  schools  main- 
tained by  the  Council  on  Medical  Education  and 
Hospitals.  The  Southwestern  Medical  School  of  the 
Southwestern  Medical  Foundation  is  located  at 
Dallas,  Texas.  Dr.  Tinsley  Harrison  is  dean  of  the 
faculties.  The  Bowman  Gray  School  of  Medicine 
has  expanded  from  a school  of  the  basic  medical 
sciences  to  a four  year  medical  school,  located  at 
Winston-Salem,  N.  C.  Dr.  C.  C.  Carpenter  continues 
as  dean.  Under  the  deanship  of  Dr.  A.  Cyril  Callister, 


the  University  of  Utah  School  of  Medicine,  at  Salt 
Lake  City,  has  also  developed  a four  year  program. 
The  University  of  Alabama  has  virtually  completed 
arrangements  for  expansion  to  the  four  year  status, 
employing  the  facilities  of  the  Hillman  and  Jefferson 
hospitals  in  Birmingham.  It  is  anticipated  that  junior 
instruction  will  commence  about  July  1945  under 
the  direction  of  Dean  Roy  R.  Ivracke.  Dr.  Stuart 
Graves  will  continue  as  dean  of  the  basic  sciences. 
The  Council  on  Medical  Education  and  Hospitals  is 
glad  to  encourage  and  assist  well  planned  institutions 
in  developing  medical  schools  where  the  need  exists; 
it  must,  however,  discourage  ill  conceived  ventures 
in  medical  education.  New  and  more  medical  schools 
will  not  solve  the  problem  of  distribution  of  medical 
care.  There  is  no  assurance  that  more  doctors  will 
practice  in  rural  communities  if  more  doctors  are 
produced.  The  rate  of  production  of  doctors  and 
their  adequate  distribution  are  independent  prob- 
lems. 

Commission  Appointed  to  Study 
Hospital  Care 

Dr.  A.  C.  Bachmeyer,  director  of  the  University 
of  Chicago  Clinics,  was  appointed  to  conduct  a two 
year  survey  of  America’s  hospital  system  at  the 
initial  meeting  of  the  Commission  on  Hospital  Care 
in  Philadelphia  August  1 . The  Commission  was 
organized  on  the  request  of  members  of  the  Ameri- 
can Hospital  Association  for  an  independent,  un- 
biased study  to  serve  as  a basis  for  plans  for  future 
hospital  facilities  and  the  extension  of  those  already 
in  service. 

In  his  capacity  as  permanent  director  of  study, 
Dr.  Bachmeyer  will  make  a survey  of  hospital  facil- 
ities in  three  states— California,  Michigan,  and  one 
in  the  South— to  determine  the  health  needs  of 
every  segment  of  the  population,  and  to  investigate 
the  potentialities  for  an  even  wider  distribution  of 
hospital  service. 

On  the  basis  of  these  studies,  a nationwide  plan 
looking  toward  greater  coordination  among  hos- 
pitals will  be  developed,  aimed  at  extending  hospital 
care  of  the  sick  and  injured  equally  to  all— the 
farmer,  the  laborer,  the  urban  dweller,  and  those 
groups  requiring  specialized  attention  for  mental 
and  incurable  diseases. 

Dr.  Thomas  S.  Gates,  president  of  the  University 
of  Pennsylvania,  is  chairman  of  the  Commission, 
which  has  been  financed  by  a fund  of  $105,000  con- 
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tributed  by  the  Kellogg  Foundation,  the  Common- 
wealth Fund  of  New  York,  and  the  National  Foun- 
dation for  Infantile  Paralysis. 

Members  of  the  Commission,  composed  of  farm 
leaders,  industrial  and  labor  representatives,  and 
members  of  the  medical  and  nursing  professions, 
are:  our  former  president,  Herbert  Hoover;  Charles 
P.  Cooper,  first  vice-president,  American  T elephone 
and  Telegraph  Company;  Clinton  S.  Golden,  United 
Steelworkers  of  America;  Katherine  Densford,  r.n., 
dean  of  the  School  of  Nursing  of  the  University  of 
Minnesota;  Albert  W.  Dent,  president  of  Dillard 
University  in  New  Orleans;  Rt.  Rev.  Msgr.  Thomas 
O’Dwyer,  director  of  Catholic  Charities,  Archdio- 
cese of  Los  Angeles;  and  Dr.  Claude  W.  Munger, 
administrator  of  St.  Luke’s  Hospital,  N.  Y. 

Edward  L.  Ryerson,  chairman  of  the  Board,  In- 
land Steel  Company;  Frank  J.  Walter,  president  of 
the  American  Hospital  Association;  Matthew  Woll, 
vice-president  of  the  A.  F.  of  L.;  Clarence  Poe, 
editor  of  Progressive  Farmer;  Dr.  Willard  C.  Rapp- 
leye,  dean  of  the  College  of  Phsyicians  and  Surgeons 
at  Columbia  University;  J.  Berrye  Wall,  newspaper 
editor;  Dr.  Evarts  Graham,  Commissioner  of  Health, 
State  of  California;  and  Miss  Ada  Belle  McCleery, 
former  hospital  administrator,  complete  the  mem- 
bership. 

New  Jersey  Has  New  Medical- 
Surgical  Contract 

A new  contract,  to  be  issued  by  Medical-Surgical 
Plan  of  New  Jersey,  has  been  approved  bv  the  De- 
partment of  Banking  and  Insurance  and  will  be  avail- 
able for  distribution  within  the  next  few  weeks, 
according  to  the  Journal  of  the  Medical  Society  of 
New  Jersey.  Under  the  new  contract  the  hospital 
accommodation  occupied  by  the  patient  is  not  the 
sole  criteria  in  determining  whether  or  not  payments 
by  the  Plan  will  be  deemed  full  fee  or  part  fee  of 
Participating  Physicians.  Also  the  amount  payable 
for  obstetrical  care  shall  not  be  considered  as  in- 
cluding payment  for  antepartum  and  postpartum 
care  rendered  outside  of  the  hospital.  There  is  a 


waiting  period  of  nine  months  for  obstetrical  de- 
liveries and  tonsillectomies  and  an  allowance  of  $25 
for  accident  cases  treated  as  emergencies  within  24 
hours  and  not  hospitalized.  Medical  services,  in 
distinction  from  surgical,  eligible  for  payment  will 
be  limited  to  such  services  rendered  during  21  days 
of  hospitalization  during  any  one  contract  year. 

Medical-Surgical  Plan  as  organized  by  The  Medi- 
cal Society  of  New  Jersey  completed  21  months  of 
operation  on  March  31,  1944.  At  that  time  there 
were  20,460  persons  enrolled.  The  Plan  has  received 
from  its  subscribers  $120,864.69  and  has  paid 
$71,226.75  or  58.9  per  cent  of  this  income  to  physi- 
cians for  medical  and  surgical  services  rendered  its 
subscribers  and  dependents.  From  its  earned  income 
it  has  paid  all  administrative  costs,  all  eligible  claims 
in  accordance  with  its  predetermined  schedule  of 
benefits  and  placed  $19,850.33  or  16.4  per  cent  of  its 
earned  income  in  reserve.  In  addition  it  retains  intact 
the  $5,000  capital  fund  donated  by  The  Medical 
Society  of  New  Jersey. 

Prepayment  Medical  and  Surgical 
Care  in  Missouri 

The  Missouri  prepayment  medical  plan  will  in- 
clude medical,  surgical,  obstetric  and  fracture  care 
of  hospital  cases  only.  It  will  be  operated  on  a 
straight  cash  indemnity  basis  and  will  not  interfere 
with  the  physician’s  normal  fee.  The  policy  is  to 
state  that  the  indemnification  amount  will  not  in 
any  way  relate  to  the  physician’s  fee  and  the  amount 
paid  will  be  considered  by  the  patient  as  part  pay- 
ment of  the  fee.  The  plan  is  to  be  available  to  all  ! 
residents  of  the  state  and  every  physician  will  have 
an  opportunity  to  participate  in  the  plan. 

Medicine  in  China 

Thirty-seven  hospitals  in  occupied  China  have 
been  forced  to  close  down,  according  to  reports 
from  repatriated  physicians  arriving  last  year  on  the 
M/S  Gripsholm.  Forty-seven  hospitals  are  still 
carrying  on  under  very  difficult  conditions. 
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IF  YOU  HAVE  NO  PRIORITY  — for  a new  one,  get  the 

old  one  fixed  at  Professional!  No  matter  what  type  of  medical  or  surgical 
equipment  in  your  office  needs  attention— a bandage  scissor,  or  an  x-ray 
machine— call  us  with  complete  confidence.  We  have  been  helping  to  keep 
Connecticut  hospital  and  professional  wheels  turning  for  twenty  years,  and 
the  present  increased  demands  for  repair  service  are  “right  up  our  alley,” 
well  within  the  capabilities  of  our  competent  service  men.  Professional  Equip- 
ment Company,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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SECOND  WARTIME  CONFERENCE  ON  SCHOOL 
HEALTH  EDUCATION 

The  Second  Wartime  Conference  on  School  Health  Edu- 
cation is  scheduled  to  be  held  in  Commercial  High  School  at 
New  Haven,  Connecticut  on  Friday,  October  6,  1944  at  4:00 

p.  M. 

The  conference,  a continuation  of  the  excellent  work 
started  in  Hartford  last  January,  is  statewide  in  scope  and  is 
again  being  sponsored  by  the  Connecticut  State  Board  of 
Education,  Connecticut  State  Board  of  Health,  and  the  Con- 
necticut Tuberculosis  Association.  The  date  of  the  confer- 
ence was  arranged  by  the  Executive  Committee  to  coincide 
with  the  Amtrican  Public  Health  Conference  scheduled  in 
New  York  the  first  part  of  that  week,  and  as  a result  out- 
standing leaders  and  speakers  in  the  field  of  health  have  been 
secured  to  participate  in  the  program. 

SEVENTEENTH  GRADUATE  FORTNIGHT  OF 
THE  NEW  YORK  ACADEMY  OF  MEDICINE 
OCTOBER  9 TO  20,  1944 
Subject: 

"Infections  and  Their  Treatment” 

Evening  Sessions— 8:30  o’clock 
The  New  York  Academy  of  Medicine 

Monday,  October  9 

I.  Address  of  Welcome. 

Arthur  Freeborn  Chace,  President,  The  New  York 
Academy  of  Medicine. 

II.  Scientific  program. 

1.  The  Ludwig  Kast  Lecture1:  T he  mode  of  action  of  anti- 
bacterial agents. 

Rene  J.  Dubos,  Rockefeller  Institute. 

2.  Factors  which  influence  the  choice  of  antibacterial  agents. 
Colin  M.  MacLeod,  Professor  of  Bacteriology,  New  York 
University  College  of  Medicine. 

Tuesday,  October  io 

1.  Sulfonamides  in  the  control  of  streptococcus  infections. 
Hugh  J.  Morgan,  Brigadier  General,  U.  S.  Army. 

2.  Mass  sulfadiazine  prophylaxis  of  respiratory  diseases  in 
the  U.  S.  Navy. 

Alvin  F.  Coburn,  Commander,  MC-V(S)— USNR. 
Wednesday,  October  i i 

1.  Rickettsial  infections  in  the  Southwest  Pacific  area. 
Francis  G.  Blake,  Sterling  Professor  of  Medicine,  Yale 
University  School  of  Medicine. 

2.  Infectious  hepatitis. 

S.  Bayne-Jones,  Brigadier  General,  U.  S.  Army. 


1 In  memory  of  Dr.  Ludwig  Kast  who  proposed  the  Grad- 

uate Fortnight. 


Thursday,  October  12 

1.  Chemotherapy  of  syphilis. 

Joseph  Earle  Moore,  Associate  Professor  of  Medicine, 
Johns  Hopkins  University  School  of  Medicine. 

2.  Chemotherapy  of  gonorrhea. 

John  F.  Mahoney,  Senior  Surgeon,  USPHS. 

Friday,  October  13 

1.  Chemotherapy  in  acute  upper  respiratory  infections. 

Russell  L.  Cecil,  Professor  of  Clinical  Medicine,  Cornell 
University  College  of  Medicine. 

2.  The  Carpenter  Lecture1:  Influenza— Methods  of  study 
and  control. 

Thomas  Francis,  Jr.,  Professor  of  Epidemiology,  School 
of  Publci  Health,  University  of  Michigan. 

Monday,  October  16 

1.  The  use  of  penicillin  in  the  treatment  of  pneumococcal 
infections. 

William  S.  Tillett,  Professor  of  Medicine,  New  York 
University  College  of  Medicine. 

2.  Primary  atypical  pneumonia. 

John  H.  Dingle,  Director,  Commission  on  Acute  Respira- 
tary  Diseases,  Board  for  Investigation  of  Epidemic  Dis- 
eases, U.  S.  Army. 

Tuesday,  October  17 

1.  The  treatment  of  osteomyelitis. 

J.  Albert  Key,  Clinical  Professor  of  Orthopedic  Surgery, 
Washington  University  School  of  Medicine,  St.  Louis. 

2.  Treatment  of  burns  and  war  wounds. 

Lewis  K.  Ferguson,  Captain,  MC— USNR. 

3.  Discussion. 

Philip  D.  Wilson,  Surgeon-in-Chief,  Hospital  for  Special 
Surgery. 

Wednesday,  October  18 

1.  Recent  developments  in  sulfonamide  therapy. 

Harrison  F.  Flippin,  University  of  Pennsylvania. 

2.  Use  of  the  immune  globulin  fraction  of  human  plasma  in 
acute  infections. 

Charles  A.  Janeway,  Assistant  Professor  of  Pediatrics, 
Harvard  Medical  School. 

Thursday,  October  19 

1.  The  reactions  of  tissues  following  infection  and  their 
place  in  an  environmental  conception  of  the  nature  of 
disease.2 

Wiley  D.  Forbus,  Professor  of  Pathology,  Duke  Univer- 
sity. 

1 In  memory  of  Dr.  Wesley  M.  Carpenter. 

2 This  meeting  commemorates  the  centenary  of  the  New' 

York  Pathological  Society. 
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2.  Brucellosis  (undulant  fever)— problems  of  diagnosis  and 
treatment. 

Harold  J.  Harris,  Lt.  Comdr.,  MC— USNR. 

Friday,  October  20 
Panel  Discussion: 

Evaluation  of  Sulfa  Drugs  and  Penicillin 
Chairman:  David  P.  Barr 
Members:  Rene  J.  Dubos 

Colin  M.  MacLeod  Frank  L.  Meleney 

John  F.  Mahoney  William  S.  Tillett 

Morning  Panel  Discussions 

Morning  Panel  Discussions  will  be  held  at  the  Academy 
as  shown  in  the  following  schedule.  Fellows  of  the  Academy 
and  registrants  are  invited  to  attend  and  participate.  It  is 
requested  that  questions  for  discussion  be  submitted  in  ad- 
vance of  the  conference  to  Dr.  Mahlon  Ashford  at  the 
Academy,  or  if  this  is  not  feasible,  they  may  be  submitted 
in  writing  to  the  Chairman  during  the  discussion. 

Tuesday,  October  10,  11:00-12:30  a.  m. 

Subject:  Pneumonia  types  and  their  response  to  various 

forms  of  chemotherapy. 

Chairman:  Russell  L.  Cecil. 

Members:  Alvan  L.  Barach. 

Maxwell  Finland,  Boston. 

Norman  Plummer,  Major,  MC— AUS. 

Friday,  October  13,  11:12:30  a.  m. 

Subject:  Treatment  of  syphilis  and  gonorrhea. 

Chairman:  Joseph  Earle  Moore,  Baltimore. 

Members.  Oscar  F.  Cox,  Boston. 

Harry  Eagle,  Baltimore. 

Evan  W.  Thomas. 


Tuesday,  October  17,  11:00-12:30  a.  m. 

Subject:  Treatment  of  infections  of  eye,  ear  and  upper 

respiratory  tract. 

Chairman:  Samuel  J.  Kopetzky. 

Members:  Conrad  Berens. 

C.  Ward  Crampton.  Charles  J.  Imperatori. 
W.  Morgan  Hartshorn.  John  D.  Kernan. 
Westley  Ad.  Hunt.  Andrew  B.  Paul. 


Afternoon  Hospital  Clinics 

The  following  schedule  lists  hospital  clinics  which  will 
be  held  from  2:00  to  5:00  i>.  m.  during  the  Fortnight.  These 
clinics  will  be  devoted  to  the  course  and  treatment  of  in- 
fections. 

A detailed  program  of  clinics,  showing  the  subjects,  time 
of  presentation  and  names  of  clinicians  conducting  them, 
will  be  provided  for  those  attending  the  Fortnight. 


Calendar  of  Hospital  Clinics 


First  Week 
Monday,  October  9 
No  Clinics 

Tuesday,  October  10 

1 . Bellevue 

2.  Beth  Israel 


W EDNESDAY,  OCTOBER  I I 

3.  Babies 

4.  Montefiore 

T hursday,  October  i 2 

5.  Morrisania 

6.  Mount  Sinai 


Friday,  October  13 

7.  Home  for  Aged  and 
Infirm  Hebrews 

8.  Post-Graduate 

Second  Week 
Monday,  October  16 
9.  Lenox  Hill 

10.  Woman’s 

Tuesday,  October  17 

11.  St.  Luke’s 

12.  Willard  Parker 


Wednesday,  October  18 

13.  Jewish  Hosp.  of  Brooklyn 

14.  Presbyterian 

Thursday,  October  19 

15.  Flower-Fifth  Avenue 

16.  New  York 

Friday,  October  20 

17.  Polyclinic 

18.  Roosevelt 


THE  AMERICAN  ASSOCIATION  OF  INDUS- 
TRIAL NURSES  WANTS  NEW  MEMBERS 

1 he  American  Association  of  Industrial  Nurses  will,  on 
October  1,  launch  its  drive  for  new  members.  This  national 
association  was  organized  in  1942  in  recognition  of  the 
growth  and  expansion  in  the  field  of  industrial  nursing. 

I hough  the  war  has  brought  an  extraordinary  growth  in 
this  area,  some  of  which  will  be  cut  as  war  industries  close, 
industrial  nursing  is  now  established  as  an  important  and 
permanent  branch  of  nursing.  It  demands  an  organization 
whose  policies  are  shaped  by  those  who  have  blazed  the 
trails  in  this  area,  and  is  enriched  by  the  experiences  of  the 
new  recruits. 

Industrial  nursing  is  an  integral  part  of  the  growing  move- 
ment to  provide  safety  and  health  to  our  great  worker 
population.  This  movement,  instigated  privately  by  indus- 
trial management,  and  officially  by  city,  state  and  federal 
governments,  is  a substantial  and  growing  phase  in  our  coun- 
try’s efforts  to  prevent  accident  and  disease  and  to  promote 
health. 

1 he  AAIN  represents  nurses  in  every  field  of  industrial 
and  mercantile  establishments.  Its  governing  board  is  repre- 
sentativ  e of  the  country  as  a whole.  Its  membership  require- 
ments are  on  a par  with  those  of  other  standard  making 
nursing  bodies.  It  has  already  made  material  progress  through 
the  appointment  of  an  executive  secretary,  in  appointing 
counsellors  in  strategic  areas  for  advising  nurses,  and  in  lay-  ' 
ing  the  groundwork  for  university  and  college  courses  in 
industrial  nursing.  Its  expanding  action  program  is  centered 
on  a sharing  of  common  problems  bv  all  nurses  in  industry,  j 
and  in  aiding  these  nurses  to  broaden  their  usefulness  to 
society. 

I he  AAIN  actively  encourages  membership  in  the  nursing 
profession’s  official  bodies,  the  district,  state  and  national 
nurses  associations.  It  also  encourages  the  creation  of  sections 
on  industrial  nursing  within  these  bodies,  and  it  works  in 
close  harmony  with  these  and  all  other  agencies  concerned 
with  industrial  and  community  health. 

In  this  drive  the  American  Association  of  Industrial  Nurses 
appeals  to  industrial  management,  physicians  and  safety  en- 
gineers, as  well  as  to  nurses,  to  bring  word  of  this  association 
to  their  nurses.  A post  card  inquiry  will  at  once  furnish  com- 
plete information  to  a prospective  member.  Address  Mrs. 
Gladys  Dundore,  r.n.,  Executive  Secretary,  54  West  10th 
Street,  New  York  Ctiy  11,  N.  Y. 
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RICCI  

Genealogy  of  Gynaecology 

rBy  James  V.  Ricci,  B.  A.,  M.  D. 

Associate  Clinical  Professor  of  Gynaecology  and  Obstetrics , New  York  Medical 
College;  Director  of  Gynaecology  of  the  City  Hospital , New  York;  Associate 
Attending  Gynaecologist  and  Obstetrician , Flower  and  Fifth  Avenue  Hospitals; 
Consultant  in  Gynaecology  and  Obstetrics,  Broad  Street  Hospital , New  York,  etc. 


This  remarkable  book  presents  the  Romance  of  Gynaecology.  The  author, 
with  an  amazing  devotion  to  his  specialty,  has  unearthed  from  seemingly 
endless  sources  an  immense  amount  of  material  dealing  with  the  theories  and 
therapies  of  female  ailments.  The  book  unfolds  in  orderly  fashion  the  devel- 
opment of  Gynaecology  as  practiced  for  a period  of  approximately  four 
thousand  years. 

"One  can  be  free  with  praise  of  this  full,  well-documented  narrative, 
modestly  told,  clearly  representing  years  of  patient  labor.  . . . One 

might  add  that  volumes  such  as  this,  directed  at  the  reader  who  is  not  a 
professional  historian  himself,  possess  certain  advantages  when  not  com- 
posed by  the  professional  historian;  and  there  are  practically  no  medical 
histories  in  English,  general  or  special,  by  professional  medical  historians, 
anyhow.  . . . We  know  of  no  other  history  of  this  subject  in  English 

that  compares  with  this  work  in  its  fulness,  yet  readability,  its  richness 
of  illustrations,  its  documentation  and  its  guides  to  further  reading.  For 
the  clinician  and  layman  aware  of  medico-historical  values,  this  narra- 
tive is  highly  recommended;  for  all,  it  is  a valuable  reference  work  that 
leads  to  a rich  list  of  sources." 

E.  B.  Krumbhaar,  M.D.  (Editor) 

American  journal  of  the  Medical  Sciences 

Ins.;  578  Pages;  $8.50  (1943) 
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Order 


Please  send  and  charge  my  account:  Ricci’s  Genealogy  of  Gynaecology— $8.50. 
Name 


Address. 


Conn.  S.  Med.  T. 


THE  BLAKISTBN  COMPANY,  Philadelphia  5,  Pa 
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MEETING  OF  MILITARY  SURGEONS 

The  complete  program  for  the  52nd  annual  meeting  of  the 
Association  of  Military  Surgeons  of  the  United  States  to  be 
held  November  2-4  at  the  Hotel  Pennsylvania,  New  York 
City,  has  been  announced  by  Col.  Lucius  A.  Salisbury, 
Association  president. 

The  opening  session  at  10:  a.  m.  November  2 will  feature 
addresses  by  Major  General  Norman  T.  Kirk,  MC,  Surgeon 
General.  U.  S.  Army;  Vice  Admiral  Ross  T.  Mclntire,  MC, 
Surgeon  General,  U.  S.  Navy;  Thomas  Parran,  m.d.,  Surgeon 
General,  USPHS,  and  Brig.  General  Frank  T.  Hines, 
Administrator,  Veterans  Administration.  Among  the  other 
speakers  will  be:  Major  General  T.  A.  Terry,  Commanding 
General  of  the  Second  Service  Command;  Hon.  Fiorello  La- 
Guardia,  Mayor  of  New  York  City;  Col.  Salisbury;  Col. 
Charles  M.  Walson,  MC,  U.  S.  Army,  Chairman  of  the  Con- 
vention and  Program  Committees  for  the  meeting;  Ur. 
Arthur  Chace,  President  of  the  New  York  Academy  of 
Medicine,  and  Dr.  Conrad  Berens,  president  of  the  New 
York  County  Medical  Society. 

A “Symposium  on  War  Surgery,”  under  the  direction  of 
Brig.  Gen.  Raymond  W.  Bliss,  MC,  Chief  of  the  Operations 
Service  of  the  Army  Surgeon  General’s  Office,  will  take 
place  during  the  afternoon  of  November  2.  Speakers  will  be: 
Brig.  Gen.  Fred  W.  Rankin,  MC,  Chief  Consultant  in  Sur- 
gery in  the  Army  Surgeon  General’s  Office;  Capt.  Frederic 
L.  Conklin,  MC,  Medical  Officer  in  Command  o£  the  U.  S. 
Naval  Hospital,  Chelsea,  Mass.;  Lt.  Comdr.  Clarence  R. 
Straatsma,  MC,  U.  S.  Naval  Hospital,  Brooklyn,  N.  ^ .; 
Lt.  Col.  John  C.  Brauer,  DC,  Assistant  to  Director  Dental 
Division,  Army  Surgeon  General’s  Office,  and  Col.  Augustus 
Thorndike,  MC,  Director,  Reconditioning  Division,  Army 
Surgeon  General’s  Office. 

The  presiding  officer  at  the  morning  session  November  3 
will  be  Major  Gen.  David  N.  W.  Grant,  MC,  The  Air  Sur- 
geon, Army  Air  Forces.  Speakers  participating  in  the  “Sym- 
nosium  On  Chemotherapy”  at  the  session  will  be:  Dr.  Chester 
S.  Keefer,  Wade  Professor  of  Medicine,  Boston  University 
School  of  Medicine;  Capt.  William  W.  Hall,  MC,  Navy 
Bureau  of  Medicine  and  Surgery;  Brig.  Gen.  Hugh  J.  Mor- 
gan, MC,  Chief  Consultant  in  Medicine,  Army  Surgeon 
General’s  Office;  Col.  Raymond  Randall,  VC,  Director, 
Army  Veterinary  School,  Army  Medical  Center,  Washing- 
ton, D.  C.,  and  Col.  William  P.  Holbrook,  MC,  Chief,  Medi- 
cal Services  Division,  Army  Air  Surgeon’s  Office. 

Rear  Admiral  Luther  Sheldon,  Jr.,  MC,  Assistant  Chief, 
Navy  Bureau  of  Medicine  and  Surgery,  will  preside  at  the 
November  3 afternoon  session,  which  will  feature  talks  by: 
Brig.  Gen.  James  S.  Simmons,  MC,  Chief,  Preventive  Medi- 
cine Service,  Army  Surgeon  General’s  Office;  Lt.  Col. 
Francis  R.  Diouaido,  MC,  Chief,  Tropical  Disease  Treatment 
Branch,  Army  Surgeon  General’s  Office;  Col.  William  C. 
Menninger,  MC,  Chief  Consultant  in  Neuropsychiatry,  Army 


Surgeon  General’s  Office;  Major  Gen.  G.  B.  Chisholm,  MC, 
CBE,  ED,  Director  General  of  Medical  Services,  Depart- 
ment of  National  Defence-Army,  Ottawa,  Canada,  and  Dr. 
R.  E.  Dyer,  Director,  National  Institute  of  Health,  USPHS. 

At  the  final  forum  session  on  the  morning  of  November  4, 
Dr.  Warren  F.  Draper,  Deputy  Surgeon  General,  USPHS, 
will  preside.  Lecturers  will  be:  Brig.  Gen.  Charles  C.  Hill- 
man, Chief,  Professional  Service,  Army  Surgeon  General’s 
Office;  Col.  M.  S.  White,  MC,  Director,  Aero  Medical  De- 
partment, AAF  School  of  Applied  Tactics,  Orlando,  Fla.; 
Brig.  Gen.  Stanhope  Bayne-Jones,  MC,  Deputy  Chief,  Pre- 
ventive Medicine  Service,  Army  Surgeon  General’s  Office, 
and  Capt.  Charles  W.  Shilling,  MC,  Officer  in  Charge,  Medi- 
cal Research  Laboratory,  Submarine  Base,  New  London, 
Conn. 

Discussion  panels,  which  will  be  integrated  with  forum 
lectures  and  symposiums,  will  be  held  after  the  regular 
sessions  on  Thursday  and  Friday.  Separate  discussions  led 
by  outstanding  specialists,  have  been  arranged  for  medical, 
dental,  veterinary,  sanitary  and  medical  administrative  corps 
officers. 

Other  features  of  the  meeting  will  be  military  and  com- 
mercial scientific  exhibits,  arranged  under  the  direction  of 
Col.  F.  H.  Foucar,  of  the  Second  Service  Command  Labora- 
tory, Medical  Motion  Pictures,  the  Annual  Banquet  and 
special  “Army”  and  “Navy”  nights. 


AMERICAN  COLLEGE  OF  SURGEONS  CANCELS 
1944  CLINICAL  CONGRESS 

The  American  College  of  Surgeons,  upon  action  of  its 
Board  of  Regents,  has  cancelled  its  Annual  Clinical  Congress 
because  of  the  acute  war  situation  that  has  developed,  in- 
volving greater  demands  than  at  any  time  in  the  past  upon 
our  transportation  systems  for  the  carrying  of  wounded 
military  personnel,  troops,  and  war  materiel.  The  Congress 
was  to  have  been  held  in  Chicago,  October  24  to  27.  Dr. 
Irvin  Abell  of  Louisville,  Chairman  of  the  Board  of  Regents, 
in  making  the  announcement,  said  that  this  action  was  taken 
after  consultation  with  officials  in  Washington. 

At  the  annual  meeting  of  the  Board  of  Regents  which  will 
be  held  later  in  the  year,  fellowship  in  the  College  will  be 
conferred  in  absentia  on  the  class  of  initiates  of  1944,  as  there 
will  be  no  Convocation  exercises.  At  the  same  time  the  list 
of  hospitals,  cancer  clinics,  medical  services  in  industry, 
hospitals  conducting  programs  of  graduate  training  in  sur- 
gery, and  medical  motion  pictures,  that  meet  the  College 
standards,  will  be  approved  and  later  published. 

All  present  Officers,  Regents,  Governors,  and  Standing 
Committees  will  continue  in  office. 

War  conditions  permitting,  the  Clinical  Congress  will  be  \ 
held  in  the  fall  of  1945. 


NEW  SERVICE  The  Professional  Equipment  Company  of  New 

Haven  reports  that  requests  from  the  lay  public  for  short  wave  equipment  for 
home  use  have  consistently  been  refused  by  them  without  a doctor’s  prescrip- 
tion, but  the  increasing  demand  suggests  that  some  doctors  may  be  overlooking 
this  service  to  patients.  No  inquiry  will  be  handled  without  a doctor’s  sanc- 
tion, but,  with  medical  guidance,  short  wave  rental  machines  are  available  for 
the  patient’s  use  at  home. 


(See  PAGE  2) 
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CORRESPONDENCE 

The  following  letter  submitted  by  Dr.  John  M.  Freiheit  of 
W aterbury  is  pertinent  at  this  time  because  of  the  nationwide 
controversy  on  inclusion  of  roentgenological  services  in  pre- 
paid medical  service  plans.  The  accuracy  of  some  of  Dr. 
Freiheifs  statements  may  be  questioned,  however.  Flis 
solution  as  suggested  in  the  following  letter  was  given  careful 
consideration  early  in  the  work  of  the  Committee  on  Prepaid 
Medical  Service  and  was  rejected  for  several  reasons. 

Expressions  of  opinion  from  other  members  will  be  wel- 
come. 

The  Editor 

Medical  Society  Insurance  Company 
Advocated 

To  the  Editor: 

The  infringement  of  private  insurance  companies 
on  the  professional  rights  of  doctors  has  reached  a 
point  where  it  is  absolutely  essential  that  our  repre- 
sentatives consider  carefully  the  policy  of  entrusting 
the  future  of  professional  service  insurance  to  pri- 
vate insurance  enterprise.  Hospitalization  Insurance 
was  initiated  by  private  insurance  companies  with 
the  approval  of  the  medical  profession  under  a 
slogan  that  “If  the  hospital  is  paid  by  an  insurance 
company  the  patient  will  have  more  of  his  own 
money  left  to  pay  the  doctor.”  The  result  has  been 
that  honest  people  still  pay  the  doctor  but  many  of 
the  beats  and  cheats  who  used  to  hang  up  the  hos- 
pital on  the  wards  now  avail  themselves  of  the 
services  of  a private  doctor  and  never  intend  to  pay 
him  except  maybe  a few  dollars.  1 invite  everyone 
in  this  society  to  peruse  his  accounts  and  he  will 
find  that  despite  general  increase  in  jobs  and  wage 
earning  which  accounts  for  increase  in  average  in- 
come the  percentage  of  unpaid  accounts  is  increased 
over  that  percentage  before  hospitalization  came 
into  effect  and  the  number  of  dollar  “now  and  then” 
receipts  for  vital  services  is  astoundingly  high  for 
the  supposedly  “good  times”  the  population  is  en- 
joying, and  the  last  word  needs  no  quotation  marks. 

Meanwhile  the  private  insurance  companies  which 
have  reaped  all  the  benefits  from  the  arrangement 
have  piled  up  “million  dollar”  surpluses.  Hospital 
policy  has  fallen  into  line  with  catering  to  the  largest 
source  of  income.  For  instance  a holder  of  a little 
white  insurance  card  even  though  he  has  mental 
reservations  never  to  pay  his  doctor  is  welcomed  in- 
to private  service  in  a hospital  with  open  arms.  An 


honest  individual  who  has  not  joined  a hospital  plan 
but  who  has  always  paid  his  doctor’s  bill  say  within 
sixty  days  cannot  enter  a private  hospital  unless  he 
pays  cash  in  full  in  advance. 

The  influence  of  the  insurance  company  on  the 
hospital  policy  is  so  great  that  it  even  transcends  the 
collective  opinion  of  the  hospital  staff  which  only 
gives  its  services  free  unless  the  hospital  wishes  some 
special  donation  which  it  hastens  to  supply.  The 
power  of  the  full  purse  is  so  great  that  recently  an 
insurance  company  in  this  state  forced  the  hospitals 
in  most  of  the  large  cities  to  accept  a contract 
placing  x-ray  professional  services  on  the  same  plan 
as  room  service.  It  further  limits  the  practice  of  the 
x-ray  specialist  by  refusing  to  x-ray  any  patient 
under  contract  unless  that  patient  is  hospitalized: 
i.e.,  x-ray  will  eventually  be  only  a hospital  specialty 
although  there  is  nothing  in  the  contract  to  prevent 
the  insurance  company  from  favoring  “certain”  out- 
side roentgenological  groups.  The  influence  of  the 
Medical  Society  is  so  disunited  that  this  infringe- 
ment on  the  professional  rights  of  a medical  special- 
ty received  no  professional  support  although  the 
roentgenological  section  opposed  it  to  a man.  The 
roentgenologist  was  satisfied  to  be  a hospital  em- 
ployee as  long  as  he  had  the  privilege  to  go  out  and 
compete  with  the  hospital  in  a private  office.  Either 
he  should  be  allowed  to  divide  x-ray  service  in  the 
hospital  into  technical  service  provided  by  the  hos- 
pital and  professional  service  for  which  the  patient 
or  the  insurance  company  still  owes  him  a bill,  or 
his  status  as  a specialist  is  gone. 

In  addition  to  dictating  to  the  medical  profession 
the  insurance  companies  now  have  a precedent 
established  that  the  hospital  as  an  organization  can 
practise  medicine  with  or  without  the  consent  of  the 
hospital  staff.  Other  infringements  of  professional 
rights  instigated  by  propagandizing  public  opinion 
are  sure  to  follow. 

The  Medical  Society  of  this  State  has  formulated 
a plan  for  prepayment  of  professional  services  under 
which  x-ray  has  a place  as  a professional  specialty. 
The  profession  has  not  toyed  with  the  idea  of 
placing  the  management  of  such  plan  in  the  hands  of 
private  insurance  companies  but  have  presented  the 
plan  to  organizations  which  are  at  present  hedging 
as  to  acceptance.  The  attitude  of  disrespect  for  the 
medical  profession  does  not  warrant  any  further 
confidence  in  the  private  insurance  company  by  the 
profession.  It  is  true  that  the  insurance  company  has 
a right  to  provide  the  best  care  for  the  policy  holder 
at  the  lowest  rate  possible,  but  it  is  also  true  that  the 
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high  standards  of  the  medical  profession  cannot  be 
maintained  without  giving  the  members  of  that  pro- 
fession standards  socially  which  compensate  for  the 
potential  twenty-four  hour  a day  working  life  which 
no  other  profession  approximates. 

Better  that  the  profession  form  its  own  insurance 
company  and  hire  capable  insurance  officials  to  run 
it  than  entrust  its  future  to  organizations  that  tend 
to  depreciate  the  efforts  of  the  most  tireless  group 
in  society  in  the  performance  of  social  duty.  I o that 
end  I propose  that  the  Medical  Society  of  the  State 
of  Connecticut  issue  stock  to  form  the  Prepaid  Pro- 
fessional Service  Insurance  Company  of  Connecticut 
Physicians  with  power  of  our  permanent  secretary, 
Dr.  Creighton  Barker,  to  organize  the  company  and 
sell  the  plan  to  the  citizens  of  this  State. 

John  M.  Freiheit,  m.d. 

August  30,  1944 

OBITUARIES 

Edmund  J.  O’Shaughnessy,  M.D. 

1867  - 1944 

When  the  curtain  of  life  falls  and  each  one  is 
measured  by  his  standard  of  accomplishments,  we 
of  the  medical  profession  pause  to  give  honor  to  our 
distinguished  colleague  in  medicine,  Edmund  J. 
O’Shaughnessy,  m.d.  Each  of  us  as  an  associate  is 
conscious  of  his  outstanding  career,  always  prompt- 
ed by  his  serious  endeavor  to  give  in  terms  of  the 
most  scientific  proportions  to  any  person  that  should 
court  his  judgment  as  a physician.  He  was  endowed 
with  a principle  of  sincerity  and  each  incident  called 
for  the  most  searching  detail  that  110  symptom 
should  be  cast  aside  without  serious  consideration. 
His  knowledge  and  ability  were  foremost  in  the  use 
of  the  sulfa  drugs  when  a great  degree  of  precision 
demanded  the  closest  observation  in  its  use.  As  a 
cardiologist  he  was  able  to  guide  and  direct  us  in 
the  care  of  our  patients  which  was  of  material  worth 
to  each  of  us. 

And  so  on  July  4,  1944  he  was  given  to  his  Maker, 
dressed  in  the  uniform  of  a soldier  and  the  casket 
draped  with  an  American  flag.  With  such  an  honor- 
able status,  we  should  all  be  conscious  that  the  mould 
of  his  career  was  only  given  to  a few.  He  used  this 
precious  gift  in  a way  that  each  of  us  is  proud  to  be 
a physician. 


Dr.  Edmund  J.  O’Shaughnessy  was  born  in  New 
York  City  on  September  18,  1867  and  was  awarded 
his  degree  of  Doctor  of  Medicine  by  Bellevue  Medi- 
cal College  in  1899,  and  then  came  to  New  Canaan 
in  the  year  1900.  His  many  accomplishments  in 
medicine  were  the  result  of  his  hospital  affiliations 
which  gave  him  an  opportunity  to  take  advantage 
of  all  incidents  pertaining  to  his  profession,  as 
receiving  his  interneship  at  St.  Francis  Hospital, 
New  York  City,  and  thence  during  all  his  years  of 
active  practice  attended  the  Manhattan  Eye  & Ear 
Clinic  and  Cornell. 

He  attended  the  camp  at  Plattsburg  in  1916  and 
joined  the  Service  on  July  5,  1917  as  a first  lieu- 
tenant and  later  promoted  to  captain  and  maintained 
his  medical  reserve  by  attending  camp  each  summer 
until  his  retirement  in  1939.  He  was  a member  of  the 
Fairfield  County  Medical  Association  from  1908  to 
the  time  of  his  death  and  had  been  affiliated  as  a 
physician  on  the  regular  staff  of  the  Stamford  Hos- 
pital as  well  as  cardiologist  for  many  years. 

Ralph  W.  Crane,  m.d. 

Joseph  Marshall  Flint,  M.D. 

1872  - 1944 

Dr.  Joseph  M.  Flint,  former  Yale  professor  of 
surgery  who  organized  and  commanded  the  Yale 
Hospital  Unit  during  the  first  World  War,  died 
September  16,  1944  in  Seal  Harbor,  Me.  He  was  72 
years  old. 

Dr.  Flint  retired  in  1921,  having  served  as  pro- 
fessor of  the  principles  and  practice  of  surgery  at 
Yale  since  1907  and  as  chief  of  surgery  at  the  New 
Haven  Hospital  since  1918.  He  lived  in  Switzerland 
for  many  years  after  his  retirement. 

Dr.  Flint  was  commissioned  a major  in  the  Army 
Medical  Corps  in  1917,  having  previously  rendered 
war  service  at  the  Arsakeion  Hospital  in  Athens 
during  the  Second  Balkan  War  and  as  Medecin 
Chef,  Hospital  32  bis,  Chateau  de  Passy,  France, 
during  the  summer  of  1915. 

In  June,  1917,  he  obtained  the  sanction  of  the 
Army  for  the  formation  of  a mobile  hospital  unit 
and  in  August,  1917,  the  Yale  Unit,  the  first  of  its 
kind  in  the  American  Expeditionary  Forces,  went 
overseas  with  Major  Flint  as  its  commanding  officer. 

The  Yale  Unit,  known  as  Mobile  Hospital  Unit 
No.  39,  served  with  the  39th  expeditionary  force 
during  the  St.  Mihiel  offensive,  breaking  all  records 
for  the  number  of  operations  performed  by  any  one 
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unit.  In  addition  to  serving  as  commanding  officer  of 
the  Yale  unit,  Dr.  Flint  was  also  Liason  Officer, 
Chief  Surgeon’s  Office,  to  the  12th  French  Region; 
and  Liason  Officer,  AEF,  to  the  French  War  Office 
for  mobile  sanitary  formations.  Fie  was  promoted  to 
the  rank  of  lieutenant  colonel  in  July,  1918. 

In  1919,  he  was  awarded  the  Distinguished  Serv- 
ice Medal  “for  exceptionally  meritorious  and  dis- 
tinguished services,”  accompanied  by  a citation 
which  read  as  follows:  “When  placed  in  a position 
of  great  responsibility  as  commanding  officer  of 
Mobile  Hospital  No.  39  at  Aullnois-sous-Vertusey, 
France,  he  used  extraordinary  skill  and  sound  judg- 
ment in  the  organization  and  operation  of  that  unit, 
the  first  of  its  kind  in  the  American  Expeditionary 
Forces.” 

“In  its  formative  period,  he  was  faced  by  great 
and  unforseen  difficulties,  but  with  untiring  energy 
and  genius  he  surmounted  all  obstacles,  making  his 
unit  a model  for  all  those  subsequently  organized.” 

HONORED  BY  FRANCE 

Fie  was  also  nominated  “Officer  de  l’lnstruction 
Publique”  by  the  French  government  for  his  work 
at  Chateau  de  Passy  in  1915. 

An  undergraduate  at  Princeton  and  the  Univer- 
sity of  Chicago,  Joseph  Marshall  Flint  was  a member 
of  the  fourth  class  to  take  the  m.d.  degree  at  Johns 
Hopkins  in  1900.  Trained  as  an  anatomist,  he  was 
professor  of  anatomy  at  the  University  of  California 
from  1901  to  1907  when  he  was  called  to  Yale  as 
professor  of  surgery.  As  the  first  professor  on  the 
full-time  plan  he  performed  great  service  both  by 
precept  and  by  example  in  evolving  the  plan  of 
university  medical  education  which  was  then  being 
formulated.  These  activities  were  interrupted  with 
the  advent  of  the  first  World  War. 

In  spite  of  the  heavy  responsibilities  of  the  war 
years,  Dr.  Flint  returned  to  New  Haven  after  the 
war  and  continued  his  academic  associations  until 
1921.  During  this  period  he  again  made  valuable 
contributions  to  medical  education  through  the 
Yale  School  of  Medicine  which  was  in  active  process 
of  reorganization.  Thereafter  he  resided  in  Califor- 
nia and  abroad. 

Dr.  Flint’s  portrait  by  the  Viennese  artist  John 
Quincy  Adams  was  presented  to  Yale  shortly  after 
his  retirement  and  in  1942  Dr.  Flint  gave  his  medical 
library  to  the  School  of  Medicine. 

From  New  Haven  Register 


THE  DOCTOR’S  OFFICE 

< -c  v < -s 

Charles  C.  Yerbury  has  opened  his  office  in  Man- 
chester for  the  practice  of  obstetrics  and  gynecol- 
ogy. Dr.  Yerbury  is  the  only  brother  of  Edgar  C. 
Yerbury,  recently  appointed  superintendent  of 
Middletown  State  Hospital,  and  is  former  instructor 
in  his  specialty  at  Flower  Fifth  Ave.  Medical  Center, 
New  York  City. 


OUR  NEIGHBORS 

Massachusetts 

The  membership  of  the  Massachusetts  Medical 
Society  is  now  5,778,  a net  gain  of  25  for  the  past 
year. 

New  Jersey 

T he  Associated  Press  reported  on  August  24  that 
the  Essex  College  of  Medicine  and  Surgery  would 
open  its  doors  in  Newark  to  students  about  October 
1.  This  is  said  to  be  the  first  institution  of  its  kind 
in  New  Jersey.  Although  the  State  Board  of  Edu- 
cation has  not  granted  the  new  medical  school 
authority  to  issue  the  degree  of  Doctor  of  Medicine, 
yet  it  has  encouraged  the  school  to  open  and  sub- 
mit to  a trial  period  of  operation.  The  registrar  has 
stated  that  more  than  200  applications,  chiefly  from 
residents  of  New  Jersey,  have  been  received.  The 
school  plans  to  accept  only  100  students  each  year 
for  the  first  four  years. 

New  York 

The  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York  has  provided  for  the  estab- 
lishment of  a Bureau  of  Medical  Care  Insurance  with 
a full  time  director  and  staff  to  undertake  this  job 
for  the  State. 

Rhode  Island 

Butler  Hospital  recently  celebrated  the  centenary 
of  its  founding.  To  the  present  superintendent, 
Arthur  FI.  Ruggles,  now  in  his  25th  year  as  head  of 
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that  institution,  is  due  much  of  the  credit  for  the 
progress  made  in  interpreting  psychiatric  care  to  the 
laymen  of  Rhode  Island.  The  Rhode  Island  Medical 
Journal  dedicated  its  August  issue  to  Butler  Hospital. 


< uy A>oe>e>y 

NEWS 

from  County  Associations 

Litchfield 

While  on  a visit  to  Maine  early  in  September, 
Albert  W.  Buck,  director  of  Charlotte  Hungerford 
Hospital,  Torrington,  died  suddenly  of  a heart 


attack.  He  had  held  his  present  position  since  1937 
and  prior  to  that  was  superintendent  of  New  Haven 
Hospital  for  eleven  years. 

New  Haven 

Charles  H.  Brown,  oldest  practicing  physician  in 
Waterbury,  died  on  September  7 after  a short  ill- 
ness, while  vacationing  in  Maine.  Dr.  Brown  was 
interested  in  x-ray  and  radium  treatment  and  he  also 
did  general  surgery  during  most  of  his  active  career. 
He  was  very  active  in  the  local  and  county  medical 
society  and  was  past  president  of  both. 

Capt.  Raymond  D.  Markle,  a former  Waterbury 
physician  reported  missing  in  action  in  the  European 
theater  on  August  20,  is  now  reported  safe  in  south- 
ern France. 


COLUMBIA  UNIVERSITY 

in  the  City  of  New  York 
Delamar  Institute  of  Public  Health 
College  of  Physicians  and  Surgeons 
ANNOUNCES 

Seven  Weeks’  Intensive  Instruction  in 
Industrial  Hygiene 
October  30  - December  10.  1944 
Study  may  be  undertaken  in  units  of  one  or 
more  weeks 

For  further  information,  address: 

The  Director 

DeLamar  Institute  of  Public  Health 

000  West  108  Street,  New  York  33,  N.  Y. 


Lost  Dollars  are  recovered  from  patients 
who  still  owe  you  for  services  rendered  a 
long  time  ago.  Our  methods  are  modern, 
efficient  and  ethical.  No  charge  unless  suc- 
cessful. 

Write  — Our  local  auditor  will  call 


Crane  Discount  Corporation 

230  W.  4lst  St.  New  York  18,  N.  Y. 


ACCIDENT.  HOSPITAL.  SICKNESS 

INSURANCE 


For  Ethical  Practitioners  Exclusively 


[59,000  Policies  in  Force] 


For 

S5.000.00  accidental  death  $32.00 

$25.00  weekly  indemnity,  accident  and  sickness  per  year 

For 

$10,000.00  accidental  death  $64.00 

$50. CO  weekly,  indemnity,  accident  and  sickness  per  year 

For 

$15,000.00  accidental  death  $96.00 

$75.00  weekly  indemnity,  accident  and  sickness  per  year 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS.  WIVES 
AND  CHILDREN 

42  Years  Under  the  Same  Management 

$2,600,000.00  INVESTED  ASSETS 

$12,000,000.00  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

86c  out  of  each  $1.00  gross  income  used  for 
members’  benefit 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

400  First  National  Bank  Bldg.  Omaha  2,  Nebr. 


jfcjSAFE,  STABLE,  N O N - I R R I T AT  I N G ISOTONICSILVER  COLLOID 


COLSARCE 


* 


*Ree.U.S.Pat.Off. 


CROOKES  LABORATORIES,  INC.  • 305  E.  45  th  STREET,  .N . Y. 


NEW  BOOKS  IN  REVIEW 
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Windham 

Captain  Sidney  Vernon,  MC,  Willimantic,  who 
has  been  a prisoner  of  the  Japanese  since  the  fall  of 
the  Philippine  Islands  has  communicated  with  his 
wife  through  the  Red  Cross,  stating  that  he  is  prac- 
ticing in  the  military  prison  hospital  No.  i at  Cebu, 
Philippines. 

Lt.  George  E.  Roch,  MC,  Willimantic,  is  at  the 
U.  S.  Naval  Hospital,  Sun  Valley,  Ketchum,  Idaho. 

Lt.  Col.  E.  J.  Ottenheimer,  MC,  Willimantic,  has 
been  temporarily  detached  from  the  39th  General 
Hospital  and  is  now,  for  the  time  being,  with  the 
South  Pacific  Command  Headquarters. 


NEW  BOOKS  IN  REVIEW 

CLINICAL  DIAGNOSIS  BY  LABORATORY  EXAM- 
INATIONS. By  John  A.  Kolmer,  m.s.,  m.d.,  dr.p.h.,  sc.d., 
ll.d.,  l.h.d.,  f.a.c.p..  Professor  of  Medicine  in  the  School  of 
Medicine  and  the  School  of  Dentistry  of  Temple  Univer- 
sity; Director  of  the  Research  Institute  of  Cutaneous  Medi- 
cine; Formerly  Professor  of  Pathology  and  Bacteriology  in 
the  Graduate  School  of  Medicine  of  the  University  of 
Pennsylvania.  New  York,  London:  D:  Applet on-Century 
Co.,  Inc.  1943.  1239  pp.  Illustrated.  $8.00. 

Reviewed  by  Allan  K.  Poole 

This  is  a book  of  1239  pages.  Its  purpose  as  given  in  the 
preface  is  very  commendable:  i.e.,  to  present  and  correlate 
both  laboratory  and  clinical  aspects  of  medicine  and  is  actu- 
ally three  separate  books  under  one  cover. 

The  arrangement  is  interesting.  Part  I deals  with  the  nor- 
mal and  abdominal  findings  of  specific  tests  and  their 
interpretation.  Part  II  is  a summary  of  laboratory  procedures 
useful  or  indicated  in  definite  diseases.  Part  III  is  devoted 
to  technical  methods  involved  in  the  tests  discussed. 

This  book  is  primarily  written  for  medical  students  with 
the  hope  it  will  also  be  useful  tc  the  general  practitioner.  It 
probably  is  of  value  as  a text  book  for  students  but  it  is 
limited  by  its  inflexibility  and  size.  Kolmer  has  attempted  to 
select  what  he  feels  is  the  best  technique,  but  techniques 
change  frequently  and  other  instructors  may  not  agree  with 
the  methods  advocated.  Many  sections  are  well  done  and 
others  appear  rather  inadequate.  The  section  on  bacteriology 
is  extremely  brief,  so  brief  and  elementary  that  it  might  have 
been  left  out. 

It  is  a difficult  task  to  compile  a book  of  this  tvpe  and  yet 
the  author  has  done  remarkably  well  with  it.  However  it  is 
not  likely  it  will  be  very  widely  read  (used)  by  the  prac- 
titioner. 

The  army  and  navy  control  of  medical  students  will  be  a 


Johnnie  Walker’s  popularity 

Johnnie  Walker  still 
sets  the  pace  among 
fine  scotch  whiskies. 

You  get  an  extra  mar- 
gin of  mellowness 
backed  up  by  a fla- 
vour that’s  in  a class 
by  itself. 

Popular  Johnnie 
Walker  can’t  be  every- 
where all  the  time  these 
days.  If  occasionally 
he  is  “out”  when  you 
call . . . call  again. 

Johnnie 
Talker 

BLENDED 
SCOTCH  WHISKY 


Both  86.8  Proof 

Canada  Dry  Ginger  Ale,  Inc. 
New  York,  N.  Y. 

Sole  Importer 

BUY  UNITED  STATES 
WAR  BONDS  AND  STAMPS 




CONNECTICUT  STATE  MEDICAL  JOURNAL 


724 

determining  factor  as  to  whether  or  not  it  is  used  as  a 
student  text  book  inasmuch  as  the  government  provides  theit 
books. 


STATE-WIDE  CREDIT  SERVICE 

For  Physicians  and  Hospitals 

EST.  10:10 

• Collections  and  Reports 
® Budgeted  Bills 

• Strictly  Confidential 

• Bonded  Consultants 

• Supervision  Ben  R.  Lydick 

PROFESSIONAL  ADJUSTMENT  BUREAU 

902  Chapel  Street,  New  Haven 
Telephone  6-1738 


Dentocain  Teething  Lotion 

A safe,  effective,  inexpensive  medica- 
tion for  topical  application  for 
teething  children 

NON-NARCOTIC 
NON-HABIT  FORMING 

Contains  Benzocaine  in  a special  Base 

AVAILABLE  AT  ALL  WHOLESALERS 


Dentocain  Company 

410  Garden  Street  Hartford,  Conn. 
Phone  2-7062 


REACTION  TO  INJURY.  Pathology  -for  Students  of 
Disease.  By  Wiley  D.  F orbits,  m.d.,  Professor  of  Pathol- 
ogy, Duke  University  and  Pathologist  to  the  Duke  Hos- 
pital. Baltimore:  The  Williams  and  Wilkins  Co.  1943.  ; 
797  pp.  with  532  illustrations.  $9.00. 

Reviewed  by  Robert  Tennant 

In  “Reaction  to  Injury”  the  author  has  endeavored  to  de-  I 
\ clop  the  fundamental  concepts  of  injury  and  response  of 
the  host  to  injury  both  as  it  effects  the  individual  as  a whole  : 
as  well  as  the  reaction  in  specfiic  tissues.  The  cells  and  body 
as  a whole  are  considered  capable  of  responding  to  injury - 
in  “three  essential  ways:  (1)  by  passive  submission;  (2)  by 
offering  combat  or  active  resistance;  and  (3)  by  effecting  an 
adaptation  to  the  changed  conditions  and  circumstances 
arising  in  the  course  of  injury.” 

This  volume  is  in  two  parts.  Part  I gives  a brief  historical 
introduction  to  the  study  of  disease  followed  by  an  exten- 
sive discussion  of  the  various  agents  (chemical,  physical  and 
living)  capable  of  producing  injury.  In  Part  11  the  concepts 
of  active  resistance  of  the  host  are  presented.  The  tissue  re- 
sponses to  the  various  agents  are  developed.  Disease  entities 
representing  examples  of  the  types  of  agents  and  tissue  re- 
actions are  presented,  always  emphasizing  the  fundamental 
concepts.  In  this  manner  the  special  pathology  of  infectious 
diseases  is  detailed. 

The  third  principle  of  “adaption  of  host  and  tissue”  is  left 
to  the  unpublished  volume.  This  will  deal  largely  with  neo- 
plastic disease. 

The  author  has  made  a great  effort  to  maintain  the  funda- 
mental theme  throughout.  This  is  a pleasant  and  desirable 
change  from  the  usual  format  of  texts  with  their  sections  on 
general  and  special  pathology  but  with  little  correlation.  The 
volume  is  a valuable  contribution  to  the  teaching  of 
pathology. 

The  many  illustrations  are  excellent  and  well  chosen  and 
add  appreciably  to  the  value  of  the  work. 


Indiana  Adopts  Statewide  Group 
Malpractice  Policy 

The  Indiana  State  Medical  Association  has  ar- 
ranged with  the  St.  Paul-Mercury  Indemnity  Com- 
pany for  the  underwriting  of  a group  malpractice 
policy.  T he  premium  per  year  for  $100,000/30,000 
limits  is  $31;  for  roentgenologists,  $62,  and  for 
physicians  and  surgeons  in  the  armed  forces,  50% 
of  the  foregoing  premiums.  Higher  limits  may  be 
purchased  for  a small  additional  premium. 
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Like  the  center  of  a giant  spider  web,  threads  of  steel  lead  into 
Central  Terminal  from  the  far  reaches  of  the  continent.  Here, 
cargoes  from  the  markets  of  the  world  are  unloaded,  sorted,  and 
assembled  for  distribution.  Somewhat  obscure  among  the  many 
consignments  are  the  therapeutic  agents  destined  for  the  Edward 
Watson  Pharmacy  on  Market  Street. 

As  the  freight  terminal  serves  the  great  city,  so  does  Pharma- 
cist Watson’s  prescription  department  serve  as  the  health  center 
for  his  community.  Pharmacist  Watson  prides  himself  on  the 
quality  and  completeness  of  his  stock.  Through  him,  medicaments 
from  all  of  the  great  drug  manufacturers  find  their  way  to  the 
physician’s  office,  to  the  hospital,  and  to  the  home  of  the  patient. 
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HORACE  WELLS 


Walter  H.  Jacobs,  d. 

Of  the  many  wonderful  advances  made  during 
the  history  of  the  world  few  have  given  great- 
er comfort  to  humanity  than  the  conquest  of  sur- 
gical pain.  Little  do  we  appreciate,  in  these  days 
when  we  take  for  granted  our  modern  conveniences, 

O 

the  solace  and  consolation  of  that  soothing  sweet 
sleep— anesthesia!  We  accept  it  today  as  a necessity, 
with  never  a thought  as  to  how  our  ancestors  must 
have  suffered  without  its  blessings  even  less  than 
one  hundred  years  ago.  Gone  are  the  agonizing 
screams  of  the  surgical  ward,  and  the  operation 
room  is  no  longer  looked  upon  with  the  terrifying 
fear  of  a torture  chamber. 

From  the  earliest  time  man  has  tried  to  conquer 
that  most  horrible  of  sensations— pain.  One  of  the 
earliest  references  we  have  is  in  the  second  chapter 
of  Genesis,  Verse  21,  “And  the  Lord  God  caused  a 
deep  sleep  to  fall  upon  Adam,  and  he  slept;  and  He 
took  one  of  his  ribs,  and  closed  up  the  flesh  instead 
thereof.”  The  Egvptians  used  a concoction  of  In- 
dian hemp  and  poppy  juice  to  induce  drowsinses 
before  an  operation.  Hemlock  and  mandrake  were 
known  to  the  Orientals  and  the  Greeks.1  I he 
Assyrians  practised  compression  of  the  carotid 
arteries  before  operation.  In  Roman  times,  to  ease 
the  death  of  crucifixion,  a vinegar  mixed  with  myrrh 
was  given  to  the  victim.  Chinese  medical  literature 
dating  back  to  pre-Christian  eras  is  full  of  references 
i to  the  use  of  stupefying  drugs.2  Compression  of 
nerve  trunks  for  the  abolition  of  pain  is  of  an  old 
unknown  origin  and  was  revived  by  Guy  de 
| Chauliac  and  Ambrose  Pare  in  the  middle  ages, 
j Anesthesia  by  reduction  of  the  temperature  of  a part 
of  the  body  through  the  application  of  cold  was 
| introduced  in  the  middle  of  the  sixteenth  century. ■’ 
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Guy  de  Chauliac  used  sponges  soaked  in  the  juice 
of  opium,  hyoscyamus,  lettuce,  hemlock  and  other 
drugs  to  produce  slumber,  under  which  operations 
were  performed.  Hypnotism  had  been  used  by  Mes- 
mer  and  others  since  1776.  However,  none  of  these 
drugs  or  methods  was  sufficient  to  produce  complete 
anesthesia  and  we  can  only  speculate  as  to  what 
little  value  they  did  possess. 

The  surgeons  of  the  eighteenth  and  early  nine- 
teenth centuries  intoxicated  their  patients  with  alco- 
hol or  with  opium,  or  else  the  patient  was  actually 
strapped  and  tied  to  the  operating  table  when  the 
procedure  of  operation  necessitated  freedom  from 
struggling.  But  the  most  important  and  at  times  the 
only  thing  these  men  relied  upon  was  speed.  An 
operation  became  almost  a sleight-of-hand  trick. 
Haste  was  of  the  greatest  importance,  and  he  was 
the  best  surgeon  who  operated  fastest.  We  hear  of 
Langenbeck,  a surgeon-general  of  the  Hanoverian 
Army  in  the  time  of  Napoleon,  amputating  a 
shoulder  while  one  might  take  a pinch  of  snuff!  Or 
of  that  great  British  surgeon,  Robert  Liston,  ampu- 
tating a thigh  by  compressing  the  artery  with  his 
left  hand  and  cutting  and  sawing  with  his  right. 
Liston’s  knife  flashed,  and  if  the  spectator  turned 
his  head  for  a moment,  he  missed  the  operation,  be- 
cause it  was  over!4 

In  1839  the  French  surgeon,  Velpeau,  wrote:  “To 
escape  pain  in  surgical  operations  is  a chimera  which 
we  are  not  permitted  to  look  for  in  our  time.  Knife 
and  pain,  in  operative  surgery,  are  two  words  which 
never  suggest  themselves  the  one  without  the  other 
to  the  minds  of  the  patients,  and  it  is  necessary  to 
admit  the  connection.”  Just  five  years  later  this 
statement  was  challenged,  and  mankind  again 
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emerged  from  darkness  to  a new  light.  An  American 
dentist,  Horace  Wells,  made  the  discovery  that  was 
to  banish  surgical  pain,  revolutionize  surgery  and 
bring  hope,  safety  and  comfort  into  the  operating 
room. 

To  be  honest  with  the  facts  of  history,  it  must  be 
stated  that  all  was  not  new  in  the  discovery  of  Wells. 
Nitrous  oxide  gas  had  been  known  for  a long  time 
and  had  been  inhaled  many  times.  It  was  Priestly 
who  in  1772  first  prepared  nitrous  oxide  gas  by  the 
reduction  of  nitric  oxide  with  moist  iron  filings.  In 
1798  a medical  institute  was  established  at  Bristol, 
England,  and  Sir  Elumphrey  Davy  was  placed  in 
charge.  While  there  he  made  a study  of  nitrous 
oxide  gas  and  his  results  were  published  in  1800  in 
his  volumes,  “Researches  in  Nitrous  Oxide  Gas.”  In 
1779  he  made  his  first  inspiration  of  pure  nitrous 
oxide  gas.  Davy,  after  inhaling  the  gas,  had  experi- 
enced the  most  pleasant  sensations,  and  frequently 
the  result  was  found  to  be  a joyful  agitation  from 
which  the  names  “exhilarating  gas”  and  “laughing- 
gas”  were  given  to  nitrous  oxide.  He  states  in  his 
book  that  one  day,  while  suffering  pain  from  cut- 
ting a wisdom  tooth,  he  found  that  by  breathing- 
gas  he  got  relief  from  pain.  In  his  book  also  is  the 
following:  “As  nitrous  oxide  gas  appears  capable  of 
destroying  physical  pain,  it  may  probably  be  used 
to  advantage  during  surgical  operations  in  which  no 
great  effusion  of  blood  takes  place.”  But  there  the 
experiments  stopped;  no  one  actually  did  use  or  try 
the  gas  for  the  relief  of  surgical  pain,  and  Davy’s 
work  carried  him  along  other  lines.  These  experi- 
ments had  not  remained  unnoticed  or  forgotten  and 
for  thirty  years  they  were  in  general  usage;  now  and 
then,  in  a course  in  chemistry,  in  a meeting  of 
students  or  in  a lecture  on  natural  science,  the  in- 
halation of  nirtous  oxide  gas  was  more  or  less 
common.5  The  exhilarating  effects  of  ether  were 
also  known  and  young  folks  at  ether  frolics  inhaled 
the  fumes  of  ether,  the  effects  of  which  probably 
amounted  to  a good  jag!  Dr.  Crawford  W.  Long,  a 
young  physician  of  Danielsville,  Ga.,  in  1842  admin- 
istered ether  to  remove  a tumor  from  the  neck  of  a 
patient,  and  in  1845  he  again  operated,  using  ether. 
However,  Long  did  not  publish  his  experiments  or 
make  known  his  work  until  December  1849,  when 
he  published  an  article  in  the  Southern  Medical  and 
Surgical  Journal.  Thus  neither  in  priority  of  publi- 
cation or  in  the  effect  of  his  knowledge  upon  the 
scientific  world  can  Long  be  considered  as  the  dis- 
coverer of  anesthesia.6 


It  was  Horace  Wells  who  first  declared  the  truth 
of  anesthesia,  in  that  great  year  for  surgery— 1844; 
and  the  effort  he  made  to  have  his  results  known 
stimulated  those  about  him  to  the  true  significance 
of  the  discovery. 

In  an  article,  “An  Inquiry  into  the  Origin  of 
Modern  Anesthesia,”  by  the  Hon.  Truman  Smith. 
U.  S.  Senator  from  Connecticut,  published  in  Hart- 
ford in  1867,  is  contained  a bibliographical  sketch 
of  the  early  life  of  Wells.  This  was  written  by  a 
contemporary  of  Wells,  Dr.  P.  W.  Ellsworth  of 
Hartford,  Conn.,  who  knew  Wells  intimately  and  is 
apt  to  be  quite  correct.7  It  was  this  same  Dr.  Ells- 
worth who  first  reported  a definite  statement  con- 
cerning anesthesia,  for,  in  the  Boston  Surgical  and 
Medical  Journal,  of  June  18,  1845,  is  a communica- 
tion from  him  as  follows:  “Nitrous  oxide  gas  has 
been  used  in  quite  a number  of  cases  by  our  dentists 
during  the  extraction  of  teeth  and  has  been  by  its 
excitement  perfectly  able  to  destroy  pain.  The 
patient  appears  very  merry  during  the  operation 
and  no  unpleasant  effects  follow  its  use.”  Here  is 
the  discovery  of  Wells  in  print,  in  a recognized 
medical  journal  fifteen  months  before  W.  T.  G. 
Morton,  a claimant  to  the  honor  of  the  discoverer 
of  anesthesia,  pretends  to  have  discovered  anything! 

Dr.  Horace  Wells  descended  from  true  New  Eng- 
land stock.  His  ancestors  were  among  the  earliest 
settlers  of  Vermont,  a grandfather  having  served 
with  honor  as  a captain  in  the  Revolutionary  War. 
Dr.  Wells  was  born  in  Hartford,  a small  town  in 
Windsor  County,  Vermont,  on  January  21,  1815, 
the  eldest  of  three  children.  His  early  life  must  have 
been  ideal,  for  his  father  owned  a large  valuable  farm 
situated  near  the  Connecticut  River.  The  parents  of 
young  Wells  were  intelligent  and,  for  that  region, 
wealthy;  and  being  able,  gave  their  children  every 
advantage  for  moral  and  mental  development.  His 
education  was  quite  high  for  that  time,  for  he  at- 
tended private  schools  at  Hopkinton  and  Walpole, 
N.  H.,  and  also  at  Amherst,  Mass.  He  early  showed 
great  inventive  genius  and  mechanical  ability  and 
after  reaching  manhood  was  known  as  quite  an, 
inventor. 

In  1834,  Wells  went  to  Boston  to  study  dentistry; 
this  was  five  years  before  the  first  dental  school,  The 
Baltimore  College  of  Dental  Surgery,  was  organized  ! 
At  this  time,  without  regular  dental  schools  and 
colleges  and  before  State  supervision,  the  only 
preparation  was  a period  of  apprenticeship  in  the 
office  of  a recognized  practitioner.  Wells  tried  to 
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get  the  best  possible  professional  education  at  that 
time  and  soon  after  opened  an  office  in  Boston. 
During  bis  stay  in  Boston  be  became  acquainted 
with  medical  men  there,  a fact  which  influenced 
him  in  seeking  medical  assistance  in  Boston  rather 
than  in  New  York  at  the  time  when  he  announced 
his  discovery.  In  1836  Wells  moved  to  Hartford, 
Conn.,  where  he  established  an  office  and  succeeded 
in  building  up  a fine  practice.  His  ingenuity  led  him 
to  invent  and  construct  most  of  his  dental  instru- 
ments, and  the  dexterity  and  judgment  with  which 
they  were  used  soon  made  him  popular,  so  that  he 
quickly  took  rank  among  the  first  in  a city  well 
known  for  its  skilful  dentistry.  In  the  first  volume 
of  the  Hartford  Directory  1838,  is  the  following 
quotation:  “Horace  Wells,  Dentist,  will  faithfully 
perform  all  operations  on  the  teeth  at  his  rooms 
under  Union  Hall,  162  /z  Main  Street.” 

In  the  same  year,  Wells  wrote  and  published  a 
treatise  called,  “An  Essay  on  Teeth;  Comprising  a 
Brief  Description  of  Their  Formation,  Diseases,  and 
Proper  Treatment.”  The  following  extracts  from 
this  book  will  show  that  Wells  possessed  consider- 
able dental  knowledge,  and  although  printed  almost 
one  hundred  years  ago,  his  ideas  were  quite  modern. 
In  one  place  he  says:  “A  simple  diet  is  the  surest 
prevention  of  disease  in  the  teeth  which  can  be 
recommended.  Sumptuous  fare  might  not  act  as  a 
direct  cause  of  caries,  but  it  most  assuredly  has  its 
influence  through  other  agents.  If  this  statement 
requires  proof,  we  need  but  look  among  our  savage 
tribes,  who  live  on  coarse  fare  and  never  experience 
the  many  infirmities  to  which  we  are  subject.”  At 
another  place  we  have  a forerunner  of  our  theory 
of  focal  infection,  for  Wells  says:  “I  will  conclude 
this  chapter  by  enumerating  some  of  the  various 
diseases  produced  by  bad  teeth,  viz.,  tic  douloureux 
hypochondriasis,  epilepsy,  sympathetic  headache, 
palsy,  hysteria  and  rheumatic  affections.  I could  give 
a case  adapted  to  each  of  the  above  disorders,  but 
for  want  of  room  shall  omit  them.”  And,  at  another 
place,  Wells  evidently  comes  forward  as  a champion 
of  our  present-day  slogan  “A  clean  tooth  does  not 
decay,”  for  he  says  “I  will  here  state  one  fact,  which 
may  be  considered  as  a weighty  argument  in  favor 
of  the  brush.  Those  teeth  which  are  frequently 
cleansed  with  a brush  seldom  or  never  decay  on  the 
anterior  surface,  which  is  exposed  to  the  greatest 
friction,  while  the  lateral  surface,  remaining  un- 
touched, first  gives  evidence  of  decay.” 

About  this  time  Wells  had  several  students. 


Among  them  was  John  M.  Riggs,  who  really  per- 
formed the  very  first  operation  under  anesthesia,  as 
it  was  Riggs  who  extracted  Wells’  tooth  (an  upper 
molar)  while  the  latter  was  under  the  influence  of 
nitrous  oxide.  It  was  also  in  Riggs’  office,  180  /2 
Main  St.,  Hartford,  Conn.,  that  the  experiment  was 
tried.  Riggs  later  became  nationally  known  for  his 
method  of  treating  and  operating  for  pyorrhea,  for 
a time  known  as  “Riggs  Disease.”  Another  student 
was  William  T.  G.  Morton  of  Boston,  who  studied 
with  Wells  in  1841-1842,  and  was  one  of  those  who 
afterward  laid  claim  to  the  discovery  of  the  prin- 
ciple of  anesthesia.  In  1843-1844  Wells  and  Morton 
became  business  partners  and  went  to  Boston  to 
develop  a new  eighteen-karat  gold  solder.8  How- 
ever, the  partnership  was  brief  and  in  the  Boston 
Atlas  of  October  23,  1844,  appears  the  following- 
notice:  “This  certifies  that  the  co-partnership  of 
Wells  and  Morton  has  been  dissolved  by  mutual 
consent  October  18,  1844.”  Wells  then  went  back 
to  Hartford  and  Morton  stayed  in  Boston. 

We  learn  from  the  testimony  of  Linus  P. 
Brockett,  m.d.,  of  Hartford,  in  regard  to  the  history 
of  the  discovery  of  anesthesia  that,  in  the  summer 
of  1840,  while  conversing  with  Dr.  Wells,  he  found 
him  deeply  impressed  with  the  idea  that  a discovery 
would  yet  be  made  by  which  dental  and  other 
operations  might  be  performed  without  pain.9  Wells 
believed  in  this  and  hoped  some  day  to  make  it 
possible. 

The  manner  in  which  the  discovery  was  made 
is  best  described  in  the  book,  “Notes  on  the  His- 
tory of  Anesthesia,”  by  Dr.  James  McManus,  pub- 
lished after  the  Wells  Memorial  Celebrtaion  in 
Hartford  in  1894,  part  of  which  reads  as  follows: 

“Early  in  December  1844,  Professor  G.  Q.  Colton 
gave  a course  of  lectures  on  chemistry  and  natural 
philosophy  in  Hartford.  To  popularize  these  talks 
as  well  as  amuse  the  audiences  at  these  lectures,  the 
exhibition  of  the  effects  of  laughing-gas  on  willing 
subjects  was  made  a special  feature  of  the  entertain- 
ments. Dr.  Horace  Wells,  well  known  in  Hartford 
as  a skilful  dentist,  attended  with  his  wife  the  lec- 
ture given  on  the  evening  of  December  11,  1844. 
Dr.  Wells  inhaled  the  gas,  but  the  effects  were  not 
as  pleasant  as  his  wife  wished,  evidently,  for  she 
reproached  him  on  the  way  home  for  taking  it  and 
for  making  himself  ridiculous  before  a public 
assembly.  Dr.  Wells  went  to  that  lecture  to  see,  hear 
and  learn.  He  inhaled  the  gas  and  subsequently 
watched  its  effects  on  others.  The  exciting  incident 
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to  him  at  the  entertainment  was  when  Samuel  A. 
Cooley,  a well-known  Hartford  citizen,  gave  a 
lively  exhibition  of  the  effects  of  the  gas  by  running 
and  jumping  about  and  falling,  striking  his  legs 
against  the  wooden  settees,  and  acting  apparently 
perfectly  unconscious  of  possible  danger. 

“After  the  effects  of  the  gas  had  passed  off,  Dr. 
Wells  asked  him  if  he  was  not  hurt,  and  he  replied 
that  he  did  not  know  it  at  the  time,  but  on  looking 
at  his  legs  found  them  bleeding  from  the  injuries  he 
had  received.  Dr.  Wells,  turning  to  David  Clark, 
said  ‘I  believe  a man,  by  taking  that  gas,  could  have 
a tooth  extracted  or  a limb  amputated  and  not  feel 
the  pain.’  Before  leaving  the  lecture  hall,  Dr.  Wells 
asked  Professor  Colton  whether  one  could  inhale  the 
gas  and  have  a tooth  extracted  without  feeling  pain. 
The  professor  replied  that  he  had  not  given  the  sub- 
ject any  thought  and  that,  while  he  had  been  giving 
demonstrations  of  laughing-gas  for  more  than  a 
year,  the  idea  of  using  it  thus  had  never  occurred  to 
him.  Dr.  Wells  said  that  he  was  inclined  to  try  the 
experiment  upon  himself,  and  have  a troublesome 
tooth  extracted  if  Professor  Colton  would  bring  a 
bag  of  the  gas  to  his  office  the  next  day.  Late  that 
evening  Dr.  Wells  called  on  Dr.  Riggs  to  tell  him 
of  his  experience  at  the  lecture.  Speaking  of  Mr. 
Cooley’s  unfortunate  exhibition,  Dr.  Wells  asked,  ‘If 
he  did  not  feel  pain,  why  can  not  the  gas  b"e  used 
for  extracting  teeth?’ 

“A  long  discussion  followed  as  to  whether  it 
would  be  right,  or  safe,  for  them  to  make  such  a 
trial  with  possible  danger  to  life  and  health.  Dr. 
Wells,  how'ever,  was  so  confident  and  fearless  that 
he  agreed  to  take  the  gas  and  have  a tooth  extracted 
the  next  day  if  Dr.  Riggs  would  perform  the  opera- 
tion. As  requested,  Professor  Colton  brought  a bag 
of  gas  to  Dr.  Wells’  office  the  next  morning.  Present 
besides  these  two  gentlemen  were  Dr.  Riggs  and 
Mr.  Cooley,  star  performer  of  the  night  before.  Dr. 
Wells  sat  down  in  the  operating  chair,  took  the  bag 
in  his  hands  and,  at  the  possible  risk  of  his  life,  in- 
haled the  gas  until  he  was  insensible.  Then  Dr.  Riggs 
extracted  an  upper  wisdom  tooth.  Dr.  Wells  re- 
mained unconscious  for  a short  time  and,  on  re- 
covering, exclaimed:  ‘I  did  not  feel  so  much  as  the 
prick  of  a pin.  A new  era  in  tooth-pulling  has  come. 
It  is  the  greatest  discovery  ever  made’.” 

It  has  been  my  pleasure  and  good  fortune  to  know 
Mr.  Henry  Wood  Erving,  now  living  in  Hartford, 
who  knew  personally  these  men  so  closely  con- 
nected with  the  great  experiment.  To  hear  him 


speak  of  his  association  and  friendships  with  Dr. 
Riggs,  Sam  Cooley,  Professor  Colton,  Dr.  Ells- 
worth and  Charles  T.  Wells,  son  of  Horace  Wells, 
is  indeed  thrilling. 

Wells,  himself,  during  the  arguments  and  discus- 
sions which  he,  Morton  and  Jackson  engaged  in,  as 
to  who  was  the  discoverer  of  anesthesia,  wrote  in 
1847,  “A  History  of  the  Discovery  of  the  Applica- 
tion of  Nitrous  Oxide  Gas,  Ether  and  other  Vapors 
to  Surgical  Operations.”  In  the  preface,  he  writes: 
“.  . . a copy  of  those  papers  sent  to  several 

scientific  and  medical  societies  in  Europe  furnishing 
evidence  of  my  priority.  They  prove  conclusively 
that  I made  known  the  discovery  in  November 
1844.”  At  another  place  he  states:  “I  accordingly 
procured  some  nitrous  oxide  gas,  resolving  to  make 
the  first  experiment  on  myself  by  having  a tooth 
extracted,  which  was  done  without  any  painful 
sensations.  I then  performed  the  same  operation  for 
twelve  or  fifteen  others,  with  like  results;  this  was 
in  the  fall  of  1844.  Being  a resident  of  Hartford,  I 
proceeded  to  Boston  in  December  of  the  same  year.” 

Here  is  the  sworn  testimony  of  Dr.  John  M. 
Riggs,  dated  March  27,  1847,  ^ess  than  two  and  one 
half  years  after  the  momentous  event:  “On  or  about 
the  First  of  November  1844,  I was  consulted  by 
Horace  Wells,  a dentist,  as  to  the  practicability  of 
administering  nitrous  oxide  gas  prior  to  the  perform- 
ance of  dental  or  surgical  operations.  The  following 
day,  at  his  request,  the  protoxide  of  nitrogen  was 
administered  to  Horace  Wells,  and  I extracted  one 
of  his  superior  molar  teeth.  I further  affirm  that 
the  same  Wells  avowed  his  intentions  to  communi- 
cate the  discovery  to  the  dental  and  medical  faculty 
and  in  pursuance  of  that  intention  proceeded  to  the 
City  of  Boston  for  that  purpose;  whilst  I continued 
to  use  the  said  gas  with  great  success  and  the 
patients  assuring  me  they  felt  no  pain.”10 

It  is  evident  that  Wells,  in  the  excitement  of  his 
unpleasant  disagreements  with  Drs.  Morton  and 
Jackson,  which  came  later,  became  flustered,  and 
two  and  one  half  years  after  the  great  event  he 
gave  the  month  of  the  discovery  as  November, 
when  it  really  was  in  December  of  1 844.  Dr.  Riggs, 
in  testimony  offered  later,  gives  the  corrected  date 
as  December  1844.9’11 

Wells  conferred  with  Dr.  E.  E.  Marcy  of  Hart- 
ford, and  was  advised  to  use  sulphuric  ether  because 
it  was  supposed  to  be  equally  as  safe,  could  be  pre- 
pared with  less  expense  and  trouble,  and  could 
always  be  kept  at  hand. 


HORACE  WELLS  — JACOBS 

Dr.  Marcy  tells  of  being  in  Dr.  Wells’  office  and 
watching  an  operation.  In  his  sworn  testimony  of 
March  27,  1847,  he  says,  “I  also  take  occasion  to 
assert  from  my  positive  knowledge  that  the  ether 
vapor  was  administered  very  soon  after  this  period 
(prior  to  1845)  for  the  performance  of  a a surgical 
operation.”10  Wells  also  conferred  with  Professor 
Rodgers  of  Washington  (now  Trinity)  College, 
Hartford,  and  was  told  that  the  vapor  of  ether  was 
more  dangerous  than  that  of  gas.  Dr.  Ellsworth  was 
also  asked  regarding  the  comparative  safety  of 
nitrous  oxide  gas  and  sulphuric  ether,  and  gave  his 
opinion  in  favor  of  the  gas,  to  which  he  advised 
Wells  to  confine  himself. 

The  fact  remains  that  immediately  after  Wells 
had  been  convinced  of  the  possibility  of  the  dis- 
' covery,  he  hastened  to  one  of  the  greatest  medical 
centers  in  the  United  States  at  that  time,  Boston,  to 
make  known  to  the  entire  medical  and  scientific 
world  the  realization  of  surgical  anesthesia.  He  met 
Dr.  Warren  of  the  Massachusetts  General  Hospital, 
Dr.  Hayward,  Dr.  Morton,  his  pupil  and  former 
partner,  and  a Professor  Jackson,  a chemist  and 
geologist  whom  Wells  and  Morton  had  consulted 
to  assist  in  developing  their  gold  solder.  It  was  ar- 
ranged to  give  Wells  a chance  to  demonstrate  the 
'use  of  the  gas  in  a surgical  operation  before  the 
Cambridge  Medical  College.  Then  the  most  unfortu- 
nate incident  occurred.  Wells,  later  wrote:  “the  gas 

I bag  was  by  mistake  withdrawn  much  too  soon  and 
he  was  but  partially  under  its  influence  when  the 
tooth  was  extracted.”12  At  any  rate,  the  patient,  a 
boy,  made  an  outcry  as  the  tooth  was  extracted. 
The  students  and  spectators  hissed  and  denounced 
Wells  as  a faker.  Thus  the  first  and  only  public  trial 
was  termed  a failure.  Wells,  extremely  sensitive  and 
of  a retiring  nature,  returned  to  Hartford  discour- 
aged and  disheartened.  So  greatly  was  he  troubled 
by  the  unfortunate  experience  that  he  went  to  a 
sick  bed  for  some  months,  and  suspended  further 
experiments.  He  did  not,  however,  give  up  his 
project,  but  continued  whenever  he  was  engaged  in 
professional  work  to  employ  nitrous  oxide,  and  in 
Hartford  it  became  an  established  practice. 

Wells  wTas  quite  shocked  when  Dr.  W.  T.  G. 
VIorton  and  Professor  Jackson  announced  the  dis- 
covery of  their  “compound  letheon”  (sulphuric 
ether  aromatized)  as  an  anesthetic  after  a successful 
lemonstration  in  the  Massachusetts  General  Hos- 
pital on  October  16,  1846.  Soon  after  this  announce- 
ment, Morton  and  Jackson  quarreled  as  to  who  was 
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the  real  discoverer,  and  who  owned  the  patent 
rights,  etc.  In  the  latter  part  of  December  1846, 
Wells  took  a trip  to  Europe,  partly  on  account  of 
ill-health,  partly  on  business,  for  he  was  interested 
in  the  buying  and  selling  of  paintings,  and  also  while 
there  if  possible  to  present  his  claims  as  the  dis- 
coverer of  anesthesia  to  the  English  and  Continental 
surgeons.  In  Paris  he  became  acquainted  with  an 
American  dentist,  Dr.  Brewster,  who  was  influential 
in  bringing  Wells’  claim  before  the  Paris  Medical 
Society  and  the  French  Academy  of  Medicine, 
which  just  befote,  without  any  knowledge  of  Wells’ 
discovery,  had  awarded  a sum  of  2500  franc  each 
to  Morton  and  Jackson.  Wells  rethrned  from 
Europe  in  March  1847  and  found  the  influence  of 
the  medical  and  scientific  men,  the  journals  and 
newspapers,  in  favor  of  sulphuric  ether,  and  all 
honoring  Morton  and  Jackson.  Again  he  made  an 
effort  to  interest  those  he  could  with  his  own  prior- 
ity to  the  rights  of  the  discovery,  and  before  long 
the  truth  prevailed. 

In  May  1847,  the  General  Assembly  of  the  State 
of  Connecticut  passed  resolutions  stating  that  Wells 
was  the  discoverer  of  anesthesia,  and  declared  that 
he  was  entitled  to  the  favorable  consideration  of  his 
fellow  citizens  and  to  the  high  status  of  a public 
benefactor.  The  Court  of  Common  Council  of  the 
City  of  Hartford  passed  resolutions  to  the  same 
effect.  The  physicians  and  surgeons  of  that  city  also 
united  in  a testimonial  declaring  their  belief  in  the 
justice  of  the  claims  of  Dr.  Wells. 

On  January  1,  1848,  Wells  acted  as  anesthetist, 
giving  nitrous  oxide  gas  to  Henry  A.  Goodale,  while 
Dr.  P.  W.  Ellsworth  amputated  a leg,  and  on  Janu- 
ary7 4 Wells  again  used  nitrous  oxide,  anesthetizing 
a Mrs.  Gabriel  as  Dr.  S.  B.  Beresford  removed  a 
fatty  tumor  from  her  right  shoulder.  A few  days 
later  he  went  to  New  York  City  for  the  purpose  of 
introducing  the  anesthetic  in  the  hospitals  and  in 
dentistry.  In  the  New  York  Evening  Post,  January 
17,  1848,  is  the  announcement:  “H.  Wells,  surgeon 
dentist,  the  discoverer  of  Letheon,  having  removed 
to  N.  Y.,  will  give  gratuitous  advice  respecting  the 
use  of  chloroform,  nitrous  oxide,  and  Letheon  as 
applied  to  the  extraction  of  teeth,  from  10  a.  m. 
until  3 p.  m.  Residence  120  Chambers  Street,  West 
of  Broadway.” 

At  this  time  the  impression  that  chloroform  (the 
anesthetic  effect  of  which  was  discovered  in  Edin- 
burgh by  Dr.  James  Simpson  in  November  1847) 
was  a more  effective  agent  than  ether  or  nitrous 
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oxide  led  Welles  to  experiment  upon  himself  with 
this  powerful  drug  to  a dangerous  extent.  By  these 
self-imposed  experiments  his  mind  was  believed  to 
have  been  affected  and  this,  together  with  the  strain 
of  trying  to  have  anesthesia  and  his  claims  to  it 
recognized,  soon  brought  about  his  unfortunate  and 
untimely  end.  The  details  of  that  end  would  lend 
nothing  to  this  story.  Suffice  it  to  say  he  died  by 
his  own  hands  on  January  24,  1848,  at  the  age  of 
thirty-three.  Wells  left  a widow  and  an  only  son.14 

It  seems  ironic  that  the  fame  and  honor  due  Wells 
for  arousing  the  medical  and  dental  world  to  the 
discovery  of  anesthesia  were  not  forthcoming  until 
after  his  death.  A letter  arrived  after  the  death  of 
Wells  from  his  friend,  Dr.  Brewster  in  Paris,  dated 
January  12,  1848,  saying  that  the  Paris  Medical 
Society  and  the  French  Academy  had  voted  him 
all  the  honor  due  as  the  discoverer  of  anesthesia, 
elected  him  an  honorary  member  of  the  society  and 
bestowed  upon  him  the  honorary  title  of  m.d.!! 

In  1852  Professor  Valentine  Mott,  noted  New 
York  physician,  testified  that  Dr.  Wells  is  entitled 
to  the  credit  and  honor  of  the  discovery  of  anes- 
thesia.13 In  1853,  five  years  after  Wells’  death,  Dr. 
Hayward,  one  of  the  surgeons  present  at  the  first 
attempt  to  produce  anesthesia  in  Boston  in  1844,  in 
a letter  to  the  Hon.  T.  Smith  wrote:  “But  before  all, 
let  full  and  ample  justice  be  done  to  that  noble 
genius  which  first  conceived  the  grand  idea  which 
has  been  the  basis  of  all  the  experiments  and  the 
father  of  all  discoveries.  To  ■ the  spirit  of  Horace 
Wells  belongs  the  honor  of  having  given  to  suffer- 
ing humanity  the  greatest  boon  it  has  ever  received 
from  science.”  In  a report  of  the  Medical  Society  of 
the  State  of  New  York,  made  to  the  Legislature  of 
i860,  it  states,  “It  was  demonstrated  that  anesthesia 
was  discovered  by  Horace  Wells.”13 

The  American  Dental  Association  in  July  1864 
passed  resolutions  that  to  Horace  Wells  belong  the 
credit  and  honor  of  the  introduction  of  anesthesia 
in  the  United  States.  It  is  interesting  to  note  that 
when  the  American  Dental  Association  at  its  meet- 
ing in  1872  reaffirmed  this  belief,  again  passing  the 
resolutions,  and  started  a “Wells  Testimonial  Fund” 
for  the  family  of  the  deceased  Wells,  they  were 
opposed  by  a Dr.  Atkinson.  Dr.  Atkinson  said  that 
he  could  not  vote  for  these  resolutions  for  reasons 
other  than  humanitarian!  He  thought  that  anesthesia 
was  of  the  devil,  and  he  could  not  give  his  sanction 
to  any  Satanic  influence  which  deprived  man  of  his 
capacity  to  recognize  laws!  He  wished  there  were 


no  such  thing  as  anesthesia!  He  did  not  think  that 
man  should  be  prevented  from  passing  through  what 
God  intended  him  to  endure!  He  was  answered  by 
a Dr.  Wetherbee,  who  said,  “What  God  hath 
wrought,  let  no  man  accredit  the  Devil!”  Needless 
to  state  the  resolutions  were  again  adopted.15 

On  July  22,  1874,  there  was  unveiled  on  the  East 
side  of  Bushnell  Park,  Hartford,  Conn.,  a magnifi- 
cent statue  of  Horace  Wells,  placed  there  by  the 
State  of  Connecticut  and  the  City  of  Hartford.  On 
the  pedestal  of  the  statue  is  engraved 
Dr.  Horace  Wells 
The  Discoverer  of  Anesthesia 
December,  1844 

On  the  evening  of  December  10,  1894,  to  cele- 
brate the  fiftieth  anniversary  of  the  discovery  of 
anesthesia,  a memorial  meeting  was  held  at  Hart- 
ford, Conn.,  and  on  the  next  day  a tablet  was  dedi- 
cated in  honor  of  Dr.  Wells;  it  is  today  on  the  site 
of  the  building  where  Dr.  Riggs  and  Dr.  Wells  had 
their  office  and  reads 

1 o the  Memory  of 
Horace  Wells 
Dentist 

Who  Upon  This  Spot 
Dec.  n,  1844 

Submitted  to  a Surgical  Operation 
Discovered 

Demonstrated  and  Proclaimed 
The  Blessing  Of 
Anesthesia 

In  1894  the  Board  of  Dental  Commissioners  of 
the  State  of  Connecticut  had  stamped  on  their  cer- 
tificates of  registration  and  licenses  a seal  on  which 
is  a medallion  head  of  Dr.  Wells,  to  remind  all  den- 
tists in  this  State  of  the  honor  due  his  memory! 

A bronze  bust  of  Wells,  presented  by  the  Ameri- 
can Dental  Association  in  1899,  is  in  the  Army  and 
Navy  Museum  at  Washington,  D.  C. 

A splendid  portrait  of  Dr.  Wells  is  in  the  Hart- 
ford Public  Library,  located  in  the  Atheneum  Build- 
ing, painted  by  Charles  Noel  Flagg  in  1899. 

In  1903  Charles  T.  Wells  presented  to  the  Center 
Church  of  Hartford  a stained  glass  memorial  win- 
dow in  memory  of  his  illustrious  father  and  mother. 

1 he  subject  of  the  window  is  “Mercy  and  Truth.” 

In  1910  1 he  Federation  Dentaire  Internationale 
held  its  tenth  annual  meeting  and,  together  with  the 
American  Dental  Society  of  Europe,  on  March  27 
of  that  year,  united  in  the  ceremonies  attending  the 
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unveiling  of  a monument  to  Horace  Wells  in  Paris. 
The  monument  is  at  the  United  States  Square  on  the 
Avenue  De  Jena. 

At  the  seventy-fifth  annual  session  of  the  Ameri- 
can Dental  Association  in  Chicago,  August  1933,  on 
the  occasion  of  the  Century  of  Progress  Exposition, 
a tablet  was  dedicated  to  Dr.  Wells  (one  was  also 
dedicated  to  Dr.  Morton  of  Boston).  This  bronze 
tablet  is  the  property  of  the  Northwestern  Univer- 
sity Dental  School  and  is  to  be  placed  on  the  wall  of 
the  Hall  of  Fame  of  that  institution,  together  with 
ia  bronze  bust  of  Wells.16 

Wells  was  buried  in  the  old  North  Cemetery  in 
Hartford,  Conn.,  and  in  1908  his  son  removed  his 
remains  to  the  Cedar  Hills  Cemetery  in  the  same 
city,  where  Wells  now  is  interred  with  his  wife  and 
son.  A bronze  plaque  depicting  the  relief  of  suffer- 
ing by  anesthesia  is  upon  the  headstone.  On  one  side 
is  written,  “I  sleep  to  awaken”;  on  the  other  side,  “I 
awaken  to  glory.”  Beneath  it  is,  “There  shall  be  no 
pain”;  a fitting  tribute  to  the  imperishbale  memory 
of  a great  dentist  and  a benefactor  of  humanity. 
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possible,  desirable  though  it  might  be.  One  need  not 
be  a member  of  the  armed  forces  to  realize  the  im- 
possibility of  using  for  a wounded  man  in  a clearing 
station  the  same  anesthetic  agent  and  the  same  means 
of  administering  it  as  would  be  employed  in  a hos- 
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pital  operating  room,  with  all  the  agents,  equipment, 
and  assistance  one  might  desire  close  at  hand.  Some 
of  the  factors  that  render  anesthesia  as  practiced  in 
civilian  life  difficult  or  impossible  in  a war  zone  are 
those  of  transport,  influx  of  casualties,  personnel, 
explosion  hazards  and  shock. 

The  problems  of  transport  prohibit  the  use  of 
many  anesthetic  agents  and  apparatus,  particularly 
in  advanced  areas,  so  that  dependence  must  be  placed 
on  a few  easily  transportable  drugs.  F urthermore, 
the  limitations  of  space  make  potency  a vital  factor, 
since  the  more  powerful  the  agent,  the  greater  is  the 
number  of  anesthesias  that  a given  quantity  will 
produce. 

Since  the  influx  of  casualties  may  be  rapid,  the 
necessity  of  treating  large  numbers  of  wounded  in 
a short  space  of  time  limits  the  anesthetist  to  simple 
and  effective  procedures. 

With  a great  number  of  casualties  and  with  many 
areas  to  be  supplied  with  anesthetists,  the  personnel 
problem  may  become  acute.  Corpsmen,  nurses,  and 
physicians  have  been  trained  in  the  art  of  simple 
anesthesia.  The  specialist  in  anesthesia  no  less  than 
others  should  refamiliarize  himself  with  simple  pro- 
cedures too  often  long  neglected,  and  be  prepared 
to  teach  them  to  others. 

Several  anesthetic  agents  are  both  inflammable  and 
explosive.  Some  inflammables  under  ordinary  condi- 
tions may  become  extremely  explosive  under  altered 
circumstances.  Under  combat  conditions  or  aboard 
ship  it  may  be  necessary  to  prohibit  or  limit  their 
use  and  to  employ  means  that  will  render  them  least 
hazardous.  For  example,  ether  when  dropped  on  a 
mask  or  cone  may  be  a simple  fire  hazard,  but  when 
employed  in  a gas  machine  it  may  become  danger- 
ously explosive.  This  is  so  because  the  agents  used 
to  volatilize  ether  or  to  serve  as  its  vehicle,  such  as 
nitrous  oxide  and  oxygen,  increase  the  explosive 
hazard  tremendously. 


Shock  is,  of  course,  a serious  factor  in  war  casual- 
ties. Although  it  is  generally  agreed  that  little  sur- 
gery should  be  performed  in  the  presence  of  shock, 
it  is  sometimes  imperative  that  surgical  interference 
be  not  delayed,  as  in  the  case  of  laparotomy  for  con- 
trol of  hemorrhage.  It  is  for  this  reason  that  the 
effect  various  anesthetic  agents  or  procedures  may 
have  upon  the  individual  in  shock  must  be  con- 
sidered. 

Advanced  sepsis  should  have  a definite  influence 
upon  the  choice  of  anesthesia.  Septic  patients  do  not 
tolerate  anesthesia  well.  Some  agents  and  methods 


are  especially  contraindicated  in  the  presence  of 
debility  due  to  acute  or  prolonged  infection. 

The  fact  that  the  military  surgeon  deals  for  the 
most  part  with  young,  healthy  and  vigorous  men  is 
not  an  unmixed  blessing.  Induction  of  general  anes- 
thesia in  most  cases  is  carried  out  with  one  of  the 
compressed  gases,  nitrous  oxide  or  cyclopropane. 
Without  these  agents  induction  with  ether  is  often 
a long  and  stormy  procedure.  Since  one  may  be  un- 
able, because  of  transport  difficulties  to  carry  com- 
pressed gases  as  induction  agents,  some  means  of 
effecting  not  only  a comfortable  but  a fairly  smooth 
and  rapid  induction  with  what  we  may  have  is! 
important. 

Much  may  be  accomplished  in  the  way  of  training  j 
personnel.  Means  may  be  found  of  circumventing 
other  of  the  important  factors  that  effect  the  choice 
of  anesthesia,  but  the  incontrovertible  factor  of 
availability  of  supplies  will  always  be  of  paramount 
importance.  This  being  so,  the  problems  of  anes- 
thesia,  herein  considered,  can  be  best  approached  in  ! 
terms  of  geographical  location— that  is,  whether  the 
anesthesia  is  called  for  in  an  advanced  or  intermedi- 
ate  area  or  in  the  rear.  (See  Table  i.)  The  anesthetic  i 
agents  likely  to  be  available  in  each  of  these  areas 


Table  i 

The  likely  sites  where  anesthesia  will  be  necessary,  grouped 
into  the  areas  advanced,  intermediate  and  rear 
Anesthesia  For  War  Surgery 
area 


Advanced 

Field 

Casualty  station 
Landing  party 
Small  combat  ship 


Intermediate 
Evacuation  hospital 
Large  mobile  hospital 
Large  combat  ship 


Rear 

Hospital  ship 
Base  hospital 


Table  2 


1 he  anesthetic  agents  grouped  as  to  the  areas 
where  they  are  of  value 


Advanced 
Morphine 
Scopolamine 
Chloroform 
? Ether 
Procaine 


Anesthesia  For  War  Surgery 

ANESTHETIC  AGENTS 


Intermediate 
Morphine 
Scopolamine 
Ether 
Procaine 
Evipal  or 
Pentothal 
Barbiturates 
(oral  use) 
Pontocaine 
Glucose  (10%) 
Nitrous  oxide 
Oxygen 


Rear 


Add 

Cocaine 

Cyclopropane 

Ethylene 

Avertin 

Nupercaine 

(1:1500) 

Helium 
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Table  3 

Anesthetic  apparatus  grouped  as  to  the  areas  where 
they  should  be  available 
Anesthesia  For  War  Surgery 


ANESTHESIA  APPARATUS 


Advanced 

Syringes 

Needles 

Wire  mesh  mask 
Oral  airways 
Nasal  airways 


Intermediate 

Add 

Towel  cone 
Simple  gas  machine 
Simple  suction 
apparatus 
Simple  insufflator 
Catheters 
Lumbar  puncture 
needles 
Kreiselman 
resuscitator  (new) 


Rear 

Add 

Modern  gas  machine 
(CO2  absorption) 
Laryngoscope 
Bronchoscope 
Endotracheal  tubes 
and  adaptors 
Magill  forceps 
Adattress,  needles, 
tubing,  etc.,  for 
fractional  spinal 
anesthesia 


are  shown  in  Table  2,  and  the  apparatus  required 
in  Table  3. 

It  should  not  be  inferred  that  the  anesthetist 
should  be  limited  to  the  anesthetic  agents  and  ap- 
paratus presented  in  these  tables  with  reference  to 
the  advanced  and  intermediate  areas  if  additional 
ones  can  be  provided.  Where  there  are  qualified 
anesthetists  available  there  should  be  a latitude  in 
choice  of  the  procedure.  In  the  words  of  Geoffrey 
Kaye,  an  anesthetist  in  the  Australian  Army,  “No 
anesthetist  should  be  put  under  duress  to  induce  him 
to  make  exclusive  use  of  any  one  method  or  agent.” 
Within  his  private  limitations  the  anesthetist  should 
employ  the  agent  or  method  with  which  he  is  most 
familiar  and  in  the  use  of  which  he  is  most  accom- 
plished. The  one  responsible  for  the  administration 
of  the  anesthesia  should  be  fully  aware  of  the  de- 
mands to  be  made  on  the  anesthesia  consistent  with 
satisfactory  operative  conditions  and  the  safety  of 
the  patient.  With  the  presence  of  anesthetists  skilled 
in  the  more  advanced  forms  of  anesthesia  in  the  for- 
ward areas  there  should  be  made  every  effort  to 
supply  them  with  the  required  equipment  to  take 
advantage  of  their  skill.  As  an  example  of  this,  the 
apparatus  necessary  for  endotracheal  anesthesia  may 
not  be  available  until  rear  areas  are  reached;  yet  the 
presence  in  any  area  of  one  skilled  in  endotracheal 
intubation,  should,  if  possible,  mean  the  presence 
there  of  the  required  equipment. 

ADVANCED  AREAS 

In  advanced  areas  where  minimum  equipment  is 
available  and  where  a limited  amount  of  surgery 
can  be  performed,  shock  therapy  and  the  relief  of 
pain  are  paramount  measures.  The  greatest  single  aid 


in  the  relief  of  pain  is  morphine,  but  this  drug  has 
a serious  drawback  in  its  depressant  effect  on  respira- 
tion. Waters4  has  shown  that  scopolamine  when 
given  in  the  proper  ratio  to  morphine— namely, 
1 : 25— prevents  this  deleterious  action.  A representa- 
tive mixture  would  be  morphine  l/4  grain  and 
scopolamine  %0 0 grain.  Scopolamine  adds  another 
highly  desirable  effect  through  its  soporific  action. 
The  combination  described  because  of  its  non  de- 
pressing respiratory  action  permits  the  employment 
of  the  drugs  in  greater  dosages  than  when  given 
singly.  Fractional  administration  of  this  mixture 
intravenously  in  sufficient  dosage  would  enable  sur- 
gical procedures  to  be  effectively  carried  out  with 
no  additional  anesthetic.  There  should  be  no  hesi- 
tancy in  administering  these  agents  in  combination 
intravenously  when  rapid  action  is  desired  or  where 
a depressed  circulation  is  present.  Intravenous  ad- 
ministration should  be  carried  out  slowly.  If  mor- 
phine and  scopolamine  are  administered  subcutane- 
ously in  conditions  associated  with  a depressed 
circulation  little  effect  may  be  expected.  With  im- 
provement in  the  circulation  and  absorption  of  the 
drugs,  an  overwhelming  effect  may  take  place.  The 
use  of  these  two  agents  in  combination  and  in  the 
proper  ratio  constitutes  an  important  advance  in  the 
relief  of  pain  under  all  conditions.  In  advanced 
areas  these  drugs  may  prove  to  be  valuable  for 
anesthesia. 

In  advanced  areas  it  is  imperative  that  there  be 
available  an  anesthetic  agent  that  is  easily  portable, 
potent  and  non  explosive,  and  that  can  be  admin- 
istered with  ease  and  with  a minimum  of  equipment. 
Ether  does  not  live  up  to  these  requirements. 
Chloroform  does.  Despite  its  w ell  known  undesirable 
effects  on  the  liver  and  the  circulation,  the  demands 
of  advanced  area  service  for  an  anesthesia  that  can 
be  induced  with  a minimum  of  struggling  and  that 
has  the  qualities  just  stated  may  necessitate  the  use 
of  this  agent.  Chloroform  has  little  if  any  place  in 
civilian  anesthesia,  but  in  war  surgery  the  demand 
for  it  outweighs  the  pharmacologic  disadvantages. 
Those  responsible  for  anesthesia  in  this  area  should 
be  carefully  schooled  in  the  administration  of 
chloroform.  It  is  best  given  by  slowly  dropping  upon 
a wire  mesh  mask  not  too  thickly  covered  by  gauze. 

In  spite  of  all  that  has  been  claimed  for  the  intra- 
venous barbiturates  in  the  medical,  lay  and  com- 
mercial press,  they  have  no  place  in  the  treatment  of 
patients  suffering  from  active  or  incipient  shock. 
Hemorrhage  also  contraindicates  their  use.  These 
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agents,  Evipal  and  Pentothal,  are  of  value  as  anes- 
thetics only  for  short,  minor  procedures  in  patients 
in  vigorous  health,  and  then  onlv  where  oxygen  and 
the  means  for  artificial  respiration  are  at  hand. 

Procain  (novocain)  has  a vital  role  in  anesthesia 
in  advanced  areas.  With  a patient  sufficiently  sedated 
with  morphine  and  scopolamine,  much  may  be 
accomplished  by  local  infiltration  or  field  or  nerve 
blocks.  In  the  dilute  solutions— 0.5  per  cent  or  1.0 
per  cent— a 

safety.  Fractures  can  be  readily  reduced  following 
the  injection  of  procaine  at  the  fracture  site.  Even 
if  reduction  is  not  possible  or  desirable  the  relief  of 
pain  is  great,  shock  can  be  ameliorated  or  prevented, 
and  splinting  and  transportation  are  made  more 
comfortable.  Infiltration  anesthesia  is  of  value  in 
operations  on  the  scalp  and  on  the  thoracic  cage. 
Intercostal  nerve  blocks  are  easily  performed.  The 
intercostal  space  above  and  below  the  area  to  be 
operated  upon  should  also  be  blocked  so  as  to  anes- 
thetize any  overlapping  nerve  fibres.  The  contents 
of  the  thoracic  cage  are  insensible  to  pain.  With 
good  premedication,  gentlenesss  and  care  much  may 
be  accomplished  upon  these  structures. 

The  greatest  single  advantage  of  the  barbiturates 
in  advanced  areas  is  associated  with  regional  anes- 
thesia in  the  treatment  of  procaine  reactions.  A small 
supply  of  Evipal  or  Pentothal  carried  into  forward 
areas  should  be  conserved  for  this  purpose. 

Ether  should  be  employed  if  available  and  if  con- 
ditions warrant  its  use.  It  may  be  used  to  advantage 
following  induction  by  chloroform.  The  fire  hazard 
presented  by  ether  and  the  bulk  it  occupies,  in  addi- 
tion to  the  difficulties  encountered  in  induction,  may 
prevent  the  use  of  this  agent  in  advanced  areas. 

Airways,  both  oral  and  nasal,  should  always  be  at 
hand.  The  latter  requires  little  room  and  has  the 
added  advantage  of  being  able  to  relieve  respiratory 
obstruction  when  unable  to  separate  the  jaws,  which 
may  be  closed  tight  because  of  light  anesthesia  or 
spasm.  These  nasal  airways  may  be  easily  made  from 
rubber  tubing.  An  additional  lateral  opening 
(Figure  1 ) will  assure  its  patency. 

INTERMEDIATE  AREAS 

For  anesthesia  in  intermediate  areas  one  may 
reasonably  expect  to  have  agents,  methods  and  con- 
veniences not  available  in  forward  areas,  although 
not  to  the  same  degree  as  in  areas  farther  to  the  rear. 
The  few  additional  agents  and  methods  that  may  be 


generous  amount  can  be  injected  with 


Figure  1 
Nasal  airways 


available  will  do  much  to  furnish  more  satisfactory 
anesthesia. 

Morphine  and  scopolamine  should  continue  to  bi 
of  value  as  premedicants.  Barbiturates  such  as  pento 
barbital  (nembutal)  given  by  mouth  should  be  em 
ployed  not  only  for  their  sedative  action  befor. 
surgery  but  also  for  their  value  in  preventing  pro 
caine  reactions  under  regional  anesthesia.  It  is  saic 
that  the  overwhelming  majority  of  battle  injurie 
effect  the  limbs,  and  regional  anesthesia  is  partial 
larly  applicable  in  surgery  on  the  extremities.  Loca 
infiltration  for  lacerations  and  fractures,  as  previous 
ly  stated,  is  very  satisfactory.  Nerve  block  shouk 
prove  of  value  for  surgery  of  the  upper  extremities 
A block  at  the  elbow  is  not  too  difficult.  With  prac- 
tice, brachial  plexus  block,  employing  the  supra- 
clavicular route,  should  in  a great  majority  of  case; 
prove  extremely  satisfactory.  It  is  especially  indi- 
cated for  long  operative  procedures  on  the  lowei 
arm,  as  in  tendon  repair.  Cooperation  by  the  patien 
in  moving  his  fingers  under  this  form  of  anesthesii 
is  a great  aid  in  satisfactory  reconstruction. 

Ether  will  probably  prove  to  be  the  general  anes- 
thetic most  commonly  employed  in  intermediate 
areas.  It  may  be  given  by  the  drop  method  throng! 
a wire  mesh  mask  covered  with  gauze,  or  throng! 
a towel  cone.  Nitrous  oxide  anti  oxygen  may  be 
available  and  can  be  satisfactorily  administered  a; 
an  induction  agent  with  extremely  limited  equip- 
ment. A simple  delivery  apparatus  reasonably  wel 
calibrated  is  all  that  is  required  for  induction 
Miller,1  employing  a gravitational  technique,  ha< 
shown  that  a bag  and  mask  can  be  dispensed  wit! 
in  inducing  anesthesia  with  nitrous  oxide  and  oxy- 
gen. Where  fire  hazards  are  great,  volatilization  o 
ether  by  these  gases  adds  a greater  danger,  so  thal 
Miller’s  method  is  of  definite  merit.  All  that  i: 
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required  is  that  the  nitrous  oxide  and  oxygen  he 
delivered  into  a towel  cone  by  means  of  a U tube, 
(Figure  2).  As  soon  as  the  anesthetic  effect  of  the 
nitrous  oxide  becomes  apparent,  ether  is  slowly 
dropped  upon  the  gauze  in  the  cone.  As  the  patient 
becomes  accustomed  to  the  ether  vapor  it  may  be 
added  more  and  more  rapidly,  and  the  flow  of 
nitrous  oxide  and  oxygen  is  slowed  only  when  the 
patient  is  well  anesthetized  with  ether.  A moderate 
flow  of  oxygen  may  be  maintained  for  its  additional 
benefit.  This  technique  has  proved  very  satisfactory 
in  our  hands. 


Figure  2 

Nitrous  oxide  oxygen  induction  to  ether  employing 
gravitational  technique 


Nitrous  oxide  and  oxygen  alone  may  be  of  value, 
but  of  course  requires  a mask  and  bag.  It  should  be 
employed  only  by  highly  trained  personnel.  Since 
the  patients  are  vigorous  adults  and  since  nitrous 
oxide  and  oxygen  is  relatively  impotent,  proper  and 
sufficient  medication  should  always  be  employed.  It 
should  be  given  at  least  one  hour  before  the  induc- 
tion of  anesthesia.  If  speed  is  essential,  it  may  be 
given  intravenously.  Patients  in  shock  and  sepsis  do 
not  tolerate  low  oxygen  atmospheres  well.  It  is  thus 
essential  in  giving  nitrous  oxide  and  oxygen  that  the 
patient  be  supplied  with  sufficient  oxygen.  Cyanosis 
should  never  be  allowed  to  develop. 

The  intravenous  barbiturates  may  be  of  value  in 
intermediate  areas.  It  is  again  emphasized  that  they 
should  be  employed  only  for  patients  in  good  physi- 
cal condition,  for  short  minor  procedures,  and  only 
when  oxygen  and  the  means  for  artificial  respiration 
are  at  hand.  Bad  risk  patients  tolerate  these  drugs 
poorly,  and  their  use  should  be  avoided  in  the 
presence  of  shock,  hemorrhage,  advanced  sepsis  or 


in  the  presence  of  respiratory  disease.  They  are  not 
good  agents  for  supplementing  spinal  anesthesia,  and 
only  experts  should  undertake  this  use  of  them, 
since  only  in  their  hands  can  disaster  be  prevented 
or  properly  treated.  When  employed,  the  barbitur- 
ates should  be  administered  in  dilute  solution— 2.5 
per  cent— or  through  an  intravenous  drip.  They 
should  be  given  slowly.  It  is  more  important  to 
guarantee  the  patient’s  airway  by  chin  support  than 
it  is  to  handle  the  sygringe.  The  anesthetist  should 
delegate  the  injection  to  a corpsman  and  assume 
responsibility  for  the  maintenance  of  a patient  air- 
way himself.  The  corpsman  should  be  instructed  by 
the  anesthetist  when  and  how  much  to  inject. 

Spinal  anesthesia  has  almost  no  sphere  of  useful- 
ness in  advanced  areas,  but  should  be  of  value  in 
intermediate  stations.  Like  the  intravenous  barbitur- 
ates, spinal  anesthesia  is  contraindicated  in  shock, 
hemorrhage  or  the  low  blood  pressure  states.  With 
regional  anesthesia  playing  a large  role  in  surgery 
of  the  upper  extremities,  spinal  anesthesia  should 
play  a similar  role  in  surgery  on  the  lower  limbs.  It 
is  of  great  value  in  the  reduction  of  difficult  frac- 
tures of  the  legs  with  overriding  of  bones,  since  it 
gives  an  unequaled  degree  of  relaxation.  Spinal 
anesthesia  is  also  of  great  value  in  operations  on  the 
lower  abdomen.  Its  use  for  surgery  in  the  upper 
abdomen  is  best  reserved  for  stations  farther  in  the 
rear.  The  principal  disadvantage  of  spinal  anesthesia 
is  respiratory  paralysis.  Means  for  artificial  respira- 
tion should  be  immediately  available  at  all  times. 
Careful  attention  to  dosage  and  technique,  with 
limitation  of  surgery  to  operative  procedures  on  the 
legs  and  lower  abdomen,  should  do  much  to  pre- 
vent this  untoward  accident. 

The  agents  most  commonly  employed  for  spinal 
anesthesia  are  procaine  and  pontocain.  These  drugs 
may  be  employed  in  combination.  A mixture  of 
pontocaine  and  dextrose  has  proved  most  satisfac- 
tory in  our  hands. 

Detailed  tables  of  dosage  are  readily  available. 
The  administration  of  anesthesia  and  the  care  of  the 
patient  under  spinal  anesthesia  is  one  man’s  full 
responsibility.  The  anesthesia  should  not  be  admin- 
istered by  one  individual  and  the  care  of  the  patient 
assumed  by  another.  Only  by  diligent  care  may  one 
recognize  an  oncoming  respiratory  paralysis  in  suffi- 
cient time  to  institute  the  means  necessary  to  prevent 
a fatality. 

A simple  suction  and  pressure  apparatus  facilitates 
satisfactory  anesthesia  for  various  procedures.  Sue- 
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tion  is  a great  aid  in  freeing  the  respiratory  tract  of 
mucus  and  other  foreign  material.  By  employing 
an  insufflator  apparatus  ether  vapor  and  air  may  be 
introduced  into  the  oropharynx  for  operative  pro- 
cedures about  the  head  and  neck. 

The  desirability  of  having  readily  available  an 
apparatus  that  can  be  used  for  satisfactory  artificial 
respiration  has  already  been  emphasized;  an  ap- 
paratus that  delivers  oxygen,  a good  bag,  and  a 
tightly  fitting  mask  are  sufficient  for  this.  A recently 


Figure  3 

Kreiseleman  resuscitator  in  use  on  patient  in 
supine  position 


Figure  4 

Kreiseleman  resuscitator  in  use  on  patient  in 
prone  position 


developed  apparatus,  the  Kreiselman  resuscitator,  is 
admirably  suited  to  this  need.  It  has  been  accepted 
by  one  branch  of  the  armed  forces.  It  is  small  and 
compact  and  is  not  dependent  on  compressed  oxy-  1 
gen  for  its  use.  It  may  be  employed  with  the  patient 
either  supine  (Figure  3)  or  prone  (Figure  4).  Where 
several  patients  are  under  anesthesia  at  one  time  it 
may  be  more  advantageous  to  have  several  of  these 
resuscitators  at  hand  than  to  have  to  depend  on  gas 
machines.  Furthermore,  where  supply  of  compressed 
gases  is  limited,  resuscitators  of  this  type  may  be 
invaluable. 

REAR  AREAS 

Anesthesia  in  rear  areas  should  approximate  that 
employed  in  civilian  life.  It  may  vary  in  some  im- 
portant details.  It  may  not  be  permissible  to  employ 
cyclopropane  on  hospital  ships.  There  may  be  lack- 
ing sufficient  storage  space  for  a large  quantity  of 
compressed  gases.  In  large  shore  stations,  however, 
it  is  desirable  to  have  any  and  all  means  of  anes- 
thesia available.  The  chief  factor  that  may  prevent  a 
particular  agent  or  method  from  being  employed  is 
the  inability  of  the  anesthetist  at  hand  to  utilize  it 
properly  and  safely. 

I o the  list  of  agents  previously  mentioned  should 
be  added  cyclopropane,  ethylene,  helium,  avertin 
and  nupercaine  (in  1: 1500  solution)  for  spinal  anes- 
thesia. Better  qualified  anesthetists  should  be  able  to 
choose  from  the  agents  and  methods  available  the 
anesthesia  that  will  best  serve  the  interest  of  the 
patient.  Anesthetists  by  virtue  of  their  training  and 
experience  have  developed  capabilities  along  differ- 
ent lines.  Some  are  particularly  adept  in  regional 
anesthesia  and  others  in  the  inhalation  types.  Where 
qualified,  the  anesthetist  should  assume  full  respon- 
sibility for  the  choice  and  administration  of  the 
anesthesia  and  for  the  results  obtained  from  it. 

Cyclopropane  is  a potent  anesthetic  agent.  Induc- 
tion is  rapid  and  in  the  most  vigorous  patient  is 
usually  unassociated  with  struggle.  A much  larger 
oxygen  tension  in  the  inspired  air  may  be  main- 
tained than  is  possible  with  either  nitrous  oxide  or 
ethylene.  Of  all  the  anesthetics  given  for  general 
anesthesia  cyclopropane  is  the  agent  best  tolerated 
by  patients  suffering  from  shock,  hemorrhage  or 
advanced  sepsis.  It  is  explosive.  All  precautions 
should  be  taken  to  prevent  ignition  by  flame  or  static 
spark.  W e believe  that  the  Horton  intercoupler  is  of 
value  in  this  regard.  By  this  means,  the  patient,  anes- 
thetist, operating  table  and  gas  machine  are  main- 
tained at  the  same  electrical  potential  through  a 
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resistance  of  the  order  of  i megohm.  In  the  use  of 
cyclopropane  it  is  important  that  a gas  machine  be 
used  that  is  equipped  with  a carbon  dioxide  absorp- 
tion unit.  This,  among  other  advantages,  enables  a 
smaller  amount  of  cyclopropane  to  be  employed. 
Very  little  cyclopropane  is  necessary  for  anesthesia. 
A number  of  cylinders  of  this  agent  will  enable  an 
infinitely  greater  number  of  anesthesias  to  be  admin- 
istered than  a like  amount  of  cylinders  of  nitrous 
oxide.  Given  the  proper  anesthetist  and  apparatus, 
this  factor  would  ease  the  transport  problem. 

Cocaine  is  of  value  as  a topical  anesthetic  agent, 
as  is  pontocain.  We  employ  cocaine  for  spraying  the 
larynx  and  trachea  for  endotracheal  and  broncho- 
scopic  intubation. 

Ethylene  has  an  extremely  limited  sphere  of  use- 
fulness. In  a fully  equipped  hospital  it  should  be 
available  for  those  qualified  in  its  use.  Helium  and 
oxygen  has  been  recommended  for  the  treatment  of 
respiratory  obstruction.  Avertin  may  be  of  value  in 
electrosurgery  about  the  head  and  neck.  It  may  be 
useful  to  anesthetists  unaccustomed  to  endotracheal 
anesthesia  in  situations  where  the  presence  of  anes- 
thetic apparatus  about  the  face  may  interfere  with 
the  operative  field.  Avertin  has  no  place  in  the 
presence  of  shock  or  hemorrhage. 

Nupercaine  in  1:1500  solution  is  occasionally 
employed  by  us.  Others  use  this  agent  a great  deal 
for  spinal  anesthesia.  Its  particular  advantages  lie  in 
the  fact  that  it  has  a longer  duration  of  action  than 
either  procaine  or  pontocain  and  that  its  specific 
gravity  is  less  than  that  of  spinal  fluid.  Advantage  is 
taken  of  the  latter  factor  to  employ  it  when  a 
unilateral  anesthesia  is  desired  or  where  it  is  difficult 
to  get  a sufficient  height  of  anesthesia  with  an  agent 
heavier  than  spinal  fluid.  An  example  of  this  is  the 
administration  of  spinal  anesthesia  for  kidney  opera- 
tions. 

In  rear  stations  it  is  reasonable  to  expect  the 
provision  of  laryngoscopes,  endotracheal  tubes  and 
adapters,  Magi  1 1 forceps,  and  bronchoscopes.  Magi  1 1 
forceps  aid  in  the  introduction  of  endotracheal  tubes 
by  the  nasal  route. 

Endotracheal  anesthesia  is  of  such  value  that  its 
use  is  imperative,  at  least  in  rear  stations,' if  casualties 
are  to  receive  satisfactory  medical  treatment.  It  has 
many  advantages.  A satisfactory  respiratory  ex- 
change can  be  maintained  during  procedures  with 
the  patient  in  any  posture  or  position.  It  guarantees 
a satisfactory  airway.  A patent  airway  can  be 
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maintained  in  the  presence  of  blood  and  foreign 
material  in  the  mouth.  Thus  operative  procedures 
may  be  carried  out  in  the  nose  and  mouth  without 
interfering  with  respiration.  Inhalation  of  vomitus 
during  surgery  can  also  be  prevented.  The  presence 
of  a patent  airway  is  of  extreme  aid  to  artificial 
respiration.  With  an  endotracheal  tube  in  place 
positive  pressure  anesthesia  can  be  effectively  estab- 
lished and  maintained  during  endothoracic  proce- 
dures. Endotracheal  anesthesia  makes  more  possible 
the  so  called  “controlled  respiration  anesthesia” 
wherein  responsibility  for  tidal  exchange  is  assumed 
by  the  anesthetist.  The  patient  respires  only  when 
the  anesthetist  compresses  the  rebreathing  bag,  thus 
delivering  to  the  patient  the  mixture  of  anesthetic 
agent  that  will  maintain  anesthesia  and  oxygen  for 
vital  requirements.  The  presence  of  a tube  between 
the  patient’s  cords  makes  for  a better  degree  of 
abdominal  relaxation  for  a given  plane  of  anesthesia. 
I his  fact  is  of  great  importance  during  laparotomy 
on  patients  in  poor  physical  condition. 

In  rear  areas  spinal  anesthesia  can  be  employed 
to  a much  greater  extent  than  in  other  areas.  Not 
only  is  it  useful  in  surgery  on  the  lower  extremities 
and  lower  abdomen,  but  surgery  in  the  mid  and 
upper  abdomen  can  be  performed  under  it.  The 
higher  the  level  of  spinal  anesthesia  sought  for,  the 
greater  will  be  the  incidence  of  respiratory  paralysis. 
I hose  responsible  for  this  anesthesia  should  be  fully 
aware  of  its  dangers  and  be  equipped  to  handle 
accidents  as  they  occur.  It  is  much  more  important 
for  the  anesthetist  to  pay  attention  to  the  character 
of  respirations  than  to  follow  the  pulse,  blood  pres- 
sure and  respiratory  rate  readings.  Intercostal 
respiration  should  be  looked  for  and  its  presence  01- 
absence  noted  on  the  anesthesia  record,  for  at  least 
half  an  hour  after  the  injection  of  the  anesthetic 
agent.  In  employing  fractional  or  continuous  spinal 
anesthesia  one  should  be  constantly  on  the  alert  for 
failure  of  thoracic  excursions,  for  it  may  follow  any 
of  the  subsequent  injections.  Another  important  sign 
of  failing  respiration  is  aphonia.  This  is  a late  sign 
and  means  that  early  intercostal  paralysis  has  been 
missed.  Another  late  sign  is  tracheal  tug  associated 
with  inspiration.  The  jaw  drops  with  each  inspira- 
tory effort.  This  may  be  interpreted  to  mean  that 
the  patient  is  depending  upon  the  accessory  muscles 
of  respiration  for  tidal  exchange.  With  a depressed 
or  failing  respiration,  oxygen  and  artificial  respira- 
tion are  indicated.  Respiratory  stimulants  are  of  no 
value.  Carbon  dioxide  is  contraindicated.  Early  treat- 
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ment  of  respiratory  paralysis  due  to  spinal  anesthesia 
by  artificial  respiration  should  always  result  satis- 
factorily. Oxygen  given  early  either  by  rapid  Hows 
into  a mask  or  by  nasal  catheter  does  much  to  pre- 
vent the  nausea  that  may  arise  from  low  blood  pres- 
sure states. 

Ephedrine  given  preliminary  to  the  injection  of 
the  anesthetic  agent  is  of  great  aid  in  maintaining  the 
blood  pressure.  The  intravenous  administration  of 
fluid  should  be  slow. 

The  problem  of  supplementing  a waning  spinal 
anesthesia  is  an  important  one.  More  deaths  have 
probably  resulted  from  improper  supplementing 
than  from  any  other  single  factor  associated  with 
spinal  anesthesia.  Whatever  means  is  employed  to 
supplement  this  type  of  anesthesia,  it  should  be 
started  well  in  advance  of  the  time  when  the  anes- 
thesia is  completely  worn  off.  It  must  not  be  for- 
gotten that  patients  under  spinal  anesthesia,  par- 
ticularly for  surgery  in  the  upper  abdomen,  are 
suffering  a definite  degree  of  respiratory  difficulty 
due  to  the  presence  of  some  intercostal  paralysis. 
Any  method  or  agent  employed  to  supplement  a 
spinal  anesthesia  that  exposes  the  patient  to  any 
degree  of  oxygen  deprivation  for  any  period  what- 
soever may  prove  disastrous.  It  is  for  this  reason  that 
both  Pentothal  Sodium  and  nitrous  oxide  are  poor 
agents  in  this  regard.  In  addition  to  being  a respira- 
tory depressant  and  rendering  the  respiratory  center 
less  responsive  to  its  normal  stimulus,  carbon  dioxide, 
Pentothal  Sodium  causes  a fall  in  blood  pressure. 
The  supplementing  of  spinal  anesthesia  with  Pento- 
thal and  nitrous  oxide  if  attempted  at  all  should  be 
employed  only  by  an  expert.  Particularly  to  be  de- 
cried is  the  tendency  of  some  not  only  to  supple- 
ment a waning  spinal  anesthesia  with  an  intravenous 
barbiturate  but  to  depend  on  Pentothal  Sodium  for 
the  anesthesia  and  relaxation  that  may  be  necessary 
for  completing  the  operation  and  closing  the  ab- 
domen. 

When  it  is  determined  that  the  operative  proce- 
dure will  outlast  the  spinal  anesthesia,  a mixture  of 
morphine  and  scopolamine  in  the  ratio  given  above 
should  be  administered  intravenously.  Cyclopro- 
pane, when  available  and  in  the  hands  of  a person 
capable  of  properly  administering  it,  is  the  ideal 
agent  with  which  to  compensate  for  a failing  spinal 
anesthesia.  In  this  manner  the  operation  may  con- 
tinue with  no  interruption.  Otherwise,  after  the 
intravenous  injection  of  the  additional  hypnotic  it  is 
best  to  cease  operating,  cover  the  wound,  and  start 


nitrous  oxide  oxygen  slowly  and  with  care.  Trans- 
fer to  ether  anesthesia  should  then  be  accomplished 
slowly.  Only  when  the  patient  is  sufficiently  anes- 
thetized with  ether  should  the  operation  proceed. 
In  this  manner  patients’  lives  can  be  spared.  In  the 
end  the  surgeon  will  have  lost  no  time,  because  had 
he  continued  operating  the  induction  would  have 
been  prolonged  and  a satisfactory  plane  of  anesthesia 
would  not  have  been  reached. 

The  injection  of  procaine  directly  into  the  muscles 
at  the  site  of  the  incision  facilitates  closure  of  an 
abdomen  that  has  begun  to  regain  its  muscle  tone. 
1 his  procedure  is  of  value  even  in  the  presence  of 
an  additional  supplementary  anesthesia  given  by 
inhalation.  If  it  is  so  employed  the  inhalation  anes- 
thesia will  be  easier  to  manage  and  it  will  not  be 
necessary  to  carry  the  patient  to  so  deep  a plane  of 
anesthesia. 

I he  use  of  fractional  spinal  anesthesia  for  long 
operative  procedures  is  of  great  value.  By  employing 
a properly  designed  mattress  with  a slot  cut  in  one 
side  and  proper  tubing,  the  lumbar  puncture  needle 
can  be  kept  in  place  and  additional  quantities  of 
the  drug  introduced  into  the  subarachnoid  space  as 
desired.  In  our  hands  this  method  has  been  gratify- 
ing. We  have  employed  several  different  techniques, 
but  at  the  present  prefer  as  agent  a solution  of  2 per 
cent  procaine  and  4 per  cent  dextrose,  since  it  ran 
be  sent  sufficiently  high  in  the  subarachnoid  space 
to  allow  good  relaxation  and  anesthesia. 

Records  of  anesthetic  procedures  should  be  kept 
wherever  possible.  There  should  be  a sufficient 
number  of  trained  observers  administering  anesthesia 
so  that  these  records  will  be  of  value.  Wangeman3 
has  adapted  for  use  in  the  Army  the  record  keeping 
system  advanced  by  the  American  Society  of 
Anesthetists.2 

We  have  entered  this  war  with  very  little  in  the 
way  of  improved  anesthesia  facilities  for  advanced 
areas.  It  is  hoped  that  with  the  experience  gained 
and  recorded  by  capable  observers,  troops  in  com- 
bat areas  will  be  benefited  by  better  anesthesia  than 
is  now  available. 

SUMMARY 

The  use  of  anesthetic  agents  and  procedures  for 
war  surgery  has  been  discussed  on  the  basis  of  the 
areas  where  they  can  be  employed.  Lists  of  drugs 
and  methods  that  may  be  of  value  in  these  areas  have 
been  presented.  Some  important  properties  of  these 
agents  and  methods  have  been  reviewed.  The  value 
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of  artificial  respiration  and  a new  apparatus  for  its 
efficient  production  have  been  considered.  A plea 
for  the  keeping  of  more  detailed  records  of  anes- 
thetic procedures  has  been  advanced  with  the  hope 
that  this  will  result  in  better  anesthesia  for  members 
of  the  armed  forces. 

BIBLIOGRAPHY 

i.  Miller,  A.  H.:  Inhalation  Anesthesia,  Gravitational 


Method  Curr.  Res.  Anesth.  and  Analg.,  11:2,  52  (Mar.-Apr.) 
1932. 

2.  Saklad,  M.:  A Alethod  for  the  Collection  and  Tabulation 
of  Anesthetic  Data.  Curr.  Res.  Anesth.  and  Analg.  19:4,  184- 
196  (July-August)  1940. 

3.  AVangeman,  C.  P.:  An  Experiment  in  the  Recording  of 
Surgical  and  Anesthetic  Data  in  Military  Service  Anesthesi- 
ology, 2:179-185  (Alarch)  1941. 

4.  Waters,  R.  Ad.:  Pain  Relief  for  Children.  American  Jour- 
nal of  Surgery  39:2,  470-475  (February)  1938. 


CONTINUOUS  SPINAL  ANESTHESIA  — OBSERVATIONS  ON  1,000  CASES 

Joseph  Magnano,  m.d.,  Middletown 


T he  Author.  Anesthetist,  i Middlesex  Hospital. 


Since  1928  we  have  used  spinal  anesthesia,  in  the 
Middlesex  Hospital  in  Middletown,  Conn.,  in 
over  8,197  cases.  Six  thousand  of  these  cases  were 
done  under  “one  dose”  spinal  anesthesia  and  2,197 
[cases  under  continuous  spinal  anesthesia  according 
to  the  method  of  William  I.  Lemmon.  Lemmon 
administered  the  first  continuous  spinal  on  April 
10,  1939  and  to  date  he  has  used  this  method  in  about 
4,000  cases  and  has  not  reported  one  death,  due  to 
the  anestethic.  After  a visit  to  Dr.  Lemmon’s  clinic 
in  Philadelphia  in  August  1941,  we  have  used  this 
method  in  all  cases  when  we  use  spinal  anesthesia. 
We  have  had  3 fatalities  with  the  “one  dose’ 
method.  One  fatality  occurred  with  spinocaine  but 
this  was  due  to  faulty  technic  because  the  physician 
who  administered  the  anesthetic  sat  the  patient  up 
while  administering  the  anesthetic  and  that  should 
not  be  done  with  spinocaine.  Spinocaine  is  lighter 
than  spinal  fluid  (hypobaric)  and  the  drug  rises 
rapidly.  This  patient  died  about  20  minutes  after 
the  anesthesia  was  given.  The  other  two  fatalities 
occurred  in  using  1 per  cent  pontocaine  and  ten  per 
I cent  dextrose  and  in  both  of  these  cases  the  pulse 
and  respirations  ceased  about  20  minutes  after  the 
drug  was  administered.  One  of  these  deaths  was  in 
a boy  17  years  old  who  had  been  in  an  automobile 
1 accident  and  had  a compound  fracture  of  right 
tibia.  He  weighed  150  lbs.,  and  we  gave  him  15 
I mgms  of  pontocaine  ( 1 per  cent  solution)  and  3 c.c. 
j 10  per  cent  dextrose.  He  survived  this  operation. 
About  4 days  later  this  same  boy  developed  signs  of 
i appendicitis,  so  we  decided  to  give  him  spinal  again. 


We  did,  using  the  same  dosage  and  technic  and 
exactly  20  minutes  after  the  administration  his  heart 
and  respirations  ceased.  We  injected  1 c.c.  of  adrena- 
lin directly  into  his  heart  and  started  artificial 
respiration  immediately.  After  about  5 minutes  the 
pulse  and  respiration  returned  and  his  blood  pressure 
became  120/80  but  he  never  regained  consciousness 
and  died  six  hours  later  from  what,  we  believe,  was 
cerebral  anoxia.  At  autopsy,  broncho-pneumonia 
was  the  only  positive  finding  and  there  was  no 
evident  destruction  of  the  brain  tissue  or  spinal  cord. 

The  other  case  that  died  following  “one  dose” 
administration  of  1 per  cent  pontocaine  and  ten  per 
cent  dextrose  was  a woman,  age  65,  weighing  140 
lbs.  She  had  a fracture  of  the  femur  and  coronary 
disease  and  was  a very  bad  risk,  but  we  thought  that 
if  we  could  immobilize  the  fracture  by  nailing  the 
hip  that  her  coronary  condition  might  improve. 
She  was  given  1 3 mgs.  of  1 per  cent  pontocaine  in 
3 c.c.  of  ten  per  cent  dextrose  into  the  subarachnoid 
space.  Her  blood  pressure  was  146  systolic  and  80 
diastolic  before  administration  of  the  spinal  anes- 
thesia. Anesthesia  was  satisfactory  and  the  ortho- 
pedic surgeon  reduced  the  fracture.  Immediately 
after  the  reduction  of  the  fracture  the  patient 
became  pulseless  and  respirations  ceased.  We  gave 
her  artificial  respirations,  without  avail.  This  patient 
died  about  20  minutes  after  the  administration  of 
the  drug.  We  could  not  get  permission  for  autopsy 
and  therefore  are  not  absolutely  sure  what  caused 
death.  We  have  had  a similar  sudden  death  with 
cyclopropane  as  the  anesthetic.  This  patient  was 
a woman,  age  70,  weighing  135  lbs.  and  her  pulse 
stopped  and  respirations  ceased  immediately  after 
the  reduction  of  a fractured  femur.  At  autopsy 
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her  lungs  were  full  of  emboli  and  that  was  certainly 
the  cause  of  death  and  not  the  anesthetic.  Since  that 
time,  we  have  not  been  very  anxious  to  use  ponto- 
caine  in  spinal  anesthesia. 

In  continuous  spinal  anesthesia  we  use  novocain 
(procaine  or  neocaine)  crystals  dissolved  in  the 
patient  s own  spinal  fluid  in  most  instances.  We 
believe,  that  this  is  the  least  toxic  of  all  drugs  to 
use  in  spinal  anesthesia.  In  this  method  of  spinal 
anesthesia  we  give  a sufficient  dosage  of  novocain  to 
produce  anesthesia  to  the  desired  level  and  degree. 
This  anesthesia  is  maintained  as  long  as  desired  by 
adding  subsequent  small  doses  as  they  are  needed. 
This  method  thereby  changes  the  method  of  spinal 
anesthesia  from  the  “one  dose”  to  the  fractional  or 
divided  dose  method.  Other  anesthesias  are  adminis- 
tered in  divided  doses  such  as  ether,  cyclopropane, 
intravenous  anesthesia,  etc. 

We  believe  that  by  giving  much  smaller  initial 
doses  of  the  drug  the  safety  of  the  method  is  in- 
creased. By  leaving  the  needle  in  the  subarachnoid 
space  the  drug  can  be  rapidly  recovered  by  drawing 
cerebrospinal  fluid  (5  to  10  c.c.)  if  untoward  toxic 
symptoms  develop.  Some  patients  are  very  sensitive 
to  novocain  and  also  some  are  very  tolerant  to 
novocain  as  we  have  proved  in  several  instances  in 
our  series.  The  respiratory  center  is  the  most  vulner- 
able seat  of  attack.  When  and  if  toxic  symptoms 
develop  the  very  first  thing  to  do  is  to  withdraw 
rapidly  the  cerebrospinal  fluid  containing  the  drug. 
The  greatest  concentration  of  the  drug  is  at  the 
point  of  the  needle.  The  nerves  promptly  recover 
from  the  anesthesia,  the  patients  color  improves, 
respirations  become  less  difficult  and  the  blood 
pressure  returns  to  normal.  Spinal  anesthesia  is  main- 
tained by  the  drug  that  is  present  in  the  cerebro- 
spinal fluid,  and  when  the  concentration  of  this  drug 
falls  below  a certain  level  the  anesthesia  promptly 
wears  ofF.  After  anesthesia  is  established  it  takes 
relatively  small  doses  to  maintain  anesthesia  for  any 
desired  length  of  time.  When  using  the  5%  solution 
of  novocain  we  generally  administer  50  mgs  or  1 
c.c.  at  the  expiration  of  about  every  30  minutes.  In 
some  cases  50  mgms.  has  to  be  given  more  fre- 
quently. In  some  instances  where  the  patient  was  too 
apprehensive,  we  have  supplemented  continuous 
spinal  with  pentothal  sodium  or  cyclopropane.  We 
have  had  no  anesthetic  deaths  and  no  lasting  neuro- 
logic complications.  Toxic  symptoms  were  prompt- 
ly controlled  by  withdrawal  of  the  drug  by  rapid 
aspiration  of  spinal  fluid  (3  to  10  c.c.)  and  by  giving- 
oxygen  inhalations. 


The  advantages  of  spinal  anesthesia  are  well 
known  to  surgeons  and  anesthetists  experienced  in 
its  use.  Some  of  the  disadvantages  of  the  single  dose 
method  are: 

1.  Toxic  symptoms  or  even  sudden  death  follow- 
ing the  administration  of  a large  dose  of  a toxic 
drug. 

2.  Failure  of  the  drug  to  “take”  or  produce  anes- 
thesia to  the  desired  level  and  degree. 

3.  The  action  of  the  drug  wearing  off  before  the 
operation  is  completed. 

We  have  eliminated  these  disadvantages  by  using 
the  continuous  method  of  spinal  anesthesia. 

It  is  our  opinion  that  procaine  hydrochloride 
(novocain  or  neocain)  is  the  least  toxic,  both  clin-1 
ically  and  experimentally,  of  all  drugs  to  produce 
spinal  anesthesia.  In  our  series  both  with  the  “one 
dose”  and  the  continuous  method  we  have  had  no 
deaths  due  to  novocain  in  spinal  anesthesia.  The 
action  of  procaine  hydrochloride  is  also  of  the  I 
shortest  duration.  Drugs  that  give  more  prolonged 
action  in  spinal  anesthesia  are  also  more  toxic,  these 
drugs  are  pontocaine,  metycaine  and  nupercaine. 

Novocain  produces  anesthesia  in  5 to  10  minutes 
when  introduced  into  the  subarachnoid  space  in 
sufficient  quantity.  In  abdominal  operations  below 
the  umbilicus  our  initial  dose  is  100  mgs  or  2 c.c. 
of  the  5 per  cent  novocain  in  spinal  fluid.  In  opera- 
tions above  the  umbilicus  our  initial  dose  is  usually 
150  mgm  or  3 c.c.  of  the  5 per  cent  novocain.  It 
takes  approximately  60  to  90  seconds  to  relieve  pain 
completely  and  produce  muscular  relaxation  when 
it  is  given  in  subsequent  doses.  The  average  duration 
of  the  spinal  anesthesia  for  100  to  1 50  mgms  of  novo- 
cain as  the  initial  dose,  is  approximately  45  minutes. 
Subsequent  injections  of  50  mgms  each,  last  approxi- 
mately 30  minutes,  producing  both  sensory  and 
motor  block.  By  injecting  small  doses  of  novocain 
25  to  30  mg  into  the  subarachnoid  space  we  have 
been  able  to  produce  sensory  block  (anesthesia) 
without  motor  block  (muscular  relaxation).  We 
have  done  10  obstetrical  deliveries  which  averaged 
about  6 hours  apiece  by  using  small  dosages  and 
using  1 to  2/2  per  cent  novocain  in  saline  by  the 
continuous  method. 

PRE-OPERATIVE  MEDICATION 

One  and  one  half  to  three  grains  of  nembutal  is 
given  the  night  before  operation  to  insure  a good 
sleep  for  the  patient.  One  hour  before  operation  a 
hypodermic  of  one  third  of  a grain  of  pantopon 
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and  one/one  hundred  and  fiftieth  of  scopolamine 
are  given  along  with  a grain  and  a half  of  nembutal. 
We  use  pantopon  because  we  believe  that  it  has  a 
tendency  to  cause  less  nausea  and  vomiting  in  most 
patients.  In  many  instances  the  patients  do  not  re- 
call the  lumbar  puncture  nor  the  operation.  During 
long  and  difficult  operations  intravenous  therapy  is 
started  in  a vein  in  the  leg  and  through  this  same 
needle  we  may  administer  citrated  blood,  plasma  or 
if  necessary  even  supplement  the  continuous  spinal 
with  pentothal  sodium.  In  cesarian  section  1.5  to  3 
grains  of  nembutal  and  one/one  hundred  and  fiftieth 
of  atropine  sulphate  are  given  one  hour  before 
operation. 

TECHNIC 

The  patient  is  placed  on  a specially  designed 
mattress  and  a very  flexible  lumbar  puncture  needle 
remains  in  place  in  the  subarachnoid  space.  I his 
needle  is  connected  to  a syringe  by  means  of  a 30 
inch  piece  of  rubber  tubing  which  is  provided  with 
Luer-lok  connections  at  either  end.  The  rubber- 
covered  mattress  is  5 inches  thick  18  inches  wide, 
and  6 feet  long.  It  has  a cut-out  part  7 inches  in 
length  that  comes  under  the  lumbar  spine  when  the 
patient  is  supine.  There  is  a break  in  the  center  of 
the  mattress  so  that  the  part  which  supports  the 
lower  extremities  may  be  detached  for  perineal 
operations.  Provision  has  also  been  made  to  break 
the  lower  part  of  the  mattress  to  allow  the  feet  to 
be  dropped  when  a deep  Trendelenburg  position  is 
desired.  If  an  abdominal  operation  follows  the 
perineal  operation,  the  patient  may  be  pulled  back 
into  position  and  the  lower  half  of  the  mattress 
replaced  and  made  secure  with  straps  and  buckles. 

The  skin  is  prepared  with  iodine  and  alcohol. 
Intracutaneous  injection  of  ephedrine  and  procaine 
(Lilly)  50  to  75  mgs.  is  made.  Then  a Moore  intro- 
ducer is  used  to  puncture  the  skin.  The  spinal  punc- 
ture is  made  with  the  patient  in  the  right  lateral 
decubitus  position  so  that  his  back  is  toward  the 
side  of  the  mattress  with  the  gap  in  it.  The  malleable 
needles  are  made  in  3 sizes  No.  17,  18,  and  19 
gauge.  We  prefer  No.  18  and  19  gauge.  The  site 
selected  for  the  spinal  puncture  is  usually  between 
the  third  and  fourth  lumbar  vertabrae.  When  the 
cerebrospinal  fluid  escapes,  a 10  c.c.  Luer-lok 
syringe  is  connected  and  enough  fluid  withdrawn  to 
make  up  a 5 per  cent  solution.  We  have  300  and  500 
mg.  ampules  of  novocain.  For  short  operations  we 
use  300  mg.  dissolved  in  6 c.c.  of  cerebrospinal  fluid. 
For  long  operations  we  dissolve  500  mg  of  novocain 


in  10  c.c.  of  cerebrospinal  fluid.  The  syringe  is  dis- 
connected and  the  needle  plugged  to  prevent  leakage 
of  spinal  fluid.  The  syringe  containing  the  stopcock 
is  attached  to  one  end  of  the  30  inch  thick-walled, 
small  bore,  rubber  tubing.  The  stopcock  is  opened 
and  2 c.c.  of  the  mixture  is  forced  into  the  tubing, 
thus  displacing  the  air  and  completely  filling  the 
tube.  Then  the  stopcock  is  closed.  The  Luer-lok 
connection  at  the  opposite  end  of  the  tubing  is 
securely  connected  to  the  needle  which  was  left  in 
the  spine.  The  stopcock  is  opened  and  2 to  3 c.c.  of 
the  mixture  is  introduced  into  the  subarachnoid 
space  and  the  stopcock  is  closed. 

With  the  needle  left  in  place,  the  patient  is  gently 
turned  on  his  back  so  that  the  needle  is  in  the  center 
of  the  gap  in  the  pad.  It  should  not  touch  the  table 
or  mattress  at  any  time.  The  patient  should  be  kept 
in  5 degree  Trendelenburg  position  during  the  in- 
duction period.  When  the  height  of  anesthesia  is 
tested  and  the  desired  level  is  not  obtained  in  10 
minutes,  an  additional  injection  usually  of  1 c.c.  is 
made.  The  height  of  the  anesthesia  can  be  extended 
and  controled  in  4 ways;  namely,  position  of  patient, 
volumetric  dilution  of  anesthetic  agent  (barbotage), 
rate  of  injection,  and  total  dosage  of  drug. 

Once  anesthesia  has  been  established,  it  is  easily 
prolonged  by  small  fractional  injections  when 
needed,  and  thus  we  have  a setup  comparable  to  the 
one  existing  when  ether  is  administered  by  the  open 
drop  method  or  when  pentothal  sodium  is  given  by 
the  fractional  dose  intravenous  technic.  As  the  anes- 
thesia starts  to  wear  off,  the  intestines  become  less 
contracted,  the  abdominal  muscles  grow  tense,  and 
the  patient  complains  of  abdominal  discomfort  or 
pain.  Just  as  we  would  add  more  ether  under  a 
simular  circumstance  to  produce  relaxation  during 
inhalation  anesthesia  when  this  occurs  during  con- 
tinuous spinal  anesthesia  we  give  a small  dose  of 
procaine,  usually  50  mg.  It  takes  approximately  90 
seconds  for  this  added  dose  to  exert  its  full  effect. 

After  one  has  had  experience  with  continuous 
spinal  anesthesia,  it  is  possible  to  give  these  addi- 
tional doses  at  fairly  regular  anticipated  intervals 
(usually  every  30  to  40  minutes)  and  provide  the 
surgeon  with  ideal  abdominal  relaxation  throughout 
the  operation. 

ANALYSIS  OF  CASES 

We  present  at  this  time  a report  on  the  first  1,000 
cases  in  which  the  method  has  been  employed.  In 
each  instance  the  operation  was  begun  and  finished 
under  spinal  anesthesia,  but  in  the  longer  procedures 
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we  had  to  supplement  the  spinal  with  pentothal 
sodium. 

AGE 

The  oldest  patient  in  this  group  was  90  years  old. 
The  youngest  patient  was  15  days  old.  A transure- 
thral resection  was  done  on  the  former  and  a release 
of  a volvulus  on  the  latter. 


LENGTH  OF  OPERATION 

A subtotal  gastrectomy  required  6 hours  of  anes- 
thesia. The  shortest  procedure  took  about  5 minutes 
for  an  incision  and  drainage  of  an  abscess.  The 
former  case  required  1,100  mgs.  of  novocain  and 
the  latter  50  mgs. 


DOSAGE 


The  smallest  dose  was  37.5  mgs.  of  2 /2  per  cent  for 
release  of  volvulus  in  a 15  day  old  child.  The  largest 
dose  given  to  any  one  patient  was  1450  mgs.  A 
definite  free  flow  of  spinal  fluid  was  obtained  but 
the  patient  was  very  tolerant  to  the  drug.  The 
patient  was  23  years  old  and  weighed  105  pounds. 
This  1450  mgs.  was  given  over  a period  of  45 
minutes  and  no  anesthesia  was  obtained  so  we  de- 


cided to  give  her  15  mgs  of  1 per  cent  pontocaine  and 
3 c.c.  of  10  per  cent  dextrose.  After  giving  the 
pontocaine  and  dextrose  we  placed  the  patient  in  10 
degree  Trendelenburg  position  for  60  seconds  and 
obtained  the  required  height  of  anesthesia.  We  com- 
pleted the  operation  with  this  drug.  The  operation 
Avas  a resection  of  the  splenic  flexure  of  colon. 


APPENDECTOMIES 

In  406  appendectomies  the  average  dose  of  novo- 
cain used  was  157  mgs.  The  minimum  dose  was  75 
mgs.  and  the  maximum  dose  was  300  mgs.  We  have 
found  that  the  weight  of  the  patient  does  not  have 
any  conelation  with  the  dose  of  novocain  necessary 
foi  anesthesia.  The  average  stay  of  the  patients  in 
this  group  in  the  hospital  was  9 days.  Immediately 
aftei  operation  we  start  the  patient  on  sips  of 
water.  On  the  second  post-operative  day  we  inaug- 
urate liquid  diet,  on  the  third  post-operative  day 
soft  diet,  and  in  many  instances,  regular  diet.  In 
53  per  cent  of  the  appendectomies  the  systolic  blood 
pi  essure  at  end  of  operations,  on  an  average  was  1 3 
mm.  of  mercury  less  than  at  the  start  of  operation. 
In  47  per  cent  of  the  cases  the  systolic  blood  pres- 
sure Avas  higher  at  end  of  operation  than  at  the 
beginning.  Thirty-one  per  cent  of  this  group 
vomited  post-operatively  and  sixty-nine  per  cent  did 
not  vomit  at  all  after  operation, 


CHOLECYSTECTOMY 

In  5 1 cholecystectomies,  the  average  dose  of  novo- 
cain administered  was  283  mgs.  Thus,  it  will  be 
seen  that  as  a rule  more  novocain  is  required  for 
work  in  the  upper  abdomen  than  in  the  loAver  ab- 
domen. The  average  stay  in  the  hospital  for  the 
cholecystectomies  was  15  days.  In  73  per  cent  of 
these  cases  the  average  drop  in  blood  pressure  was 
27  mm.  of  mercury.  In  27  per  cent  of  these  cases  the 
systolic  blood  pressure  Avas  higher  at  end  of  opera- 
tion than  at  beginning.  Thirty-six  per  cent  of  the 
cholecystectomies  vomited  post-operatively  and  64 
per  cent  did  not  vomit  at  all.  Therefore,  Ave  believe  ! 
that  the  post  operative  period  is  much  easier  on  the  ! 
patient  with  this  anesthesia  than  with  ether.  There 
is  less  disturbance  in  the  electrolytic  and  fluid  bal- 
ance, less  chance  for  post  operative  hernia  and  less 
possibility  of  evisceration  Avith  continuous  spinal  ! 
than  with  ether.  The  first  continuous  spinal  that  we 
administered  in  Middletown  was  on  a woman,  age 
36,  weight  140,  on  AAdiom  a cholecystectomy  Avas 
done.  This  was  on  August  25,  1941.  This  patient 
made  a very  smooth  recovery  without  any  post 
operative  vomiting  or  any  other  complications. 

CESARIAN  SECTION 

In  this  series,  76  cesarian  sections  were  done  under 
continuous  spinal.  We  haA^e  done  476  cesarian  sec- 
tions without  a maternal  or  fetal  death  since  1928 
under  “one  dose”  and  continuous  spinal.  We  had  4 
cases  with  one  dose  spinal  that  went  into  serious  I 
collapse  directly  after  introduction  of  the  anesthetic 
into  the  subarachnoid  space,  but  with  rapid  empty- 
ing of  uterus,  oxygen  inhalations,  neosvnephrine  and 
intravenous  fluids  we  avoided  fatalities  in  all  of  these 
cases.  The  last  cesarian  that  Ave  did  with  one  dose 
spinal  was  done  with  1 per  cent  pontocaine  and  10 
per  cent  dextrose.  This  patient  went  into  collapse 
about  5 minutes  after  administering  the  anesthesia. 
The  blood  pressure  was  unobtainable;  she  had  a very 
rapid  and  weak  pulse  and  respirations  were  very 
weak  and  shallow.  With  rapid  evacuation  of  the 
uterus,  massage  of  heart,  oxygen  inhalations,  and 
intravenous  fluids  the  blood  pressure  returned  to 
124/80  but  the  patient  remained  unconscious  and 
finally  developed  convulsions  on  the  operating 
table.  We  gave  her  2*4  per  cent  pentothal  sodium 
intravenously,  until  the  convulsions  ceased.  We  sent 
the  patient  back  to  her  room  and  left  her  in  a oxygen 
tent.  She  was  unconscious  for  36  hours  and  finally 
recovered  but  our  composure  was  ruffled  a bit  until 
she  regained  consciousness.  Since  that  case,  we  have 
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not,  and  hope  never  to  use,  one  dose  spinal  in 
cesarian  section.  We  believe  that  continuous  spinal 
is  the  anesthetic  of  choice  in  cesarian  section  be- 
cause: 

1.  The  mother  alone  gets  the  anesthesia  and  the 
fetus  is  not  affected. 

2.  The  anesthetic  can  be  withdrawn  if  the  patient 
shows  signs  of  toxicity. 

3.  The  abdominal  muscles  are  relaxed. 

4.  The  intestines  are  contracted. 

5.  The  child  cries  immediately  after  delivery. 

6.  The  uterus  contracts  well  after  delivery  be- 
cause the  nerve  control  of  the  uterus  is  not  blocked. 
The  average  stay  of  the  76  sections  in  this  series 
was  12  days.  In  60  per  cent  of  these  cases  the  systolic 
blood  pressure  dropped  on  an  average  of  38  mms. 
In  40  per  cent  of  the  cases  the  systolic  blood  pressure 
was  higher  at  end  of  operation  than  at  beginning. 
Eleven  per  cent  of  the  cases  vomited  and  89  per  cent 
did  not  in  the  post-operative  period.  The  average 
dose  of  novocain  used  in  these  cases  was  173  mgs. 
the  minimum  dose  was  50  mgs.  and  the  maximum 
dose  was  550  mgs. 

OPERATION S PERFORMED 

Appendectomy  406 

Cesarian  Section  76 

Cholecystectomy  51 

Ruptured  Gastric  Ulcer  9 

Evisceration  2 

Carcinoma  of  bowel 7 

Hemorrhoidectomy  36 

Fistula  in  ano 2 

Meckel’s  Diverticulum..  2 
Gynecological 

operations  118 

Herniorrhaphy  69 

Orthopedic  operations....  68 

Perineorrhaphy  9 

Carcinoma  of  stomach....  2 


Intestinal  obstructions  ....  8 

Pilonidal  cyst  14 

Nephrectomy  9 

Ureteral  Calculus  3 

Leg  amputation  5 

Supra-pubic 

Prostatectomy  1 1 

Intestinal  resection 7 

Transurethral  resection..  2 
Exploratory  Laporotomy  3 
Subtotal  Gastrectomy  ....  5 

Orchidectomy  2 

Closure  of  Colostomy....  1 
Miscellaneous  87 

Total  1,000 


Post-operative  Complications 


HEADACHE 

This  is  a complication  which  is  difficult  to  explain. 
We  keep  the  patients  level  in  bed  for  six  hours  post- 
operatively  to  try  to  avoid  this  complication.  The 
incidence  of  headache  in  this  series  was  5.8  per  cent 
which  is  higher  than  in  Lemmon’s  series.  This  com- 
plaint can  be  relieved  by  administering  aspirin  and 
lowering  the  patient’s  head,  in  the  majority  of  cases. 
The  average  length  of  headache  was  2 /2  days. 


URINARY  DIFFICULTY 

Urinary  retention  requiring  catherization  oc- 
curred in  9.6  per  cent  of  the  cases  in  this  series.  I he 
incidence  of  retention  is  no  greater  than  in  the  one 
dose  method  of  spinal  anesthesia.  One  patient,  age 
60,  died  of  renal  failure  following  150  mg.  dose  of 
novocain. 

PULMONARY 

There  were  1 1 cases  with  pulmonary  complica- 
tions making  an  incidence  of  1.1  per  cent.  One  case 
had  atalectas.’s,  8 cases  had  bronchopneumonia,  one 
case  had  type  III  pneumonia,  one  case  died  of  pul- 
monary emboli. 

BACKACHE 

Seven  of  the  cases  in  this  series  of  1,000  com- 
plained of  backache  post-operatively.  This  was  re- 
lieved by  the  local  application  of  heat. 

DEATHS 

There  were  34  deaths  among  this  series  of  1,000 
cases  putting  the  gross  mortality  at  3.4  per  cent. 
The  average  time  that  elapsed  between  operations 
and  deaths  was  14.7  days.  In  none  of  these  deaths  do 
we  believe  that  the  anesthetic  was  the  direct  causa- 
tive factor.  The  average  age  of  the  patients  that  died 
was  69  years.  We  believe  that  had  we  employed  any 
other  method  of  anesthesia  our  mortality  would 
have  been  greater. 

SUMMARY 

One  thousand  cases  of  anesthesia  by  the  continu- 
ous spinal  method  have  been  presented  with  some  of 
the  more  important  data.  The  blood  pressure  showed 
less  fluctuation  than  in  the  one  dose  method  of  spinal 
anesthesia.  The  dosage  can  be  individualized  in  this 
method,  also,  the  drug  can  be  changed  if  necessary. 
We  believe  that  this  method  of  spinal  anesthesia  is 
safer  and  more  controllable  than  the  one  dose 
method. 
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/^esarean  section  is  usually  performed  today  in 
the  interest  of  the  infant  in  order  to  give  it  a 
better  chance  for  life  than  it  would  have  if  delivered 
through  the  birth  canal.  In  spite  of  this  however 
the  danger  to  the  infant  has  been  surprisingly  great. 
The  modern  technics  of  the  operation  have  mark- 
edly decreased  the  danger  to  the  mother  but  safety 
to  the  infant  has  shown  no  such  great  improvement. 
Resuscitation  of  the  child  is  often  a tense  period 
and  even  after  this  is  successful  the  feebleness  of  the 
respiratory  effort  may  provide  further  anxiety  for 
the  ensuing  twenty-four  to  forty-eight  hours.  Too 
often  the  surgeon  leaves  the  operating  room  feeling 
that  he  has  done  a good  job  only  to  be  called  up 
some  hours  later  and  informed  that  the  infant  has 
“gone  bad.”  It  is  easy  to  presuppose  that  some  con- 
genital deformity  has  usurped  the  efforts  of  nature 
to  give  the  proper  impetus  to  new  life.  Nevertheless, 
there  is  a wide  discrepancy  between  the  percentage 
of  infant  deaths  from  obscure  congenital  conditions 
following  cesarean  section  and  those  following  nor- 
mal channel  delivery  even  with  increased  instru- 
mentation. There  can  be,  however,  a later  mental 
disturbance  from  instrumentation  which  may  be 
more  embarrassing  than  congenital  conditions  caus- 
ing infant  death  from  section— irregardless  of 
whether  they  are  congenital  or  instrumental  in 
origin.  Nevertheless,  in  the  past  twelve  years,  out  of 
3 1 1 cesaiean  operations  23  babies  at  autopsy  were 
apparently  perfectly  formed  and  showed  death  due 
to  congenital  atelectasis.  Of  these,  four  had  actual 
congenital  abnormalities  of  the  heart  or  great  vessels 
but  the  remainder  had  absolutely  no  reason  for 
death  except  atelectasis  of  the  lungs.  Tt  is  true  that 
some  of  these  infants  were  born  of  toxemic  or 
nephritic  mothers,  and  that  some  degree  of  pre- 
maturity is  usually  present  in  most  cases  of  elective 
section.  It  is  noteworthy  that  the  incidence  of  atel- 
ectasis is  less  apparent  in  infants  who  have  been 
through  trial  labor  or  even  in  neglected  labor  where 
lengthier  operative  procedures  such  as  Latsko  or 
Watei  s types  of  operation  become  necessary.  This 
provides  an  old  argument  that  it  is  better  to  give 


eveiy  patient  a trial  labor  even  when  cesarean  sec- 
tion is  deemed  inevitable.  Labor  contractions  are 
supposed  to  have  some  influence  upon  the  respira- 
tory center  of  the  infant.  In  substantiation  of  this, 
in  the  last  twelve  years,  out  of  2,832  deliveries 
through  the  normal  channel,  we  had  only  three  cases 
which  died  within  twenty-four  hours  of  atelectasis 
of  the  lungs.  Incidentally,  we  also  had  three  babies 
following  difficult  instrumentation  which  almost 
died  but  lived  to  show  some  sort  of  spastic  deformity 
within  the  first  year  of  life.  There  seems  to  be  no 
doubt  that  cesarean  section  as  we  were  performing 
it  under  inhalation  anesthesia  was  causing  too  great 
an  incidence  of  infant  deaths  and  we  were  not  the 
only  ones  who  were  getting  the  same  result  despite 
the  effort  of  some  to  depreciate  it  by  calling  atten- 
tion to  the  fact  that  a great  many  such  babies  are 
under  considerable  embarrassment  due  to  toxemia, 
prematurity,  sometimes  hemorrhage  from  placenta 
praevia,  etc.  before  the  operation  is  done.  As  a 
matter  of  fact,  some  actually  believe  that  it  makes 
a difference  whether  a baby’s  feet  or  head  is  ex- 
tracted first  from  the  uterus  in  the  incidence  of 
atelectasis. 

A great  many  theories  have  been  given  to  explain 
the  production  of  atelectasis— intrauterine  respira- 
toiy  movements— pressure  phenomenon,  anesthesia 
effect,  etc.  We  have  nothing  to  add  except  to  say 
that  minus  the  effect  of  uterine  contractions  inhala- 
tion anesthesia  has  a tendency  to  irritate  the  respira- 
tory mucous  membranes  of  an  intrauterine  infant 
with  formation  of  excessive  mucus  which  may  block 
whole  areas  of  alveoli  and  gradually  cause  massive 
atelectasis  incompatible  with  life. 

It  is  obvious,  therefore,  that  the  ideal  anesthesia 
foi  cesarean  section  is  one  which  gives  the  anesthesia 
entirely  to  the  mother  and  none  to  the  infant.  Those 
who  advocate  local  anesthesia  alone  for  the  opera- 
tion were  very  much  on  the  right  track.  Personally 
we  could  never  get  much  satisfaction  from  local 
anesthesia  partially  because  the  surgeon  is  primarily 
a surgeon  and  not  an  anesthetist.  Large  amounts  of 
fluid  with  some  form  of  dilute  novocain  have  to  be 
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used,  pain  is  abolished  while  going  through  the  ab- 
dominal wall,  but  when  the  peritoneum  is  reached 
various  degrees  of  sensitivity  make  relaxation  a vary- 
ing entity  and  the  total  effect  is  an  operation  of 
relative  success,  interrupted  by  divergence  of  con- 
centration on  the  main  operation  due  to  the  neces- 
sity of  further  infiltrating  tissues  every  time  pain  is 
felt,  and  very  often  the  local  anesthesia  has  to  be 
supplemented  by  inhalation  anesthesia.  Infants  fol- 
lowing local  anesthesia  cry  immediately— very  little 
resuscitation,  if  any,  is  necessary  and  except  for  the 
occasional  poor  effect  on  the  mother  from  the  stand- 
point of  the  anesthesia,  it  is  a method  to  be  recom- 
mended in  the  interest  of  the  child. 

Spinal  anesthesia  also  offsets  the  effect  of  inhala- 
tion anesthesia  on  the  cesarean  infant.  However,  for 
a long  time  the  danger  of  one-shot  injection  into  the 
spinal  canal  has  been  a hindrance  to  its  use  in  the 
operation  and  several  instances  of  sudden  death  on 
the  table  have  occurred  in  various  clinics. 

The  development  of  epidural  anesthesia  affords 
very  little  advantage  over  ordinary  local  infiltration. 
The  necessity  of  large  doses  of  novocain  are  obvious. 
The  long  waiting  period  of  suspense  before  one 
knows  whether  the  anesthesia  will  be  successful  to- 
gether with  a feeling  of  danger  that  the  needle  will 
penetrate  the  short  distance  between  the  epidural 
space  and  the  dural  membrane  and  allow  large  doses 
of  novocain  to  infiltrate  the  spinal  canal,  gives  no 
confidence  in  the  universal  application  of  this  new 
one-shot  or  continuous  method.  However,  several 
writers  apparently  have  perfected  its  technique  to 
a remarkable  degree.  Even  they  have  to  wait  20 
minutes  to  one  hour  and  20  minutes  before  the 
anesthesia  takes— a long  time  to  tie  up  an  operating 
room. 

With  the  development  of  the  continuous  spinal 
after  the  method  of  Lemmons  our  interest  was  re- 
vived. There  is  one  advantage  of  spinal  over  all 
other  forms  of  anesthesia  in  intra-abdominal  work 
and  that  is  complete  abdominal  relaxation.  By 
paralyzing  the  spinal  nerves,  the  effect  of  the 
splanchnics  both  on  the  intestine  and  the  uterus 
makes  it  an  ideal  anesthesia  once  dangers  of  spinal 
injection  are  removed.  The  occasional  difficulty 
with  hemorrhage  following  local  anesthesia  is  not 
apparent  following  spinal.  Once  hemorrhage  has 
occurred  following  local  anesthesia,  the  control  has 
to  be  interrupted  by  period  of  increasing  anesthesia 
by  injection  for  the  comfort  of  the  patient  and  to 
improve  relaxation  of  the  muscle  wall.  With  spinal, 
there  is  a dual  effect  of  relaxation  of  the  abdominal 


wall  and  splanchnic  stimulation  of  the  uterus  effect- 
ing usually  such  good  control  of  bleeding  that  sel- 
dom do  oxytocics  have  to  be  used  while  closing. 

The  effect  on  the  infant  is  even  better  than  after 
inhalation  anesthesia  for  the  infant  cries  imme- 
diately. We  are  considering  in  this  paper  continuous 
spinal  after  the  method  of  Lemmons  and  we  are 
convinced  after  ninety  such  anesthesias  in  cesarean 
operations  under  all  kinds  of  circumstances  that  in 
expert  hands  this  provides  the  ideal  method  of 
assuring  safety  to  both  mother  and  infant. 

Levine  and  Gordon  in  discussing  the  handicaps  of 
the  premature  infant  at  birth,  emphasize  several 
nervous,  physical  and  chemical  factors  which  might 
influence  the  initiation  of  respiratory  efforts.  From 
the  nervous  standpoint,  it  has  been  shown  that  the 
higher  the  threshold  of  the  respirations,  the  stronger 
the  afferent  stimuli  necessary  for  response.  It  has 
been  shown  that  the  normal  infant  breathing  in  a 
room  where  the  volume  per  cent  of  CO  2 is  0.04  has 
to  have  the  volume  per  cent  raised  to  1.5  to  show 
increase  in  respirations.  A 4 14  pound  infant,  just 
under  the  borderline  of  maturity,  breathing  in  a 
room  where  the  volume  per  cent  CO2  was  0.22  had 
to  have  the  volume  per  cent  raised  to  3.9  to  show 
increase  in  respirations,  while  a 2 14  pound  infant 
has  to  have  a room  volume  per  cent  raised  to  4.2  to 
stimulate  increased  respirations.  As  a rule  too,  the 
more  premature  the  infant,  the  more  weak  gag  and 
cough  reflexes  facilitate  aspirations  into  the  respira- 
tory passages. 

From  the  physical  point  of  view,  Klemola  has 
shown  markedly  reduced  vascularity  of  the  pul- 
monary capillaries  in  the  premature  new  born,  and 
there  is  a marked  difference  between  the  five  pound 
and  seven  pound  infant  sufficient  to  explain  diffi- 
culty in  gaseous  exchange.  In  a similar  manner,  Afali 
and  Raihii  have  shown  a similar  diminution  of  the 
capillaries  in  the  medulla  of  premature  infants.  The 
elastic  tissue  in  the  alveoli  does  not  reach  its  full 
development  until  the  last  month  of  gestation,  and 
in  the  premature  infant  a sparsity  of  elastic  tissue 
will  certainly  prolong  physiologic  atelectasis  and 
cause  delay  in  expansion  of  the  lung,  feeble  tonus, 
and  weak  movements  of  the  diaphragm.  Softness  and 
pliability  in  the  skeletal  structure  of  the  thoracic 
cage  could  also  cause  impaired  expansion  of  the 
lung  or  at  least  bring  on  fatigue  which  might  gradu- 
ally alter  the  physiologic  rhythm  of  respiration. 

From  a hematologic  viewpoint,  there  has  been 
considered  in  the  premature  the  possibility  of  per- 
sistence of  a fetal  type  of  hemoglobin  which  would 
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lower  the  uptake  of  oxygen  at  the  high  oxygen 
tensions  present  in  the  lungs  at  birth.  Despite  the 
possibility  of  this  chemical  reaction,  there  are 
enough  reasons  in  the  foregoing  conditions  to  ex- 
plain the  tremendous  handicaps  which  the  child 
must  normally  overcome  in  establishing  a respira- 
tory mechanism  system  sufficient  to  live. 

Bloxson  has  recently  reviewed  one  hundred  con- 
secutive cesarean  sections  all  delivered  under  inhala- 
tion anesthesia.  Sixty-nine  per  cent  were  under 
cyclopropane,  1 3 per  cent  under  nitrous  oxide,  1 2 
per  cent  under  ether,  9 per  cent  under  ethylene,  and 
only  1 per  cent  under  spinal;  presumably  the  one- 
shot  spinal  anesthesia.  No  trouble  was  recorded  in 
resuscitation  of  the  infant  after  spinal.  Sixty-two 
per  cent  of  the  69  cases  who  had  cyclopropane  had 
to  be  resuscitated.  Four  of  these  cyclopropane  babies 
are  recorded  in  the  deaths.  Nineteen  per  cent  and 
1 6 per  cent  are  recorded  after  nitrous  oxide  and 
ether,  respectively,  with  only  one  death  in  each 
group.  A total  of  six  infants  died.  This  comprises  6 
percent  of  the  series.  They  all  died  within  twenty- 
four  hours.  This  is  a relatively  high  percentage  of 
infant  mortality,  especially  where  the  main  object 
of  the  procedure  was  to  procure  a live  baby.  We 
will  admit  that  in  a series  where  72  per  cent  were 
delivered  with  a factor  of  fetal-maternal  dystocia, 
that  a much  larger  per  cent  might  have  died  or  been 
permanently  maimed  by  delivery  through  the  nor- 
mal channel.  We  feel  the  same  in  our  own  series  of 
cases.  We  cannot  refrain  from  remarking  that  if  this 
series  had  included  100  spinal  anesthesias  after  the 
method  of  Lemmons,  that  both  the  resuscitation 
column  and  the  death  column  would  have  approxi- 
mated zero  excluding  such  congenital  accidents  as 
might  be  incompatible  with  life. 

Despite  all  the  efforts  to  determine  the  size  pre- 
natally,  the  size  of  the  infant  delivered  by  cesarean 
section  usually  varies  between  five  and  nine  pounds, 
and  in  emergency  cases  such  as  hemorrhage,  even 
smaller  infants  may  be  delivered.  Such  infants  are 
menaced  by  all  the  nervous,  physical  and  chemical 
handicaps  enumerated  above.  But  it  is  interesting  to 
speculate  what  the  influence  of  these  various  types 
of  anesthesia  have  upon  the  initiation  of  respiration. 
There  is  no  doubt,  according  to  the  well  established 
principles  of  Henderson,  that  the  CO2  tension  in 
the  blood  is  the  direct  stimulator  of  the  respiratory 
center  in  the  brain. 

Until  1937,  apnea  had  been  regarded  as  the  nor- 
mal state  of  the  fetus  in  utero  and  the  cause  of 
initiation  of  respiration  had  been  sought  in  the 


chemical  changes  attending  birth.  In  1937,  however,  : 
Snyder  and  Rosenfeld  wrote  several  papers  in  which  ' 
by  animal  experimentation  and  clinical  observation  ; 
they  had  determined  the  fact  that  the  respiratory  1 
reflex  operated  in  utero,  and  they  observed  two  i 1 
types  of  fetal  respiratory  movements.  The  first  was ; f 
a rapid  rate,  approximately  60  a minute,  and  re-  ; 
sembled  light  diaphragmatic  contractions  and  the  1 
second  was  a sudden  deep  excursion  occurring  at 
a slow  rate  of  15  a minute  and  resembled  deep  ab-  : 
dominal  respiration.  I have  tried  to  make  clinical 
observations  on  such  rhythmical  movements  as  they 
describe  that  they  observed  through  the  abdominal 
wall  of  a pregnant  woman,  and  I fail  to  find  any- 
thing as  definite  although  their  observations  on 
rhythmical  respiratory  movements  in  the  transparent 
walls  of  the  uterus  of  the  rabbit  was  sufficient  to 
impress  me  of  the  possibility  of  such  in  the  human 
being.  Within  the  past  year,  however,  an  incident 
occurred  in  the  conduct  of  a case  which  proves  to 
my  mind  that  respiratory  efforts  are  made  in  utero. 

A sterility  patient  was  seen  after  having  had  a 
rupture  of  the  uterus  following  an  attempt  at  tubal 
insufflation.  After  considerable  treatment  with 
diathermy,  lipiodol  uterotubogram  was  done  and 
showed  both  tubes  to  be  open.  Pregnancy  occurred 
in  three  months,  but  abortion  occurred  spontane- 
ously at  2 1/2  months.  Six  months  later,  a second 
pregnancy  occurred  and  although  there  were  several 
periods  of  threatened  abortion,  the  patient  carried 
the  pregnancy  to  term  at  which  time  she  had  a very 
large  infant.  Although  her  pelvis  was  normal,  the 
vertex  remained  high  and  several  days  after  term, 
labor  was  induced  artificially  by  premature  rupture 
of  the  membranes.  The  patient  shortly,  thereafter, 
began  to  have  irregular  contractions  and  showed  a 
slight  temperature  elevation  of  about  ioo°.  Asso- 
ciated with  this,  the  fetal  heart  began  to  rise  until 
the  rate  was  very  rapid  in  the  neighborhood  of  180 
per  minute.  The  patient  received  no  medication. 
The  membranes  had  only  been  ruptured  six  hours  . 
but  in  view  of  the  circulatory  disturbance  of  the 
fetus,  it  was  decided  to  terminate  the  labor  by 
DeLee  Laparotrachelotomy  under  continuous  spinal 
anesthesia.  1 he  baby  cried  immediately  and  respira- 
tions remained  very  rapid.  After  ten  hours  it  de- 
veloped a high  temperature  and  it  was  obvious  that 
the  child  had  a pneumonitis.  This  was  confirmed  by 
x-ray.  Throat  cultures  on  the  child  showed  a non- 
hemolytic streptococcus.  Sections  of  the  cord 
showed  no  omphalitis.  The  mother’s  temperature 
came  down  the  first  24  hours  but  after  36  hours  she 
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began  to  run  a septic  temperature  and  blood  culture 
showed  a non-hemolytic  streptococcus.  Both  the 
mother  and  baby  having  the  same  organisms  made 
it  obvious  that  the  original  infection  came  from  an 
infected  amniotic  fluid  which  could  only  have 
entered  the  lungs  through  respiratory  efforts  of  the 
child  in  utero,  as  sections  failed  to  show  any  re- 
action in  the  umbilical  cord.  Both  mother  and  infant 
were  treated  with  penicillin  with  complete  recovery 
and  a remarkable  return  to  normal  within  72  hours. 
It  seems  fairly  clear  in  the  light  of  all  this,  that 
respiratory  rhythm  is  established  prenatally  in  the 
human  fetus. 

MacLeod  states  that,  “The  rate  of  these  respira- 
tory movements  increase  as  the  end  of  gestation 
approaches.  The  movements  are  exactly  the  same 
as  those  made  after  the  amniotic  sac  is  opened  and 
the  fetus  is  able  to  breathe  air.  The  amniotic  fluid 
can  be  shown  to  be  drawn  into  the  lungs  of  the  nor- 
mal fetus  in  utero.”  He  further  states  that,  “The 
respiratory  center  of  the  fetus  seems  to  be  much 
more  sensitive  to  the  depressant  effects  of  anoxia 
than  is  the  case  in  the  more  mature  organisms. 
Anoxemia  in  the  mother  causes  only  depression  of 
the  respiration  of  the  fetus  in  utero,  and  clamping 
the  umbilical  cord  likewise  causes  only  respiratory 
depression  in  the  fetus— fetal  respiratory  movements 
cease  when  the  mother  is  anesthetized  by  ether,  a 
barbiturate,  paraldehyde  or  chloral  hydrate,  and  this 
appears  to  be  the  reason  why  these  movements 
have  been  overlooked  for  so  long.”  This  last  state- 
ment may  be  true  when  the  uterus  is  actively  con- 
tracting, but  in  the  non-contracting  uterus  ether, 
nitrous  oxide  and  cyclopropane  relax  the  uterus 
further,  and  in  the  relaxed  uterus,  the  fetal  move- 
ments become  quite  violent  especially  in  the  course 
of  the  first  stage  of  anesthesia  if  the  patient  has  any 
retching  or  vomiting.  It  is  possible  at  this  time,  that 
small  rhythmical  respiratory  movements  in  the  fetus 
are  converted  into  the  second  type  of  deep  abdomi- 
nal respiration  sufficient  to  draw  into  the  bronchioles 
larger  amounts  of  fluid  than  are  present  when  the 
uterus  is  actively  contracting.  Under  continuous 
spinal  anesthesia,  however,  the  uterus  contracts 
almost  immediately  and  this  mild  contraction  is 
maintained  from  the  time  the  anesthesia  starts  until 
the  infant  is  delivered.  It  is  our  contention  that  this 
sustained  contraction  prevents  abnormal  respiratory 
movements  in  the  fetus  during  spinal  anesthesia  and 
allows  the  delivery  of  the  child  with  less  fluid  in  its 
respiratory  passages. 

Another  important  point  brought  out  by  Eastman 
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is  that  the  fetal  respiratory  center  is  not  stimulated 
when  the  CO2  tension  in  the  blood  is  raised  above 
normal  although  it  is  depressed  when  the  CO 2 is 
reduced  below  normal;  in  other  words,  all  other 
things  being  equal,  if  the  CO2  tension  in  the  blood 
remains  within  normal  limits  after  all  these  rela- 
tively short  anesthesias  with  volatile  gases,  it  would 
be  more  likely  that  mechanical  aspiration  into  the 
bronchioles  cause  greater  difficulty  with  maintaining 
proper  respiration  in  the  lungs  than  does  any  chem- 
ical stimulus.  Another  thing  that  is  striking  is  that 
when  cyclopropane  is  used  with  as  high  a concen- 
tration as  85  per  cent  and  sometimes  90  per  cent 
oxygen,  babies  have  just  as  much  respiratory  diffi- 
culty in  the  initial  period  as  they  do  where  oxygen 
is  administered  in  smaller  volumes  as  with  ether  or 
nitrous  oxide.  If  such  over-inhalation  produces 
diminution  in  CO2  tension,  one  would  expect  that 
the  chemical  stimulus  played  a greater  role,  but  if 
under  the  circumstance,  CO  2 tension  remains  nor- 
mal it  is  most  likely  that  mechanical  effects  are  the 
most  important.  Cyclopropane,  like  ether  and 
nitrous  oxide,  relaxes  the  uterine  musculature  in  a 
non-contracting  uterus  and  fetal  movements  in  the 
initial  stages  of  anesthesia  are  marked.  The  fetus 
undoubtedly  has  the  same  opportunity  to  make  in- 
creased respiratory  efforts  in  utero  as  with  the  other 
volatile  gases.  It  was  attempted,  therefore,  to  study 
CO2  tensions  under  all  these  anesthesias  to  see  if 
they  remained  within  normal  limits.  Detailed  study 
of  CO2  tension,  however,  was  something  the  local 
laboratories  were  not  prepared  to  carry  out.  How- 
ever, CO 2 combining  power  was  easily  estimated 
on  specimens  of  cord  blood  taken  from  the  umbilical 
vein  before  separation  of  the  placenta  and  imme- 
diately after  delivery.  These  specimens  were  placed 
directly  under  oil  in  containers  previously  prepared 
by  the  laboratory.  The  results  seem  to  indicate  that 
the  CO 2 combining  power  and,  therefore,  the  CO 2 
tension  varies  little  under  the  various  forms  of 
obstetrical  anesthesia  in  abdominal  section.  The 
CO2  combining  power  may  be  a rough  indication 
of  the  CO2  tension  with  which  it  is  directly  pro- 
portionate, but  since  all  these  patients  had  normal 
blood  count,  normal  hemoglobin,  and  normal  body 
temperature  and  were  operated  upon  under  pretty 
close  conditions  of  atmospheric  pressure  and  tem- 
perature, it  is  doubtful  whether  tension  values,  if 
they  could  have  been  coordinated,  would  have 
shown  marked  variation  from  the  normal. 

There  is,  therefore,  considerable  difference  be- 
tween asphyxia  neonatorum  and  the  atelectatic  con- 
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dition  seen  following  cesarean  section.  In  the  for- 
mer, with  contractions,  long  labor  and  placental 
ischemia,  barbiturates,  paraldehyde  or  inhalation 
anesthesia  produce  a cessation  or  suppression  of 
previously  initiated  rhythmical  respiratory  elfort 
and  as  Eastman  shows,  chemical  changes,  high  CO2 
tension  and  a very  low  Ph  in  arterial  blood  actually 
fail  to  stimulate  the  respiratory  center  when  the 
child  is  born.  In  other  words,  an  already  developed 
mechanism  fails. 

With  abdominal  section  before  labor  on  a relaxed 
uterus,  however,  different  events  come  into  play. 
First  stage  anesthesia  with  ether,  nitrous  oxide,  or 
cyclopropane  causes  increased  intrauterine  respira- 
tions and  before  delivery  occurs,  the  infant  has 
taken  several  deep  respiratory  movements  and 
drawn  an  abnormal  amount  of  secretion  deep  into 
the  respiratory  passages.  All  other  conditions  are 
ideal.  The  mother  has  received  no  dangerous  pre- 
medication. Any  asphyxiating  effect  of  the  inhala- 
tion gases  is  overcome  by  adding  sufficient  oxygen 
to  the  system  to  assure  adequate  oxygen  tension  in 
both  maternal  and  fetal  blood.  Little  alteration  in 
CO2  combining  power  and  CO2  tension  results,  yet 
a larger  percentage  of  infants  develop  fatal  respira- 
tory difficulty  than  after  vaginal  delivery. 

Spinal  anesthesia  by  the  continuous  method  re- 
lieves the  patient  of  danger  from  an  irrecoverable 
drug  and  causes  reflex  uterine  contraction  that 
inhibits  excessive  respiratory  effort  of  the  infant  in 
utero  before  delivery  and  allows  the  fetus  to  start  its 
extra-uterine  life  without  breathing  against  an  ab- 
normal column  of  fluid  deep  in  the  bronchioles  and 
alveoli.  The  use  of  proper  anesthesia  will  give  a 
better  result  than  all  the  resuscitory  methods  de- 
vised to  date. 

A few  cases  of  multiparous  precipitate  labors  were 
taken  at  random  and  the  CO2  combining  power 


showed  fairly  consistent  values  throughout  which 
might  be  taken  with  further  substantiation  to  be 
normally  proportionate  to  the  CO  2 tension  necessary 
to  initiate  respiration  in  the  ideal  condition.  It  is 
noteworthy  in  these  precipitate  labors  where  the 
uterus  undergoes  continuous  contraction  for  a short 
period  of  time,  babies  are  expelled  free  from  mucus 
and  with  good  color.  They  usually  cry  vigorously 
and  have  no  respiratory  difficulty. 

In  the  cases  studied  where  low  forceps  was  used! 
to  terminate  labor  during  which  Na  amytal  analgesia 
was  used  in  the  first  stage  and  short  ether  anesthesia 
in  the  second,  CO2  combining  powers  were  normal. 
The  baby  showed  very  little  mucus,  cried  spon- 
taneously and  no  resuscitation  was  necessary. 

In  the  cases  where  cesarean  sections  were  done 
before  labor  under  ether  anesthesia,  anesthetization 
was  prolonged  because  of  the  lack  of  morphine  and 
the  patients  usually  had  considerable  retching  and; 
vomiting  before  entering  a good  second  stage  anes- 
thesia. The  uterus  was  relaxed  and  fetal  movements 
were  obvious.  The  infants  had  considerable  secretion 
in  the  respiratory  passages.  On  delivery  of  the  child,; 
if  the  chest  was  contracted  manually,  a large  amount 
of  fluid  and  mucus  was  expelled  from  the  mouth  and! 
nose.  An  effort  was  always  made  to  expel  most  of 
this  fluid  and  mucus  oefore  the  child  took  its  first  j! 
breath.  If  such  could  be  accomplished,  respiration 
usually  continued  without  difficulty.  If  the  ch  id 
took  its  first  breath,  however,  before  all  this  mucus 
and  fluid  were  removed,  the  pressure  on  the  chest 
following  breaths,  produced  foamy  mucus  and  the 
trachea  usually  had  to  be  aspirated  and  CO2  or  O2 
given  to  initiate  satisfactorily  respirations. 

Under  nitrous  oxide  the  uterus  is  relaxed  and 
fetal  movements  are  marked.  Considerable  retching 
and  vomiting  occur  under  nitrous  oxide  more  so 
than  in  any  other  type  of  anesthesia  in  the  absence 


Chart  I 

Multiparae  Precipitate  Labor 


CASE 

DURATION  PREGNANCY 

ANESTHESIA 

DURATION  LABOR 

C02  CONTENT 

INFANT 

l.s. 

9 months 

None 

i hour 

40.8 

No  mucus 

M.M. 

8%  months 

Ether  5 mim. 

1 14  hour 

42.1 

Color  good 
Cried  Spontaneously 
No  mucus 

H.G. 

9 months 

None 

1 hour 

's>J 

00 

vo 

Color  good 
Cried  Spontaneously 
No  mucus 

M.G. 

9 months 

None 

1 14  hour 

37.6 

Color  good 
Cried  Spontaneously 
No  mucus 

Color  good 
Cried  Spontaneously 
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Chart  II 

Primiparae  With  Low  Forceps  and  Episiotomy  Under  Ether 


STAGE—  (ANALGESIA 

CASE 

pregnancy  duration 

(ANESTHESIA 

STAGE— DURATION  BEHAVIOR— ANESTHESIA 

co  2 

INFANT 

B.H. 

9 months 

I 

Na  Amytal  gr.  IX 

I 

8 hours 

No  retching  or 

II 

Ether  and  Atropin 

II 

10  min. 

vomiting 

40.5 

Mucus  mod. 

Cried  spont. 

No  Resuscitation 

G.Del. 

9 months 

I 

Na  Amytal  gr.  XV 

I 

16  hours 

No  retching  or 

40.9 

Cried  spont. 

II 

Ether  and  Atropin 

II 

14  min. 

vomiting 

No  mucus 
No  Resuscitation 

L.S. 

9 months 

I 

Na  Amytal  gr.  IX 

I 

12  hours 

No  retching  or 

38.6 

No  mucus 

II 

Ether  and  Atropin 

II 

15  min. 

vomiting 

Cried  spont. 

No  Resuscitation 

F.M. 

9 months 

I 

Na  Amytal  gr.  XVIII 

I 

23  hours 

Some  fatigue 

33-7 

Some  mucus 

II 

Ether  and  Atropin 

II 

12  min. 

B.P.  140/70 

Slight  Cyanosis 

No  retching  or 

CO2  for  5 min. 

vomiting 

to  initiate 

respiration 

A.B. 

9 months 

I 

Na  Amytal  gr.  IX 

I 

1 1 hours 

No  retching  or 

35-3 

No  mucus 

II 

Ether  and  Atropin 

II 

10  min. 

vomiting 

Cried  spont. 

No  Resuscitation 

Chart  III 

Cesareans  Betore  Labor— Under  Ether  and  Atropine 


CASE  PREGNANCY  DURATION  ANESTHESIA  DURATION 

ANESTHESIA  BEHAVIOR 

O . COMB.  POWER  INFANT 

V.M. 

8 months 

To  Delivery  of  Infant 
20  min. 

Slight  retching 

32.6 

Mucus  moderate 

M.S. 

8!4  months 

18  min. 

No  Vomiting 
Slight  retching 

37-1 

Color  good 
CO2  and  O2  for  10 
min.  before  respira- 
tion established 
No  mucus 

C.B. 

8 Vi  months 

21  min. 

Slight  vomiting 
No  retching 

38.5 

Cried  Spontaneously 
No  CO2  or  O2 
Mucus  profuse 

D.F. 

8 *4  months 

20  min. 

Slight  vomiting 
Retching  and  vomiting 

39-5 

Color  cvanotic 
CO2  and  O2  for  3 
min.  to  initiate 
respiration 
Mucus 

C.Br. 

8 hi  months 

20  min. 

about  4 min. 

No  Retching  or 

33-4 

Color  good 
CO2  and  O2  for  8 
min.  to  initiate 
respiration 
No  mucus 

Vomiting 

Cried  Spontaneously 

of  morphine  premedication.  Despite  the  fact  that 
sufficient  oxygen  is  given  with  the  anesthesia  to  pre- 
vent maternal  anoxemia,  such  oxygenation  was  not 
sufficient  to  prevent  some  anoxemia  :n  the  fetal 
circulation,  because  most  of  these  infants  show  some 
cyanosis  and  the  respiratory  passages  are  filled  with 
mucus  and  fluid.  Although  in  this  record  most  of  the 
children  cried  spontaneously,  great  many  of  the 
infants  have  to  have  tracheal  aspiration  and  CO2 
and  O2  stimulation  before  they  can  breathe  satis- 


factorily. We  think  of  all  anesthesias  in  cesarean 
sections,  nitrous  oxide  is  the  worst.  It  demands  more 
attention  to  the  child  for  24  hours  lest  atelectasis 
develop.  Still,  under  nitrous  oxide  anesthesia  CO2 
combining  power  of  the  blood  remains  normal, 
although  Eastman  has  shown  that  in  asphyxia,  car- 
bon dioxide  tensions  may  rise  to  twice  their  normal 
value.  If  such  happened  in  these  nitrous  oxide  babies, 
CO 2 combining  power  might  still  be  normal  because 
of  an  uncomplicated  alkali  deficit,  but  such  increase 
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certainly  did  not  affect  the  respirations  and  the 
whole  picture  of  these  babies  appears  to  be  more  one 
of  mechanical  effect  due  to  increased  intrauterine 
respiration  than  to  any  chemical  change. 

Under  cyclopropane  we  had  very  few  cases  be- 


cause of  the  ban  on  cyclopropane  anesthesia  in  the 
hospitals.  However,  despite  the  high  oxygenation  to 
the  mother  from  this  form  of  anesthesia  and  the 
relatively  normal  CO2  combining  power  and  pre- 
sumably normal  CO2  tension,  infants  had  much 


Chart  IV 

Cesareans  Before  Labor— Under  NO 2 and  O2  Anesthesia  With  Atropine 


CASE 

TERM 

DURATION  ANESTHESIA 

BEHAVIOR  WITH  ANESTHESIA  C02  COMB.  POWER  INFANT 

To  Delivery 

M.B. 

8 Zi  months 

23  min. 

Retching  and  vomiting 

40.5 

Mucus  moderate 

5 min. 

Color  cyanotic  5 min. 
CO2  and  O2  for  10 

min.  to  initiate 

respiration 

C.BI. 

8 months 

19  min. 

Toxic.  Some  retching 
No  vomiting 

39.6 

Cried  Spontaneously 
Much  mucus 

Became  cyantoic  2 hrs. 
Expired  28  hours 
Atelectasis.  Autopsy 

L.M. 

8/2  months 

20  min. 

Retching  and  vomiting 

39.2 

Cried  spontaneously 

4 min. 

but  became  cyanotic 
almost  immediately. 
CO2  and  O2  for  8 

min.  O2  for  3 days 

K.M. 

8V2  months 

20  min. 

No  retching  or  vomiting 

00 

'^1 

Cried  spontaneously 
Color  good 
No  Resuscitation 

H.K. 

8 Vi  months 

19  min. 

Retching  and  slight 

38.2 

Cried  Immediately 

vomiting 

Some  mucus 
Color  blue 

♦ 

CO2  and  O2  for  7 
min.  before  respira- 
tion established 

Whinney  respiration 
for  8 hours 

Chart  V 

Cesareans 

Before  Onset  of  Labor— Under  Cyclopropane- 

O2  With 

Atropine 

CASE  PREGNANCY  DURATION 

anesthesia  duration 

BEHAVIOR— ANESTHESIA  CO 

2 COMB.  POWER  INFANT 

G.M. 

8 !4  months 

13  min. 

No  retching  or  vomiting 

00 

Much  mucus 
Cried  spontaneously 
but  soon  became 
cyanotic  with  stridor. 
Expired  27  hours 
Autopsy— Atelectasis 

E.D. 

8!4  months 

15  min. 

No  retching  or  vomiting 

37.6 

Much  mucus 
Cried  once  then  had 
to  be  resuscitated 
with  CO2  and  O2  for 
48  hours.  Recovered 

R.G. 

8V2  months 

15  min. 

Slight  retching 

30.5 

Much  mucus 

No  vomiting 

Tracheal  aspiration 
Cried  spontaneously 
but  respirations  very 
shallow.  CO2  and  O2 
for  10  min.  O2  for 
48  hours.  Recovered 
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more  difficulty  than  one  would  expect.  The  respira- 
tory passages  were  filled  with  fluid  and  mucus  and 
the  babies  had  a tendency  to  cry  too  quickly  before 
all  of  this  mucus  and  fluid  could  be  aspirated,  due 
in  all  probability  to  the  increased  oxygen  tension 
under  this  form  of  anesthesia.  Much  more  trouble 
was  evidenced  in  establishing  the  respiration  in  these 
infants  and  one  of  them  expired  of  atelectasis,  as 
did  one  under  NO2  and  Or.  We  still  feel  that  the 
mechanical  difficulties  in  this  form  of  anesthesia  are 
again  of  the  first  importance  in  producing  atelectatic 
conditions. 


about  by  peculiarities  of  first  stage  anesthesia  with 
ether,  NO2  or  cyclopropane  in  abdominal  section 
causes  excessive  flow  of  amniotic  fluid  and  reflex 
stimulation  of  mucus  which  fills  the  bronchioles  and 
interferes  with  admission  of  air  into  the  alveoli.  This 
is  further  complicated  by  resuscitation  efforts  which 
attempt  to  froce  COz  or  Or  or  both  into  the  lungs, 
thus  driving  a column  of  aspirated  material  deeper 
into  the  alveoli.  The  only  resuscitation  permissable 
after  this  accident  in  cesarean  section  under  ether, 
NO2  or  cyclopropane  should  be  tracheal  aspiration 
followed  by  O2  inhalation  as  respirations  are  usually 


Chart  VI 

Cesareans  Before  Onset  of  Labor— Under  Continuous  Spinal  and  Atropine 


CASE  PREGNANCY  DURATION 

ANESTHESIA 
DURATION  TO 
DELIVERY  OF  CHILD 

ANESTHESIA  BEHAVIOR 

C02  COMB.  POWER 

INFANT 

F.P. 

8/2  momhs 

15  min. 

No  retching 
or  vomiting 

48.5 

Cried  spontaneously 
some  mucus  but  no 
respiratory  embarass. 
02  for  24  hours. 

Did  very  well 

K.P. 

8 Vi  months 

14  min. 

No  retching 
or  vomiting 

40.9 

No  mucus 

Cried  spontaneously 

No  resuscitation 

B.G. 

9 months 

15  min. 

No  retching 
or  vomiting 

40.0 

No  mucus 

Cried  spontaneously 

No  resuscitation 

H.W. 

8‘A  months 

1^  min. 

Slight  nausea 
relieved  by  O2 

35-3 

Cried  spontaneously 
No  respiratory 
difficulty 

G.N. 

8%  months 

10  min. 

Slight  nausea 
relieved  by  O2 

38.3" 

Cried'  spontaneously 
No  mucus 
No  resuscitation 

The  last  group  consists  of  cesareans  before  the 
onset  of  labor  with  continuous  spinal  anesthesia. 
These  by  far,  give  the  best  all  round  performance. 
The  baby  is  usually  delivered  within  fifteen  minutes 
from  the  time  the  anesthesia  is  given  counting 
changing  position,  preparing,  draping  and  making 
the  incision  through  the  abdomen  with  hemostasis 
and  extracting  the  child.  During  this  time,  the  uterus 
is  clamped  down  tightly,  and  fetal  movements  are 
not  appreciable,  and,  presumably,  reflex  respiratory 
movements  are  also  inhibited.  The  child  cries  spon- 
taneously and  vigorously,  and  rarely  shows  any 
mucous  secretion  or  profuse  accumulation  of  fluid 
in  the  respiratory  tract.  Any  respiratory  embarrass- 
ment encountered  is  always  associated  with  some 
severe  congenital  deformity  of  the  heart  or  great 
vessels.  CO 2 combining  powers  are  the  same  as  after 
other  anesthesias. 

An  increase  in  embryoic  respiratory  reflex  brought 


already  established.  The  only  infants  that  we  feel 
have  recovered  are  those  who  have  been  treated  by 
a skilled  bronchoscopist.  All  machines  which  push 
aspirated  material  deeper  into  the  lungs  should  be 
discarded.  The  quicker  a cesarean  infant  cries  before 
all  fluid  is  aspirated  from  the  pharynx  and  trachea, 
the  more  likely  is  the  infant  to  show  atelectatic 
areas  in  the  chest  within  a few  hours  after  delivery 
even  if  it  leaves  the  operating  room  apparently  in 
good  condition. 

We  believe  that  continuous  spinal  is  the  anesthetic 
of  choice  in  cesarean  section  because: 

1.  The  mother  alone  gets  the  anesthesia  and  the 
baby  gets  none. 

2.  One  can  withdraw  the  anesthetic  if  the  patient 
should  show  signs  of  toxicity. 

3.  The  abdominal  muscles  are  relaxed. 

4.  The  intestines  are  contracted. 
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5.  The  baby  cries  immediately  after  delivery  from 
uterus. 

6.  Uterus  contracts  well  after  delivery  of  the 
child  because  the  nerve  control  of  the  uterus,  coming 
to  it  by  means  of  vagus  and  sympathetic  chain,  is 
not  blocked.  Bleeding  is  thus  minimal. 

We  have  now,  over  a period  of  four  years,  per- 
formed about  ninety  cesarean  sections  with  con- 
tinuous spinal.  In  these  ninety  cases  we  record  88 
living  children.  Two  cases  only  spoiled  the  record. 
Both  these  cases  on  autopsy  had  congenital  heart 
lesions.  One  other  child  almost  died.  This  child  was 
an  eight  pound  baby  that  suddenly  turned  cyanotic 
eight  hours  after  delivery.  The  usual  atelectatic 
stridor  was  absent  and  x-ray  showed  a collapsed 
lung  from  a congenital  lung  cyst.  With  O2  inhala- 
tions, the  lung  expanded  and  the  child  recovered. 

CONCLUSIONS 

Cesarean  section,  if  it  is  to  be  performed,  should 
be  done  as  near  term  as  possible  even  for  elective 
procedures.  The  most  important  consideration  for 
the  safety  of  both  mother  and  infant  is  the  choice  of 
anesthesia.  Later  attempts  at  resuscitation  of  a child 
will  give  a poor  result  in  comparison  to  administer- 
ing the  proper  anesthesia.  The  mechanism  of  atel- 


ectasis following  cesearean  after  anesthesia  with 
ether,  nitrous  oxide  or  cyclopropane  is  one  of  pre- 
mature over-stimulation  of  the  embryoic  respiratorv 
reflex  already  established  and  not  a depression  due 
to  chemical  blood  change.  Other  agents,  such  as 
local  infiltration  with  novocain  and  continuous 
caudal  or  epidural  anesthesia,  are  also  good  anes- 
thesias but  present  technical  difficulties  in  adminis- 
tration that  make  them  far  inferior  to  the  continuous 
spinal  method  of  Lemmons. 
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Cir  Humphrey  Davy,  Michael  Faraday,  Henry 
Hill  Hickman,  Crawford  W.  Long,  Horace 
Wells,  William  T.  G.  Morton  and  Charles  T.  Jack- 
son  have  been  accorded  varying  degrees  of  credit 
in  connection  with  the  discovery  and  introduction 
of  anesthesia.  It  is  the  purpose  of  the  author  in  this 
paper  to  set  forth  briefly  and  objectively  the  part 
played  by  each  so  that  the  reader  may  judge  the 
merits  of  each. 


EARLY  PIONEERS 

Humphrey  Davy  at  seventeen  years  of  age  became 
apprenticed  to  John  Bingham  Borlase,  a prominent 
surgeon  of  Penzance.  At  this  time  the  many  newly- 
discovered  gases  were  being  used  in  medicine  for  the 
treatment  of  diseases  and  hence  furnished  the  most 
frequent  topic  of  conversation  among  Borlase  and 
his  associates,  to  all  of  which  young  Davy  was  an 
attentive  listener.  His  interest  was  particularly 
aroused  by  the  discussion  on  nitrous  oxide  which 
had  been  branded  as  dangerous  by  the  American 
chemist  and  physician,  Dr.  Lantham  Mitchell.  The 
element  of  mystery  and  danger  surrounding  this 
gas  intrigued  Davy  and  he  began  experimenting  with 
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it  secretly.  He  first  discovered  that  nitrous  oxide 
induced  a feeling  of  well-being  and  cheerfulness 
which  increased  until  he  became  convulsed  with 
laughter.  Hence  the  origin  of  the  term  “laughing 
gas.” 

Davy’s  experimental  work,  in  his  spare  time,  on 
gases  was  brought  to  the  attention  of  Dr.  Beddoes, 
head  of  the  Pneumatic  Institute  of  Clifton,  who 
promptly  offered  him  the  post  of  superintendent  at 
the  Institute,  which  Davy  joyfully  accepted.  It  was 
here  that  he  did  the  work  that  culminated  in  1800 
with  the  publication  of  his  book,  “Chemical  and 
Philosophical  Researches  Mainly  Concerning  Ni- 
trous Oxide  and  Its  Inhalation.”  Several  times  during 
his  experimental  inhalation  of  nitrous  oxide  Davy 
noted  that  headaches  were  temporarily  eased  and 
that  the  pain  of  an  erupting  wisdom  tooth  was 
allayed.  It  was  these  observations  which  led  him  to 
write  in  his  book  on  Medical  Vapors:  “As  nitrous 
oxide,  in  its  extensive  operation,  appears  capable  of 
destroying  physical  pain,  it  may  be  used  with  ad- 
vantage during  surgical  operations  in  which  no  great 
effusion  of  blood  takes  place.” 

With  this  statement  the  matter  rested,  neither 
Davy  nor  anyone  else  pursued  the  subject  any  fur- 
ther. This  is  Sir  Humphrey  Davy’s  rather  remote 
connection  with  the  discovery  of  anesthesia. 

Michael  Faraday , a one  time  paper  boy  and  jour- 
neyman bookbinder,  became  greatly  interested  in 
chemistry,  and  appealed  to  Sir  Humphrey  Davy  for 
a position.  Davy,  about  to  leave  on  a continental 
tour,  took  Faraday  along  as  his  bottle  washer,  valet 
and  secretary.  From  this  unimpressive  beginning 
Faraday  soon  matched  his  master  in  knowledge  and 
surpassed  him  in  independent  chemical  discoveries. 
Faraday,  in  comparing  gases  and  vapors,  discovered 
that  ether  vapor  produced  unconsciousness.  In  the 
Quarterly  Journal  of  Science  and  the  Arts , Faraday 
wrote  in  1818:  “When  the  vapor  of  ether  is  mixed 
with  common  air  and  inhaled,  it  produces  effects 
very  similar  to  those  occasioned  by  nitrous  oxide. 
By  the  incautious  breathing  of  ether  vapor,  a man 
was  thrown  into  a lethargic  condition  which,  with  a 
few  interruptions,  lasted  for  thirty  hours.  Like 
Davy,  Faraday  made  this  casual  observation  and 
promptly  forgot  the  whole  matter,  nor  did  any  of 
the  surgeons  seize  upon  this  idea  to  relieve  the  daily 
tortures  they  were  inflicting.  Faraday’s  wording, 
“the  incautious  breathing  of  ether”  implied  danger. 
It  is  difficult  to  ascertain  where  Faraday’s  work 
aided  in  the  discovery  of  anesthesia. 

Henry  Hill  Hickman,  an  unknown  village  doctor, 


was  often  called  upon  to  perform  various  painful 
operations.  The  suffering  he  inflicted  wrung  his 
heart.  Becoming  acquainted,  through  a temporary 
stay  in  Dr.  Beddoes  birthplace,  with  pneumatology, 
Hickman  decided  to  learn  something  about  this  sub- 
ject in  the  hope  that  possibly  he  might  find  the 
answer  to  pain  relief  during  his  surgical  operations. 
He  studied  the  works  of  Priestly,  Davy  and  Faraday 
and  then  experimented  with  the  effects  of  carbon 
dioxide  on  mice,  dogs  and  chickens,  rendering  them 
unconscious  and  then  performing  amputations  pain- 
lessly before  they  recovered.  Hickman,  satisfied 
from  his  experimental  work  on  carbon  dioxide  that 
his  method  was  ready  to  be  tried  on  human  subjects, 
gave  a full  account  of  his  investigations  in  a letter 
to  his  friend  T.  A.  Knight,  asking  him  to  present  his 
work  for  consideration  of  the  Royal  Society  of 
Medicine.  Knight  was  also  a personal  friend  of  Sir 
Humphrey  Davy,  who  was  President  of  the  Royal 
Society  at  this  time.  Hickman’s  plea  for  the  support 
of  this  society  in  further  investigation  of  what  Hick- 
man called  “Suspended  Animation,”  with  the  view 
of  ascertaining  its  probable  utility  in  surgical  opera- 
tions on  the  human  subject,  was  never  brought  to 
the  attention  of  the  members  of  the  society  at  a 
meeting.  It  seems  reasonable  to  believe  that  if  Davy’s 
original  observation  on  the  effect  of  nitrous  oxide 
for  relieving  pain  had  made  any  real  impression  on 
him,  he  would  have  been  anxious  to  learn  more 
about  Hickman’s  work  in  this  direction.  It  is  diffi- 
cult to  understand  why  some  authors  classify  Sir 
Humphrey  Davy  as  one  of  the  pioneers  of  anes- 
thesia. 

When  this  society  and  his  medical  brethren  ig- 
nored him,  Hickman  printed  a public  letter  on  his 
experiments,  and  again  failing  to  arouse  any  interest, 
he  went  to  Paris  and  there  presented  in  1828  a 
memorial  to  King  Charles  X,  of  France.  Again  his 
researches  were  coldly  received,  Hickman,  a griev- 
ously disappointed  man,  returned  to  England  where 
he  died  a short  time  afterward. 

Truly  Hickman  was  the  first  to  conceive  the  idea 
of  inhalation  anesthesia  but  he  failed  to  carry  out  his 
ideas  to  their  ultimate  conclusion,  practical  demon- 
stration of  the  alleviation  of  human  pain  during  sur- 
gery. 

For  the  next  twenty  years  no  one  made  any 
definite  attempt  to  find  a way  of  stilling  the  screams 
of  tortured  man.  Pain  in  surgical  operations  was 
accepted  by  the  surgeon  as  being  inescapable,  and 
so  he  attempted  to  perfect  his  skill  that  his  operations 
might  be  completed  in  the  shortest  possible  time. 
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EARLY  AMERICAN  CONTRIBUTORS 

Now  the  scene  shifts  to  the  new  world,  where 
we  find  the  sources  of  new  ideas  for  anesthesia  stem- 
ming from  rather  hilarious  parties.  What  were  called 
“ether  frolics”  had  long  been  a form  of  amusement 
among  the  young  people  of  the  18th  and  19th  cen- 
turies. At  one  of  these  parties,  in  1842,  a young- 
physician,  Crawford  W.  Long,  of  Georgia,  con- 
ceived the  idea  that  possibly  he  could  give  a patient 
sufficient  ether  to  inhale  so  that  he  could  operate 
without  pain.  Selecting  as  his  patient  an  acquaint- 
ance whom  he  knew  to  be  a frequent  participant  in 
ether  parties,  he  painlessly  removed  a tumor  from 
his  neck  while  the  patient  was  under  the  influence 
of  ether,  just  as  physicians  and  dentists  had  used 
whiskey  as  a preparation  for  surgery  for  those 
known  to  be  addicted  to  its  use.  In  the  next  four 
vears  Long  administered  ether  four  different  times, 
and  then  stopped.  It  is  quite  apparent  that  Long  was 
not  impressed  with  the  idea  that  he  had  made  a dis- 
covery of  great  importance,  for  he  made  no  effort 
to  introduce  the  method  into  his  general  practice, 
nor  did  he  write  on  the  subject,  demonstrate  it  01- 
lecture  on  it  before  any  medical  society. 

Horace  Wells,  of  Hartford,  Connecticut,  a young, 
sympathetic,  conscientious  dentist,  was  a very  sensi- 
tive individual,  and  the  suffering  he  caused  when  he 
extracted  teeth  troubled  him  greatly.  Tooth  extrac- 
tion was  so  excruciatingly  painful  that  again  and 
again  in  history,  teeth  were  deliberately  pulled  as  a 
form  of  torture  or  punishment. 

Horace  Wells  gave  considerable  thought  to  the 
subject  of  pain  relief  during  extractions  and  dis- 
cussed this  subject  with  chemists  and  physicians  of 
his  town.  He  was  a profound  student,  far  advanced 
in  what  was  then  an  embryonic  profession.  Con- 
stantly enlarging  his  knowledge,  he  attended  a 
lecture  on  chemical  phenomena  by  G.  Q.  Colton, 
traveling  chemist,  on  December  10,  1844.  As  part  of 
his  demonstration,  Colton  manufactured  some 
nitrous  oxide,  and  to  amuse  the  crowd,  invited  spec- 
tators from  the  audience  to  come  forward  and 
inhale  the  “laughing  gas  fumes.”  When  this  part  of 
the  lecture  was  reached,  Wells,  in  the  audience, 
observed  that  no  sign  of  pain  was  exhibited  when 
the  vounteers  under  the  “laughing  jag”  of  the  gas 
stumbled  around  the  stage  and  scraped  their  shins 
on  heavy  benches.  Immediately  there  crystallized  in 
the  mind  of  Wells  the  idea  of  inhalation  anesthesia. 
Wells,  it  is  thought,  was  unacquainted  with  the 
suggestion  of  Sir  Humphrey  Davy  some  forty-four 
years  previously,  nor  did  he  know  of  Hickman’s 


experiments.  After  the  lecture  Wells  talked  with  t 
Colton  and  persuaded  him  to  bring  a bag  of  the  gas  ; 
to  his  office  the  next  day.  Wells  had  an  aching  tooth  , 
and  felt  that  by  inhaling  sufficient  nitrous  oxide  he  . 
could  have  his  tooth  removed  painlessly.  Colton  ob-  , 
jected,  as  he  was  fearful  that  the  inhalation  of  such  , 
a large  quantity  of  gas  might  result  fatally.  Wells, 
however,  had  the  courage  of  his  convictions  and 
persuaded  Colton  to  bring  the  gas.  On  December 
11,  1844,  Wells  sat  in  his  operating  chair  and  held 
the  bag  of  gas  which  he  inhaled  until  he  lost  con- 
sciousness. Then  his  friend  and  former  pupil,  John 
Riggs,  stepped  forward  and  extracted  the  aching 
wisdom  tooth.  On  recovering  consciousness,  Wells 
exclaimed,  “A  new  era  in  tooth  pulling!” 

For  several  weeks  following  his  discovery,  Wells 
experimented  with  the  gas,  and  desiring  to  acquaint 
the  world  with  this  release  from  surgical  pain,  he 
hastened  to  Boston,  the  medical  center  of  the  New 
England  States.  There  he  arranged  through  a former 
pupil  and  partner,  Wm.  T.  G.  Alorton,  to  lecture 
on  and  demonstrate  nitrous  oxide  before  the  senior 
medical  students  of  Dr.  John  C.  Warren.  Unfortu- 
nately, the  demonstration  was  not  completely  suc- 
cessful, as  Wells,  being  somewhat  nervous,  with- 
drew the  gas  bag  too  soon,  and  the  student  cried  out 
when  the  tooth  was  extracted.  Later  he  admitted, 
however,  that  he  had  had  no  pain.  Wells  returned 
to  Hartford,  where  he  continued  to  use  nitrous 
oxide  in  his  practice  and  taught  other  dentists  to  use 
it.  When  friends  urged  Wells  to  patent  his  discovery 
he  said,  “No!  Let  it  be  as  free  as  the  air  we  breathe!” 

William  T.  G.  Morton  studied  dentistry  under 
Horace  Wells  and  subsequently  they  formed  a 
partnership  for  the  practice  of  dentistry  in  Boston. 
This  partnership  was  soon  dissolved.  Wells  resuming 
his  practice  in  Hartford.  Adorton  also  studied  medi- 
cine for  two  years,  one  of  his  teachers  being  Charles 
T.  Jackson,  a chemist,  physician  and  geologist.  Fol- 
lowing the  lecture  and  demonstration  by  Wells  on 
nitrous  oxide,  Morton  gave  considerable  thought  to 
the  subject  of  pain  relief  and  began  to  experiment 
with  ether  for  this  purpose.  Finally  he  was  ready  to 
try  to  extract  teeth  while  a patient  was  under  the 
influence  of  a disguised  ether  compound.  On  Sep- 
tember 30,  1846,  he  successfully  anesthetized  one 
of  his  patients  and  extracted  an  aching  tooth. 

Alorton  then  proceeded  to  obtain  an  opportunity 
for  the  public  demonstration  of  the  practicability  of 
anesthesia.  This  was  furnished  him  in  the  surgical 
amphitheater  of  the  Massachusetts  General  Hospital 
in  Boston,  on  October  16,  1846.  The  surgeon  in 
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charge  was  Dr.  John  C.  Warren,  to  whom  great 
credit  is  due  for  giving  Wells  and  Morton  the 
opportunity  to  publicly  demonstrate  their  anes- 
thetic agents.  The  operation  was  the  removal  of  a 
tumor  from  the  left  side  of  the  neck  of  a young 
man  who  was  described  in  the  recodrs  as  “Gilbert 
Abbott,  aged  twenty,  single,  painter.”  The  Harvard 
Medical  Class  was  present,  as  well  as  several  promi- 
nent surgeons  and  physicians.  The  exhibition  of  the 
anesthetic  was  such  a complete  success,  that  Dr. 
Warren  turned  to  those  present  and  said,  “Gentle- 
men, this  is  no  humbug.” 

The  fame  of  the  wonderful  new  agent  and  of  its 
discoverer  spread  rapidly  and  then  came  Charles  T. 
Jackson , jealous  of  the  fame  of  Morton  and  anxious 
to  participate  in  the  benefits  of  the  discovery,  with 
a claim  as  to  his  rights  in  the  discovery.  He  had 
suggested  the  drug  to  Morton,  and  claimed  he  had 
advised  him  about  its  nature  and  about  the  best 
methods  of  its  administration. 

A terrific  controversy  now  arose  between  Drs. 
Wells,  Jackson,  Morton  and  later  Long  for  the  title 
of  discoverer  of  anesthesia.  A prominent  business- 
man of  Boston,  desiring  to  honor  the  discoverer1, 
was  unable  to  reach  any  decision  as  to  the  true  dis- 
coverer and  so  erected  simply  an  “Ether  Memorial” 
in  the  Public  Gardens  in  Boston. 

Unfortunately,  Morton  refused  to  concede  prior- 
ity to  his  former  teacher  and  partner,  Horace  Wells, 
claiming  that  nitrous  oxide  was  not  an  anesthetic. 
Furthermore,  to  keep  Jackson  quiet,  he  entered  in 
a secret  agreement  with  him  which  was  soon  broken. 
The  agreement  stated  that  Morton  was  to  patent  the 
secret  compound  now  called  letheon  and  pay  a per- 
centage of  the  royalties  from  the  use  of  the  letheon 
to  Jackson.  Jackson,  the  wealthiest  of  the  claimants, 
published  pamphlets  for  many  years  setting  forth 
his  claims. 

Jackson  based  his  claim  on  the  fact  that  as  early 
as  1841  he  had  discovered  that  the  antidote  for  the 
accidental  inhaling  of  chlorine  fumes  was  the  in- 
halation of  ether.  Having  had  to  resort  to  this  ether 
treatment  on  several  occasions  he  “discovered  that 
the  nerves  of  sensation  could  be  and  were  paralyzed 
to  all  sensations  temporarily  and  safely,  by  the  in- 
halation of  ether  vapor.”  This  discovery  Jackson 
claims  to  have  communicated  to  fifteen  gentlemen 
from  1841  to  1846  and  in  this  list  was  William  T.  G. 
Morton. 

In  the  heat  of  this  battle  Wells,  mentally  deranged 
by  self  experimentation  with  chloroform,  committed 
suicide  in  1848.  He  was  buried  in  Cedar  Hill  Ceme- 
tery in  Hartford. 


EARLY  CONTROVERSIES  AND  RESOLUTIONS 

For  years  the  controversy  raged  in  the  news- 
papers, dental  and  medical  journals,  and  through  the 
halls  of  Congress.  Finally,  after  five  years  of  con- 
gressional majority  and  minority  reports,  demon- 
strations and  law  suits,  Congress  dropped  the  whole 
matter. 

The  American  Dental  Association,  at  its  4th 
Annual  Meeting  at  Niagara  Falls,  in  1864,  adopted 
the  following  resolution:  “Whereas  . . .,  Where- 
as ..  .,  Therefore  be  it  Resolved,  By  the 

American  Dental  Association  that  to  Horace  Wells, 
of  Hartford,  Connecticut,  (now  deceased)  belongs 
the  credit  and  honor  of  the  introduction  of  anes- 
thesia in  the  United  States  of  America,  etc.  . . .” 

This  resolution  was  reaffirmed  in  1872. 

In  spite  of  the  efforts  of  the  supporters  of  Mor- 
ton, Jackson  and  Long,  The  American  Medical 
Association  in  1870,  at  its  21st  Annual  Meeting,  held 
in  the  City  of  Washington,  approved  the  following 
resolution:  “On  motion  of  Dr.  H.  R.  Storer,  of 
Massachusetts,  it  was  Resolved,  that  the  honor  of 
the  discovery  of  practical  anesthesia  is  due  to  the 
late  Dr.  Horace  Wells,  of  Connecticut.” 

It  is  a source  of  everlasting  pride  to  the  dental 
profession  that  two  dentists,  Horace  Wells  and  W. 
T.  G.  Morton,  gave  mankind  one  of  its  greatest 
discoveries,  surgical  anesthesia. 
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The  Horace  Wells  Centenary  Celebration 


The  members  of  the  Connecticut  State  Medical  Society  are  invited 
to  join  with  the  members  of  the  American  Dental  Association  in  cele- 
brating the  centenary  of  the  discovery  of  the  anesthesic  properties  of 
Nitrous  Oxide  by  Horace  Wells  to  be  held  in  Hartford  December  n, 
1944.  In  the  morning  of  that  day  concurrent  meetings  in  the  Hunt 
Memorial  and  Avery  Memorial  Buildings  will  start  at  9:00  a.  m.  and  end 
at  1:30  p.  m.  at  which  time  a luncheon  meeting  will  be  held. 

Speakers  at  the  morning  program  will  include,  Dr.  Howard  R.  Raper, 
Albuquerque,  N.  M.,  Glimpses  of  the  Man,  Horace  Wells.  Dr.  Theodore 
Blum,  New  York  City,  History  and  Use  of  Local  Anesthesia  in  Surgery. 
Dr.  E.  A.  Rovenstine,  New  York  City,  Nitrous  Oxide,  High-lights  and 
Side-lights.  Dr.  Charles  J.  Wells,  Syracuse,  N.  Y.,  Horace  Wells,  the 
Discoverer  of  Anesthesia.  Among  others  who  will  address  the  meetings 
will  be  Dr.  Arno  B.  Luckhardt  of  Chicago.  At  luncheon  there  will 
be  speeches  by  Governor  Raymond  E.  Baldwin,  Senator  Francis  Maloney, 
Dr.  H.  Gildersleeve  Jarvis,  President  of  the  Connecticut  State  Medical 
Society,  Dr.  Walter  H.  Scherer,  President  of  the  American  Dental 
Association  and  Dr.  Arthur  H.  Merritt,  Past  President  of  the  association. 
The  main  address  of  the  afternoon  will  be  given  by  Dr.  Thomas  Parran, 
Surgeon  General  of  the  United  States  Health  Service.  At  the  time  of 
the  celebration  a plaque  will  be  unveiled  marking  the  site  of  the  former 
home  of  Horace  Wells. 

A complete  program  of  this  important  event  will  be  published  in  the 
next  issue  of  the  Journal. 
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EDITORIAL 


Horace  Wells,  1844-1944 

The  Connecticut  State  Medical  Journal  wel- 
comes the  opportunity  to  memorialize  in  this  issue 
Dr.  Horace  Wells  of  Hartford,  who  on  December 
ii,  1844  planned,  and  submitted  to,  the  first  opera- 
tion performed  under  nitrous  oxide.  Over  the  years 
much  has  been  said  in  praise  of  this  justly  famous 
Connecticut  pioneer  in  medical  science.  In  this  cen- 
tennial year  of  his  epoch  making  discovery,  another 
tribute  to  his  greatness  and  to  his  memory  is  found 
in  a resolution  adopted  by  the  U.  S.  Senate  on  Sep- 
tember 21,  1944;  wherein  are  found  these  words: 
“Whereas  for  centuries  a way  to  make  the  human 
body  safely  insensible  to  pain  during  surgical  opera- 
tions and  related  conditions  of  suffering  had  been  a 
hopeful  dream;  and 

“Whereas  that  dream  came  true  when,  in  Hart- 
ford, Conn,  on  December  11,  1844,  Dr.  Horace 
Wells,  a member  of  the  dental  profession,  having 
concluded  that  nitrous  oxide  gas  breathed  into  the 
lungs  would  induce  general  harmless  insensibility  to 
pain,  voluntarily  tested  this  belief  by  inhaling  in  the 


presence  of  colleagues  enough  of  that  gas  to  cause 
temporary  unconsciousness;  and  by  submitting  to  a 
dental  extraction  while  under  its  effects;  and 

“Whereas,  in  the  spirit  of  exalted  public  service. 
Dr.  Wells  promptly  thereafter  gave  to  patients  in 
his  private  practice  the  benefits  of  his  method  of 
inducing  general  anesthesia  and  also  made  freely  and 
widely  known  this  simple  yet  extraordinary  means 
of  pain  prevention,  thereby  favoring  universal  ex- 
tension of  its  beneficence  and  also  facilitating 
improvement  of  its  technique  by  numerous  further 
tests,  thus  becoming  one  of  the  world’s  greatest 
benefactors;  and 

“Whereas  the  centenary  of  the  first  steps  in  the 
development  of  present  day  methods  of  anesthesia— 
by  the  man  who  not  only  had  the  distinction  to 
conceive  a successful  fundamental  procedure  but 
also  the  courage  and  unselfishness  first  to  subject 
himself  to  all  of  its  possible  dangers— will  soon  be 
celebrated  to  express  the  abiding  gratitude  of  man- 
kind for  the  priceless  blessing  that  Dr.  Wells’ 
endeavors  initiated.” 
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FROM  THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  m.d. 

GRACE  MOONEY,  ph.d. 

258  Church  Street  New  Haven 


COUNCIL  RESUMES  MONTHLY  MEETINGS 

After  the  usual  summer  recess,  the  Council  of  the  Society  resumed  its  monthly  meetings  on  October 
10.  There  were  present:  James  R.  Miller;  the  chairman,  H.  Gildersleeve  Jarvis,  Joseph  H.  Howard.  Samuel 
F.  Mullins,  Thomas  P.  Murdock,  Charles  Russman,  Herbert  Thoms,  Arthur  B.  Landry,  Charles  T.  La- 
Moure,  Robert  C.  Paine,  Stanley  B.  Weld,  Hugh  B.  Campbell  and  Creighton  Barker.  Absent  were: 
George  H.  Gildersleeve  and  Floyd  A.  Weed. 

THE  BUILDING  FUND 

The  Council  directed  the  Trustees  of  the  Society’s  Building  Fund  to  proceed  at  once  with  a fund  raising 
program  to  obtain  contributions  for  $50,000  for  the  purpose  of  providing  a building  for  the  Society’s 
headquarters.  The  President  and  Executive  Secretary  of  the  Society  were  added  to  the  Board  of  Trustees 
of  the  Building  Fund  as  advisory  members.  The  Board  met  in  Hartford  on  October  25  and  preliminary 


plans  for  raising  the  Fund  were  discussed. 

State- Wide  Peacetime  Blood  Bank 

In  order  that  the  benefits  derived  from  the  war- 
time benefits  of  the  maintenance  of  community 
blood  banks  may  be  perpetuated,  the  Council  ap- 
pointed a special  committee  to  confer  with  a similar 
committee  from  the  Connecticut  Hospital  Associa- 
tion with  a view  to  continuing,  if  possible,  the  com- 
munity blood  and  plasma  banks  that  have  been 
developed  during  the  war.  Ralph  E.  Kendall  of 
Hartford  was  named  the  chairman  of  this  com- 
mittee and  named  to  serve  with  him  were  John  C. 
Leonard  of  Hartford,  Karl  T.  Phillips  of  Putnam, 
Arthur  J.  Geiger  of  New  Haven  and  Irving  B. 
Akerson  of  Bridgeport. 

Legality  of  Certain  Nursing  Services 

The  Council  directed  the  Society’s  Committee  on 
Public  Policy  and  Legislation  to  seek  the  coopera- 
tion of  representatives  of  the  Connecticut  Hospital 
Association  to  inquire  into  the  legal  status  of  Regis- 
tered Nurses  giving  intravenous  medication,  in- 
cluding anesthesia,  with  a view  of  legalizing  such 
procedure  in  acceptable  hospitals  by  the  passage  of 
appropriate  legislation.  The  Committee  on  Public 
Policy  and  Legislation,  through  its  chairman,  Berk- 
ley M.  Parmelee  of  Bridgeport,  is  asked  to  report  to 
the  House  of  Delegates  at  its  annual  meeting  in 
December  on  this  subject. 


Prepaid  Medical  Service 

The  Council  addressed  a communication  to  the 
Chairman  of  the  Society’s  Committee  on  Prepaid 
Medical  Service  stating  that,  as  it  realized  the  urgent 
demand  relative  to  the  development  of  a prepaid 
medical  service  plan  for  Connecticut,  it  asked  that 
the  Committee  present  a report  of  its  progress  and 
projects  at  its  next  meeting  on  November  3. 

Revision  of  By-Laws 

The  work  on  revision  of  By-laws  was  interrupted 
some  time  ago  by  the  death  of  D.  Chester  Brown 
who  was  the  Chairman  of  the  Committee.  The 
Council  has  asked  the  present  Chairman,  William 
Mac  Shepard  of  Putnam,  to  resume  work  on  the 
revision  of  the  By-laws  and  to  present  a report  on 
recommendations  relative  to  revisions  to  the  Febru- 
ary Council  meeting  with  a view  of  presenting  a 
formal  report  to  the  House  of  Delegates  at  the 
annual  meeting  in  May  of  1945. 

Junior  and  Life  Memberships 

1 he  Council  delegated  to  three  of  its  own  mem- 
bers, James  R.  Miller,  Thomas  P.  Murdock  and 
Creighton  Barker,  an  inquiry  into  the  desirability 
of  providing  Junior  memberships  in  the  Society  for 
medical  students  and  Life  memberships. 


THE  SECRETARY  S OFFICE 
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Section  On  Surgery 

The  Council  authorized  the  organization  of  a 
Section  on  Surgery  in  the  Society.  Preliminary  steps 
for  this  new  Section  were  made  during  the  Clinical 
Congress.  Its  officers  are:  Chairman,  Paul  W.  Vestal 
of  New  Haven;  Chairman-elect,  Donald  B.  Wells  of 
Hartford;  and  Secretary -Treasurer,  Andrew  J.  Jack- 
son  of  Waterbury. 

New  Members  Elected 

FAIRFIELD  COUNTY  ASSOCIATION 

Leo  Amarant  of  Bridgeport,  Kermit  T.  Johnstone 
of  Bridgeport,  Kurt  A.  Oster  of  Bridgeport,  Ralph 
L.  White  of  New  Canaan,  and  Nicholas  A.  Sholler 
of  Bridgeport. 

NEW  LONDON  COUNTY  ASSOCIATION 

Alexander  Fischer  of  Poquonnock  Bridge,  Bryce 
Adams  Smith  of  Norwich,  Paul  Sutton  of  Groton 
and  Elizabeth  Cornfield  of  Norwich. 

MIDDLEESX  COUNTY  ASSOCIATION 

Rolf  Katzenstein  of  Middletown,  Allen  Jacobson 
of  Portland  and  Edgar  C.  Yerbury  of  Middletown. 

Committee  to  Cooperate  With  Washington 

Office  of  American  Medical  Association 

The  recently  established  Washington  Office  of  the 
American  Medical  Association  has  as  one  of  its  main 
purposes  the  collection  and  dissemination  of  infor- 
mation relative  to  national  affairs  as  they  affect 
medicine.  In  order  that  this  information  may  be 
considered  in  every  locality  of  the  state  it  was  asked 
that  each  State  Society  appoint  a state-wide  com- 
mittee to  cooperate  with  the  Wahsington  Office  in 
the  distribution  of  information  and  action  upon  it. 
The  Society’s  Committee  on  Public  Policy  and 
Legislation  has  been  designated  for  this  function  in 
Connecticut.  The  members  of  this  committee  are 
the  chairman,  Berkley  Ad.  Parmelee,  Sanford  H. 
Wadhams,  Charles  T.  Flynn,  Donald  AL  Beckwith, 
Louis  P.  Hastings,  Harry  S.  Frank,  Edmund  L. 


Douglass,  Andrew  O.  Laakso  and  members  ex-officio 
are  H.  Gildersleeve  Jarvis,  James  R.  Miller  and 
Thomas  P.  Murdock. 

Office  of  Price  Administration 
Medical  Advisory  Committees 

I he  Office  of  Price  Administration  for  Connecti- 
cut, with  the  advice  and  counsel  of  the  State  Medi- 
cal Society,  has  appointed  Medical  Advisory  Com- 
mittees in  eight  districts  covering  this  state.  The 
members  of  these  committees  are:  Hartford  County, 
Samuel  Donner  of  Hartford,  George  H.  Dalton  of 
New  Britain,  John  E.  Darrow  of  New  Britain  and 
Richard  Lenehan  of  Hartford;  New  Haven  County 
(except  Waterbury),  Marvin  Ad.  Scarbrough  of 
New  Haven,  William  Cohen  of  New  Haven  and 
Walter  I.  Russell  of  New  Haven;  Bridgeport  and 
Vicinity,  Bronislaw  L.  Smykowski  of  Bridgeport, 
Francis  J.  Wales  of  Monroe  and  Fritz  AI.  Meyer  of 
Bridgeport;  New  London  County , James  Ad.  Sturte- 
vant  of  New  London,  Clarence  G.  Thompson  of 
Norwich,  Edward  Gipstein  of  New  London  and 
George  H.  Gildersleeve  of  Norwich;  Tolland  and 
Windham  Counties,  Joseph  A.  Girouard  of  Willi- 
mantic,  Brae  Rafferty  of  Willimantic,  and  Donald 
Ad.  Beckwith  of  Rockville;  Middlesex  County,  Mario 
L.  Palmieri  of  Middletown,  Jessie  W.  Fisher  of 
Middletown  and  Eugene  F.  Callender  of  Chester; 
Litchfield  County  (including  Waterbury),  Michael 
E.  Giobbe  of  Torrington,  Arthur  H.  Jackson  of 
Washington  and  John  H.  Foster  of  Waterbury; 
Stamford  and  Vicinity,  Ralph  W.  Crane  of  Stam- 
ford, Harold  L.  Amoss  of  Greenwich  and  Francis 
C.  AdcMahon  of  Stamford. 

A Surgical  Section  of  the  Connecticut  State 
Medical  Society  is  Now  Proposed 

This  subject  is  not  new  but  for  years  many  have 
thought  that  there  should  be  a Surgical  Section 
similar  to  the  long  existing  Sections  in  other  special- 
ties within  the  State  Adedical  Society.  Perhaps  the 
reason  for  no  definite  action  in  past  year  was  found 


DRIP!  DRIP!  DRIP!  Doctors  and  surgeons  everywhere  are 

enthusiastic  about  the  new  “Dry  Brow”  in  the  operating  room.  It  is  extremely 
light  and  comfortable  to  wear  and,  rinsed  out  in  cold  water  first,  its  cooling 
effect  persists.  Its  ability  to  absorb  nine  times  its  own  weight  in  perspiration 
assures  few  interruptions  to  wipe  glasses  or  mop  faces.  Price?  Seventy-five 
cents.  (Extra  utility:  Some  doctors  use  “Dry-Brow”  golfing,  others  playing 
tennis.)  For  sale  at  the  Professional  Equipment  Company,  New  Haven. 
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in  the  fact  that  we  already  have  a number  of  surgi- 
cal organizations,  both  of  local  and  national  scope. 
These  are  the  New  England  Surgical  Society,  the 
American  College  of  Surgeons.  The  local,  county 
and  state  programs  have  always  given  surgery  a 
representative  place  on  the  programs.  Also  the 
American  Board  of  Surgery  was  organized  in  1937 
with  specific  requirements  for  admission.  This  board, 
of  course,  was  formulated  along  the  same  lines  as 
other  American  boards  in  the  various  specialties  and 
form  a base  line  from  which  other  things  may  be 
erected  or  eminated. 

Some  months  ago  a committee  was  organized  to 
make  proposals  and  draw  up  by-laws  for  a Surgical 
Section  of  the  Connecticut  State  Medical  Society. 
This  was  done  and  its  formal  meeting  with  all  sur- 
geons of  Connecticut  invited  at  the  close  of  the 
Clinical  Congress  in  New  Haven  on  September  29, 
*944- 

Donald  B.  Wells  acted  as  temporary  chairman  and 
Paul  W.  Vestal  elected  temporary  secretary. 

Prior  to  the  meeting,  the  Committee  had  prepared 
a proposed  set  of  by-laws  and  copies  of  these  were 
distributed  to  all  present.  After  considerable  discus- 
sion, the  parliamentary  laws  concerning  such  proce- 
dures were  agreed  upon  and  the  proposed  by-laws 
voted  on  section  by  section.  These  various  sections 
were  largely  accepted  but  with  some  alterations 
which  appeared  desirable.  The  by-laws  in  their  final 
form  are  as  follows: 


I.  Name 

The  name  of  this  organization  shall  be  the  Section 
on  Surgery  of  the  Connecticut  State  Medical 
Society. 

II.  Purposes 

The  purposes  of  this  organization  shall  be  to 
extend  interest  in  the  art  and  practice  of  surgery 
among  the  members  of  the  Connecticut  State  Medi- 
cal Society  and  to  further  the  general  interests  of 
the  Society. 

III.  Membership 

Membership  in  this  organization  shall  consist  of 
physicians  who  are  members  of  the  Connecticut 
State  Medical  Society  and  who  express  a wish  to 
become  members  of  this  Section  on  Surgery. 

IV.  Officers 

The  officers  of  this  Section  shall  be  a Chairman,  a 
Chairman-elect  and  a Secretary -Treasurer. 

The  Chairman-elect  and  the  Secretary-Treasurer 


of  this  Section  shall  be  elected  at  each  annual  meet- 
ing and  shall  hold  office  for  one  year. 

a.  4 he  duties  of  the  Chairman  shall  be  to  preside 
at  all  meetings  of  the  Section,  or  designate  another  to 
preside  in  his  place,  and  to  serve  as  chairman  of  the 
Executive  Committee. 


b.  The  duties  of  the  Chairman-elect  shall  be  to 
assist  the  Chairman  in  his  duties  and  he  shall  succeed 
to  the  office  of  Chairman  one  year  following  his 
election  or  in  the  event  of  a vacancy  occurring  in  the 
office  of  Chairman. 

c.  The  Secretary-Treasurer  shall  keep  appropriate 
records  for  the  Section,  carry  on  correspondence  on 
behalf  of  the  Section  and  as  Treasurer  receive  and 
disburse,  with  the  approval  of  the  Section,  monies 
that  are  the  property  of  the  Section.  Routine  cash 
expenditure  over  $25  shall  be  brought  to  the  entire 
Society  for  approval. 

V.  Executive  Committee 


I he  Chairman,  Chairman-elect  and  Secretary- 
Treasurer  shall  constitute  the  Executive  Committee. 
1 he  duties  of  this  Committee  shall  be  to  arrange 
programs  for  the  Section  and  to  carry  on  the  objec- 
tives of  the  Section  between  meetings. 


VI.  Meetings 

The  Annual  Adeeting  of  the  Section  for  the  elec- 
tion of  officers  and  the  transaction  of  business  shall 
be  held  at  the  time  and  place  of  the  Annual  Adeeting 
of  the  Connecticut  State  Medical  Society.  Other 
meetings  of  the  Section  may  be  held  at  any  time  and 
any  place  as  voted  by  the  Section  or  called  by  the 
Executive  Committee. 


VII.  Dues 

Each  member  of  the  Section  shall  be  assessed 
annual  dues  to  be  paid  to  the  Secretary-Treasurer 
after  the  first  of  January  each  year.  The  amount  of 
these  dues  for  each  year  shall  be  set  by  the  Execu- 
tive Committee. 

VIII.  Amendments 

These  By-Laws  may  be  amended  by  a two-thirds 
vote  of  the  members  of  the  Section  present  at  any 
Annual  Adeeting  or  at  any  Special  Adeeting.  The 
proposed  Amendment  shall  be  presented  in  writing 
at  least  one  week  in  advance  of  such  meeting  to- 
gether with  the  call  of  the  meeting. 

These  By-Laws  will  be  presented  with  a petition 
to  the  Council  after  the  next  Annual  Adeeting  of  the 
Connecticut  State  Adedical  Society  for  approval. 


Officers  elected  at  the  meeting  were  as  follows: 
Chairman,  Paul  W.  Vestal;  Chairman-elect,  Donald 
B.  Wells;  Secretary-Treasurer,  Andrew  J.  Jackson. 


Connecticut  State  Fracture  Committee  of 
the  American  College  of  Surgeons 

August  17,  1944,  New  London 

Dr.  Harold  Wellington,  Orthopedic  Surgeon  to 
the  Lawrence  Memorial  Hospital  in  New  Lpndon, 
put  on  a very  interesting  clinic  for  the  August  meet- 
ing of  the  committee.  Fifteen  members  and  guests 
attended  in  spite  of  an  exceedingly  hot  day.  At  this 
meeting  Dr.  Wellington  demonstrated  his  method 
of  reducing  a subglenoidal  or  an  anterior  dislocation 
of  the  head  of  the  humerus  by  an  exceedingly  in- 
genius technique.  This  method  was  published  in  the 
September  issue  of  the  Connecticut  State  Medical 
Journal.  Dr.  Wellington  is  an  ardent  advocate  of 
balanced  traction  both  for  reducing  and  maintaining 
fractures.  He  demonstrated  his  method  and  results 
in  a most  effective  way. 

As  we  travelled  through  the  hospital  we  were 
impressed  by  the  excellence  of  the  hospital  itself. 
Dr.  Wellington  has  long  devoted  himself  to  appa- 
ratus with  which  fractures  are  suspended  and  re- 
duced. His  pulleys,  hooks,  lashing  and  suspending 
frames  are  works  of  art.  He  shows  his  nautical  days 
have  left  deep  impressions. 

Following  the  clinic  in  the  hospital  Mrs.  Welling- 
ton entertained  us  at  their  shore  retreat.  Her  clam 
chowder  and  cocktails  were  excellent.  Those  who 
were  unable  to  come  missed  a treat.  The  committee 
is  deeply  grateful  to  Dr.  and  Mrs.  Wellington  for 
this  additional  touch  which  made  the  clinic  meeting 
most  pleasant.  Incidentally,  we  understand  that  the 
shore  retreat  of  the  Wellingtons  was  badly  damaged 
during  the  hurricane  which  followed  our  meeting. 

September  29,  1944,  New  Haven 

At  the  annual  clinical  congress  in  New  Haven, 
Dr.  R.  M.' Yergason,  chairman  of  the  Fracture  Com- 
mittee, delivered  the  orthopedic  paper  of  the  day 
on  “Uses  of  Metal  in  Fracture  Fixation.”  His  paper 
was  well  received  and  created  a great  deal  of  inter- 
est. Many  of  his  points  were  original  and  indicated 
a depth  of  appreciation  that  is  unusual.  During  this 
day  of  many  gadgets,  Dr.  Yergason  is  not  far  be- 
hind, inasmuch  as  he  is  constantly  thinking  up  those 
of  his  own  or  improving  others  which  fall  in  his 


hands.  Consequently  his  paper  was  especially  inter- 
esting. 

The  Fracture  Committee  met  in  the  Brady 
Memorial  auditorium,  New  Haven  Hospital,  fol- 
lowing the  afternoon  symposium.  There  were 
twenty-five  members  present  with  some  guests  and 
the  discussion  was  quite  lively.  Dr.  Yergason’s  paper 
was  picked  apart  and  tossed  around,  all  of  which  he 
took  in  the  spirit  with  which  it  was  intended.  Sev- 
eral ideas  were  propounded  and  the  meeting  broke 
up  with  those  present  resolved  to  carry  on  the  work 
of  the  Fracture  Committee  during  these  most  diffi- 
cult times  when  any  extra  meeting  seems  impossible 
to  the  members,  but  after  all  should  be  attended  if 
at  all  possible. 

Drs.  Arthur  Griswold  and  Robert  Gade  of 
Bridgeport  have  consented  to  put  on  the  next  clinic 
for  the  Fracture  Committee  to  be  held  in  Bridge- 
port. All  members  will  be  notified  in  the  near  future 
and  are  invited  to  set  aside  such  a time,  during  the 
second  week  in  November.  Anyone  else  interested 
in  fractures  is,  of  course,  cordially  invited.  This 
meeting  will  take  place  in  the  Bridgeport  Hospital 
at  10:30  in  the  morning,  followed  by  lunch  in  the 
hospital.  Save  November  9. 

The  chief  of  the  American  College  of  Surgeons 
National  Fracture  Committee  is  exceedingly  anxious 
that  we  maintain  our  interest  and  attendance  because 
of  the  implication  that  we  are  still  trying  to  improve 
fracture  treatments  throughout  this,  probably  the 
best  state  in  the  union.  There  is  no  reason  why  we 
should  not  continue.  Let  us  hear  any  suggestions 
which  any  of  the  members  might  have. 

C.  W.  Goff,  Secretary-Treasurer 


Connecticut  Tuberculosis  Association 

The  Connecticut  Tuberculosis  Association  has 
completed  its  fourth  year  and  its  annual  report 
again  contains  substantial  evidence  of  the  important 
contribution  which  this  agency  is  making  to  the 
control  of  tuberculosis  in  this  State.  Through  the 

O 

work  of  the  Association,  coordination  and  correla- 
tion of  the  activities  of  the  numerous  public  and 
private  organizations  engaged  in  the  prevention  and 
treatment  of  the  disease  have  been  brought  to  a high 
level.  The  public  and  the  Society  in  particular, 
which  has  recently  named  Dr.  Joseph  I.  Linde  as  its 
representative  on  the  Board  of  Directors,  may  well 
take  satisfaction  in  the  development  and  expansion 
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of  the  tuberculosis  control  program  so  ably  fur- 
thered by  this  young  organization. 

The  report  calls  attention  to  the  fact  that  the 
increase  in  tuberculosis  experienced  in  most  of  the 
nations  at  war  has  not  occurred  in  the  United  States. 
The  1943  death  rate  for  the  nation  as  a whole  was 
41.9  per  100,000  population  as  compared  with  43.1 
in  1942.  Although  tuberculosis  deaths  increased  in 
many  highly  industrial  states,  the  mortality  decreased 
in  Connecticut  from  35  to  33.7  per  100,000  popula- 
tion. 

Despite  material  progress,  however,  both  profes- 
sional and  lay  workers  must  continue  in  their  un- 
remitting offensive  against  the  white  plague.  Par- 
ticular stress  is  laid  on  the  importance  of  a broader 
program  of  tuberculosis  control  in  industry.  “Con- 
necticut, through  its  Tuberculosis  Commission,”  the 
report  states,  “has  been  carrying  on  a splendid  pro- 
gram of  case-finding  in  industry  and  among  other 
groups  of  adults.  In  every  community  in  Connecti- 
cut, groups  of  volunteer  workers  have  carried  on 
the  job  of  education  and  stimulation  of  x-ray  surveys 
to  help  to  discover  and  treat  tuberculosis  in  its  early 
stages.  The  work  of  these  voluntary  health  associa- 
tions, together  with  public  health  officials  is  needed 
now  more  than  ever  to  prevent  an  unnecessary 
weakening  of  the  public  health  movement.” 

The  medical  profession  of  the  State  has  played  a 
vital  role  in  the  development  and  operation  of  Con- 
necticut’s program,  but  while  there  is  justification 
for  satisfaction  in  a job  well  done,  there  is  none  as 
yet  for  complacency. 


Dr.  Rosahn  to  Give  Part  Time  to  Duties 
in  Washington 

According  to  the  Journal  of  the  American  Medi- 
cal Association , Paul  I).  Rosahn,  pathologist  at  the 
New  Britain  General  Hospital,  has  been  loaned  to 
the  Office  of  Scientific  Research  and  Development 
Committee  on  Medical  Research  at  Washington  on 
a part  time  basis.  Dr.  Rosahn  will  act  as  technical 


aide  to  the  committee  assigned  to  contracts  on 
venereal  disease  under  the  direction  of  Dr.  Joseph 
Earle  Moore  of  Johns  Hopkins  Hospital  and  Uni- 
versity. He  will  be  concerned  primarily  with  the 
supervision  of  studies  of  the  effect  of  penicillin  in 
syphilis  now  in  progress  under  O.S.R.D.  auspices  at 
the  request  of  the  Armed  Forces. 


1944  Polio  Epidemic 

1 he  peak  of  the  1944  epidemic  of  infantile  paraly- 
sis for  the  nation  as  a whole  apparently  has  been 
passed,  and  the  incidence  of  the  disease  is  now  taper- 
ing off,  according  to  the  latest  reports  received  by 
The  National  Foundation  for  Infantile  Paralysis. 

The  heaviest  incidence  of  cases  for  the  nation  oc- 
curred in  the  week  of  September  2 when  1,683  cases 
were  reported  to  the  U.  S.  Public  Health  Service. 
Ihe  week  of  September  9 showed  a drop  to  1,487, 
and  reports  since  then  from  epidemic  states  indicate 
the  decline  is  continuing. 

I he  total  for  the  year  up  to  September  9 was 
10,959  c'ases,  or  more  cases  for  the  comparable  period 
than  at  any  time  since  America’s  worst  epidemic 
year  in  1916. 

This  year’s  total  for  the  first  36  weeks  is  2,030 
cases  higher  than  for  the  same  period  in  1931,  which 
to  date  is  the  second  highest  epidemic  year. 

In  combatting  the  epidemic,  the  National  Founda- 
tion has  sent  out  seven  doctors,  50  physical  thera- 
pists and  more  than  seven  tons  of  wool  as  well  as 
emergency  financial  relief.  The  American  Red 
Cross  has  recruited  approximately  700  nurses  to 
supplement  local  facilities  in  epidemic  areas.  All  26 
of  the  respirators  owned  by  the  National  Founda- 
tion are  still  in  active  use. 

Dr.  Miller  Elected 

At  the  recent  annual  meeting  of  the  New  England 
Surgical  Society  James  R.  Miller  of  Hartford  was 
elected  president  and  Clinton  D.  Deming  of  Hart- 
ford, secretary. 
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NEW  SERVICE  — The  Professional  Equipment  Company  of  New 
Haven  reports  that  requests  from  the  lay  public  for  short  wave  equipment  for 
home  use  have  consistently  been  refused  by  them  without  a doctor’s  prescrip- 
tion, but  the'  increasing  demand  suggests  that  some  doctors  may  be  overlooking 
this  service  to  patients.  No  inquiry  will  be  handled  without  a doctor’s  sanc- 
tion, but,  with  medical  guidance,  short  wave  rental  machines  are  available  for 
the  patient’s  use  at  home. 


(See  PAGE  2) 
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MEDICINE  AND  THE  WAR 


MEDICAL  EDUCATION  AFTER  THREE  YEARS  OF  WAR 

Willard  C.  Rappleye,  m.d.,  New  York  City 


The  Author.  Chairman,  Executive  Council,  Associ- 
ation of  American  Medical  College;  Dean,  Faculty 
of  Medicine,  Columbia  University 

'TpHE  primary  responsibility  of  medical  schools  in 
the  national  health  program  is  that  of  supplying 
an  adequate  number  of  well  trained  physicians  who 
are  prepared  to  meet  the  medical  needs  of  the  popu- 
lation. The  sixty-nine  approved  medical  schools  in 
the  United  States  are  graduating  each  year  in  normal 
times  a sufficient  number  of  such  physicians  to  meet 
the  requirements  of  the  country.  There  are  in  addi- 
tion to  the  sixty-nine  medical  schools  eight  schools 
of  basic  medical  science  that  provide  the  first  two 
years  of  the  training.  Students  then  transfer  to  one 
of  the  sixty-nine  institutions  offering  the  full 
training. 

These  approved  medical  schools  in  the  period  just 
previous  to  the  war  were  graduating  on  an  average 
of  approximately  4,900  doctors  a year.  In  addition 
to  this  source  of  supply  for  the  country  the  eight 
Canadian  medical  schools  have  supplied  about  sixty 
physicians  a year  to  this  country.  The  unapproved 
medical  schools  have  added  about  230  licensed  physi- 
cians per  year,  most  of  whom  have  been  licensed  in 
just  a few  states  which  recognize  such  institutions. 
The  graduates  of  osteopathy  who  are  entitled  to 
medical  licensure  in  certain  states  have  been  aver- 
aging around  200  per  year.  The  number  of  graduates 
of  foreign  medical  schools  just  previous  to  the  war 
totaled  in  the  neighborhood  of  400  to  500  per  year, 
a number  which  will  not  continue.  1 he  total  addi- 
tions to  the  medical  profession  annually  just  pre- 
vious to  the  war  averaged  between  5,800  and  5,900. 
The  death  rate  of  physicians  has  been  about  3,500 
per  year  (3,382  in  1943).  These  figures  indicate  a 
net  increase  to  the  profession  each  year  of  about 
2,000  doctors. 

The  ratio  of  physicians  in  the  United  States  to 
the  population  previous  to  the  present  war  was 
approximately  twice  that  of  such  countries  as  Eng- 


land, Denmark,  Switzerland  and  an  even  higher 
proportion  than  existed  in  Germany,  France  and  the 
Scandinavian  countries,  all  of  which  had  reasonably 
adequate  medical  services.  It  seems  entirely  reason- 
able to  state  that  the  number  of  physicians  available 
in  this  country  is  entirely  adequate  for  the  medical 
needs  of  peace  time  and  that  there  is  no  justification 
for  any  substantial  increase  in  the  output  of  the 
medical  schools. 

The  above  comments  apply  essentially  to  normal 
times.  At  the  moment  all  of  the  medical  schools  in 
this  country  are  operating  under  the  accelerated 
program  worked  out  by  the  medical  schools  and  this 
Association  and  have  carried  out  the  plan  with  the 
Army,  Navy,  and  Selective  Service.  This  accelerated 
program  provides  for  instruction  throughout  the 
calendar  year  instead  of  the  usual  eight  to  nine 
months.  The  net  results  of  this  effort  have  been  to 
increase  the  output  of  the  medical  schools  by  one- 
third  and  to  speed  up  the  production  of  these  men 
from  four  to  three  years.  During  the  period  1942- 
1948  the  medical  schools  will  graduate  eight  instead 
of  six  classes,  adding  an  additional  10,000  (approxi- 
mate) doctors  more  than  normal. 

The  attempt  in  recent  months  to  create  alarm 
over  the  possible  shortage  of  doctors  seems  un- 
warranted. This  attempt  may  have  unfavorable 
results  because  the  public  statements  and  presenta- 
tions to  members  of  Congress  and  others  are  creating 
an  impression  that  there  is  a need  for  more  facilities 
for  medical  instruction  in  order  to  meet  an  alleged 
future  shortage  of  doctors.  Facts  do  not  seem  to 
substantiate  these  assertions  and  it  would  be  un- 
fortunate if  the  standards  of  medical  education  in 
the  country  were  to  be  lowered  or  that  new  medical 
schools  be  created  when  there  is  no  evidence  that 
thoroughly  qualified  individuals  have  not  normally 
been  able  to  get  into  medical  schools. 

Much  has  been  made  recently  of  the  changes  in 
the  Selective  Service  regulations  and  even  more 
lately  the  regulations  of  the  Army  relative  to  the 
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Army  Appropriation  Bill.  At  this  moment  all  of  the 
medical  schools  whose  classes  have  or  are  to  open 
in  1944  will  be  filled  to  more  than  capacity.  1 he 
medical  schools  have  contracts  with  the  Army  for 
the  classes  opening  in  the  fall  of  1945  for  28  per  cent 
of  the  capacity  of  the  institutions.  The  Army  has 
enough  trainees  in  the  ASTP  college  programs 
approximately  to  fill  the  quotas.  The  Navy  has  con- 
tracted for  32  per  cent  of  the  capacity  of  the  medical 
schools  and  has  more  than  enough  trainees  to  fill 
this  quota.  Assuming  that  these  plans  will  be  con- 
tinued, the  two  services  have  already  arranged  for  60 
per  cent  of  the  medical  schools  capacity  for  1945.  In 
addition  to  this  source  of  supply  there  are  numbers 
of  well  qualified  women  who  desire  to  enter  medical 
schools  in  1945.  1 here  are  also  the  4-Fs  under 
Selective  Service  and  a number  of  discharged  service 
men  in  i-C  who  will  be  available  a year  from  now 
to  begin  medical  studies.  These  various  sources  indi- 
cate at  this  time,  a year  in  advance  of  opening  of 
most  of  the  medical  schools  in  1945,  that  the  schools 
are  already  booked  for  75  per  cent  of  their  capacity. 

This  Association  has  had  under  discussion  with 
Selective  Service,  the  Army  and  Navy  authorities 
the  possibility  as  suggested  in  President  Roosevelt’s 
letter  of  July  5 to  Representative  Miller,  that  well 
qualified  men  now  in  service  who  have  done  their 
tour  of  duty  and  who  are  qualified  and  desire  to 
study  medicine  might  be  released  to  resume  their 
professional  training  interrupted  by  the  war. 

Those  of  us  responsible  for  the  administration  of 
the  medical  schools  are  not  disquieted  by  the  pos- 
sible shortage  of  medical  students  in  1945  and  there- 
after. Any  favorable  development  in  the  plans  for 
even  partial  demobilization  of  the  Army  during  the 
next  year  will  produce  not  a shortage  of  medical 
students  but  an  excess  number  of  applicants.  In  view 
of  the  extra  production  during  the  current  period 
of  about  10,000  doctors  more  than  normal  and  in 
view  of  the  well  founded  predictions  of  Selective 
Service  Headquarters  that  under  existing  programs 
the  ratio  of  doctors  to  the  population  in  1949  will 
be  about  one  physician  to  733  individuals,  there  is 
no  cause  for  anxiety.  This  Association  and  the 
medical  schools  continue  to  support  the  attitude  of 
Selective  Service,  the  War  Department,  the  Navy 
Department,  the  Inter-Agency  Deferment  Com- 
mittee and  the  White  House  on  the  question  of 
manpower  as  related  to  medicine.  We  are  interested, 
as  the  country  should  be,  not  in  training  more  but 


in  preparing  better  doctors. 

There  is  every  reason  to  believe  that  large  num- 
bers of  ex-service  men  and  those  discharged  even  in 
the  early  stages  of  Army  demobilization  will  wish  to 
study  medicine.  Many  of  these  young  men  are 
already  partially  qualified  because  in  numerous 
instances  they  left  their  college  training  to  go  into 
the  service.  The  medical  schools  are  anxious  to  ad- 
mit these  men  and  to  give  them  the  very  best 
possible  training.  This  can  only  be  done  with  full 
satisfaction  to  everyone  concerned  and  to  the  coun- 
try at  large  if  the  medical  school  facilities  are  ade- 
quate. It  is,  therefore,  of  great  importance  that  the 
essential  teachers  in  the  medical  schools  who  are 
now  in  the  services  be  discharged  at  the  earliest 
possible  moment  to  return  to  their  teaching  posts. 
It  is  upon  these  men  particularly  that  the  medical 
schools  must  rely  to  a considerable  extent  in  the 
future  to  meet  their  obligations  not  only  for  under- 
graduate medical  instruction  but  also  to  contribute 
to  the  re-education  and  completion  of  the  prepara- 
tion of  many  of  the  young  doctors  now  in  the  serv- 
ice whose  professional  training  has  been  interrupted 
or  abbreviated.  The  early  return  of  key  teaching- 
personnel  is  highly  important  if  the  medical  schools 
are  to  discharge  properly  their  several  responsibil- 
ities in  the  immediate  post  war  era. 

THE  DISTRIBUTION  OF  PHYSICIANS 

'The  problem  associated  with  the  supply  of  doc- 
tors for  the  country  is  not  one  so  much  of  initial 
supply  as  it  is  of  distribution.  In  peace  time,  there  are 
sufficient  doctors  in  the  country  to  render  a satis- 
factory medical  service  in  most  communities.  Cer- 
tain areas  of  the  country  have  had  more  physicians 
than  are  or  can  be  effectively  employed  under  exist- 
ing circumstances  ( except  during  the  war  emergency 
when  the  number  of  civilian  physicians  temporarily 
is  greatly  reduced). 

Modern  medical  knowledge  is  now  so  complex 
and  requires  so  many  different  skills  that  no  single 
individual  can  master  the  entire  subject.  Hence 
specialization  has  developed  and  must  of  necessity 
lead  to  some  form  of  group  practice.  The  nucleus 
of  modern  medical  care  is  the  hospital  center 
equipped  to  give  full  and  complete  medical,  surgi- 
cal, laboratory,  nursing,  dietary  and  specialized 
services  to  patients  and  to  provide  at  the  same  time 
those  facilities  required  by  physicians,  general  prac- 
titioners as  well  as  specialists,  to  carry  on  satisfactory" 
modern  medical  practice. 
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The  primary  problem  of  the  medical  care  in  the 
country  today  is  that  of  providing  a reasonable 
number  of  hospital  centers  which  not  only  will 
provide  for  professional  care  in  local  communities 
but  will  serve  as  the  vehicle  for  a more  satisfactory 
distribution  of  well  trained  physicians.  These 
younger  graduates  will  not  go  into  practice  with 
any  eagerness  in  local  communities  unless  modern 
facilities  for  such  practice  are  available.  It  is  in  such 
institutions  also  that  these  younger  graduates  can  be 
more  effectively  used  than  they  are  today.  Perhaps 
the  greatest  waste  of  medical  manpower  and  skill  in 
our  present  system  of  medical  service  is  that  period 
of  five  to  ten  years  after  completion  of  hospital 
training  when  these  young  men  and  women  are 
only  partly  occupied  with  the  early  stages  of  in- 
dependent practice. 

HOSPITAL  CENTERS 

The  development  of  hospital  centers  where  young- 
energetic,  well  trained  and  competent  individuals 
could  work  effectively  at  a time  when  they  can 
make  their  maximum  contribution  to  public  wel- 
fare would  be  an  addition  to  the  health  services  of 
the  country  of  great  importance.  There  should  be 
provided  in  such  hospital  centers  adequate  numbers 
of  technical  assistants  and  other  aids  who  can  do, 
under  proper  supervision,  a great  deal  of  the  neces- 
sary laboratory  and  technical  services,  thus  again 
conserving  the  time  and  talents  of  this  highly  trained 
group  of  young  physicians  for  treating  the  patients 
and  permitting  more  time  for  continued  self- 
development. 


TEACHERS 

The  success  and  long  term  development  of  medi- 
cal education  in  this  country  will  require  a constant 
supply  of  well-trained  teachers  and  investigators. 
Many  institutions  would  be  able  to  make  a far 
better  contribution  to  the  over-all  program  should 
financial  aid  be  available  on  such  terms  that  would 
not  interfere  with  the  scientific  development  of 
individuals’ and  institutions  or  with  the  selection  of 
men  and  women  to  conduct  the  educational  pro- 
grams. There  are  sufficient  numbers  of  qualified 
younger  men  and  women  who  would  be  eager  to 
continue  a career  in  scientific  medicine  and  in  medi- 
cal education  should  opportunities  and  a future  be 
assured. 

The  present  quality  of  medical  training  in  this 
country  is  not  surpassed  anywhere  in  the  world. 
This  was  true  even  before  the  war.  Great  opportu- 
nities he  ahead  for  contributions  to  the  public  inter- 
est by  the  medical  schools  of  the  country  provided 
they  are  not  subjected  to  controls  by  the  practicing 
profession  or  by  government  agencies  in  carrying 
out  their  long  term,  broad  public  responsibilities. 
The  source  of  supply  of  adequate  numbers  of  prop- 
erly qualified  and  well  trained  physicians  should  be 
jealously  safeguarded  in  every  possible  way  in  order 
to  insure  during  the  coming  decades  the  annual  out- 
put of  the  highest  qualified  physicians  that  can  be 
found  anywhere  in  the  world.  The  quality  of  such 
instruction  and  the  morale  of  the  staffs  and  students 
can  be  insured  by  the  recognition  by  all  responsible 
authorities  of  the  indispensable  function  of  medical 
education  in  the  national  welfare. 


A PRELIMINARY  REPORT  ON  THE  POST  WAR  RELOCATION  SURVEY  OF 
THE  COMMITTEE  ON  MEDICAL  CARE  AND  HEALTH  OF  CONNECTICUT 

POST  WAR  PLANNING  BOARD 


On  July  10,  1944,  the  Committee  on  Medical  Care 
and  Health  forwarded  to  each  Connecticut  physi- 
cian in  the  military  service  a questionnaire  accom- 
panied by  a personal  letter  from  the  chairman,  Dr. 
James  R.  Miller,  in  which  he  stated  that  the  Com- 
mittee “would  like  to  know  what  you  are  thinking 
and  what  your  proposed  plans  may  be.”  Of  the  851 
questionnaires  forwarded,  48  have  been  returned  for 
better  addresses,  and  2 were  returned  by  the  censor 
because  the  physicians  were  prisoners  of  the  Japa- 
nese government.  On  August  31,  1944,  300  question- 


naires had  been  returned.  The  first  100  replies  were 
received  from  physicians  still  located  in  this  country. 
The  next  200  have  come  in  from  all  the  fighting- 
fronts  of  the  world.  The  300  returned  constitute 
35.3  per  cent  of  the  total  and  now  warrant  a pre- 
liminary tabulation  of  the  answers  to  the  eight  direct 
questions  as  well  as  some  detail  on  the  individual 
comments  which  accompanied  the  questionnaires. 

It  is  extremely  interesting  to  note  that  135  of  the 
300  physicians  who  replied,  made  some  additional 
comments.  Among  these: 
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6  wrote  particularly  about  the  development  of 
socialized  or  state  medicine  (4  forcefully  re- 
questing the  Committee  to  prevent  any  sociali- 
zation of  the  medical  care  program  and  2 
interested  in  the  development  of  a socialized 
state  program); 

9  physicians  (6  in  the  Army  and  3 in  the  Navy) 
were  indignant  over  the  lack  of  clinical  work; 

2  were  interested  in  applying  for  appointments  to 
the  staffs  of  veteran  hospitals  (graduated  from 
medical  school  between  1935-39); 

4 wished  to  be  placed  in  teaching  positions; 

2  expressed  interest  in  participating  in  a group 
practice; 

10  expressed  serious  financial  concern; 

2 wanted  institutional  positions; 

1 wanted  to  enter  the  public  health  service; 

2 wanted  positions  in  industrial  medicine; 

4 were  critical  of  the  action  of  the  Committee; 

20  expressed  pleasure  that  the  Committee  is  plan- 
ning for  the  future  and  expressed  themselves 
generally  as  follows:  “In  my  contacts  with 
younger  physicians  in  the  service,  there  is  con- 
siderable confusion,  even  despair  at  thoughts  of 
the  future  and  I heartily  endorse  this  type  of 
post  war  planning.”— (Captain  in  the  Army  Air 
Force  Service). 

1 6 expressed  interest  in  specialties,  including  radi- 
ology, proctology,  roentgenology,  ophthal- 
mology, gynecology.  Many  inquired  about  the 
American  Boards  of  Specialties. 

In  answer  to  the  first  question,  “Do  you  plan  to 
return  to  Connecticut  to  engage  in  the  practice  of 
medicine  after  your  military  discharge?”,  we  re- 
ceived the  following  responses: 

275  or  91.6  per  cent  of  the  300  answered  “Yes”; 

21  answered  “No”; 

4 were  undecided. 

Of  the  275  who  answered  “Yes”  to  question  1: 
244  or  88  per  cent  intend  to  return  to  the  same 
community  in  Connecticut; 

19  do  not  and 

12  are  undecided. 

Of  the  19  who  do  not  intend  to  return  to  the  same 
community  in  Connecticut: 

1 3 wish  to  locate  in  a larger  community; 

5 in  a smaller  community  and 

1 is  undecided. 

Of  these  300  physicians: 

17 1 or  57  per  cent  will  want  a period  of  postgradu- 
ate instruction  or  refresher  courses  before  they 


resume  the  practice  of  medicine; 

1 2 1 do  not  want  such  instruction  and 
8 are  undecided. 

Of  the  17 1 who  desire  such  instruction: 

87  prefer  hospital  residencies; 

81  want  short  term  postgraduate  didactic  courses 
and 

3 did  not  express  a preference. 

Of  the  87  who  specified  preference  for  hospital 
residencies: 

16  designated  a willingness  to  spend  6 months; 

30  designated  a willingness  to  spend  12  months; 

7  designated  a willingness  to  spend  18  months; 

19  designated  a willingness  to  spend  24  months; 

7 designated  a willingness  to  spend  36  months; 

8 did  not  specify. 

Of  the  81  who  expressed  a preference  for  short 
term  courses: 

4 designated  a willingness  to  spend  1 month; 

4 designated  a willingness  to  spend  2 months; 

27  designated  a willingness  to  spend  3 months; 

32  designated  a willingness  to  spend  6 months; 

3 designated  a willingness  to  spend  9 months; 

7 designated  a willingness  to  spend  12  months; 

4 did  not  specify. 

In  response  to  the  question,  “Has  your  military 
service  up  to  the  present  time  been  so  lacking  in 
medical  experience  that  you  feel  that  you  have 
grown  rusty  for  civilian  practice”: 

130  or  34.3  per  cent  answered  “Yes”; 

190  answered  “No”; 

7 did  not  respond. 

In  answer  to  the  question  dealing  with  clinical 
work  during  military  service; 

122  said  their  work  was  interesting; 

72  said  it  was  good; 

42  said  it  was  disappointing; 

53  said  it  was  lacking; 

4 inserted  fair; 

7 did  not  answer  this  question. 

The  responses  relatives  to  the  graduation  year 
from  medical  school  for  these  300  physicians  have 
been  grouped  as  follows: 

5 graduated  before  1919; 

11  graduated  between  1920-1924; 

50  graduated  between  1925-1929; 

100  graduated  between  1930-1934; 

101  graduated  between  1935-1939; 

31  graduated  between  1940-1944; 

2 no  answer, 

indicating  that  234  or  78  per  cent  have  graduated 
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from  medical  schools  in  the  past  14  years. 

A further  breakdown  of  the  above  responses  re- 
lated to  the  question  of  further  education  and  train- 
ing indicates  that  with: 

1 7 1 doctors  who  want  further  education 

1 2 1 who  do  not 


2 

graduation  from  medical  school  took  pi 
before  1919 

ace 

3 

6 

between  1920-24 

5 

22 

between  1925-29 

28 

48 

between  1930-34 

48 

64 

between  1935-39 

34 

29 

between  1940-44 

1 

no  answer 

2 

171 

121 

In  the  first  group  of  1 7 1 who  desire  further  edu- 
cation and  training  93  or  54.3  per  cent  have  gradu- 
ated from  medical  schools  in  the  past  10  years,  while 
in  the  second  group  of  12 1,  who  do  not  feel  the  need 
of  further  study  only  35  or  28.9  per  cent  graduated 
in  that  period. 

When  the  responses  to  need  for  further  study  are 
related  to  evaluation  of  the  clinical  experience  in 
the  Armed  Forces,  you  find  that: 

1 7 1 who  want  further  training  1 2 1 who  do  not 

clinical  experience  was  reported  as 


46 

interesting 

73 

34 

good 

38 

37 

disappointing 

5 

0 

fair 

3 

51 

lacking 

2 

3 

no  answer 

171 

1 2 1 

In  the  first  group  of  1 71,  80  or  46.7  per  cent  found 
their  experience  interesting  and  good  while  in  the 
second  group,  1 1 1 or  91.7  per  cent  found  their  clini- 
ical  experience  in  these  better  categories. 

The  request  for  individual  information,  the  letters 
expressing  opinions  for  the  Committee’s  considera- 
tion have  been  personally  answered  in  each  case.  It 
is  apparent  from  the  general  tone  of  the  requests 
that  it  would  be  advisable  to  send  definite  informa- 
tion to  all  physicians  concerning  the  GI  Bill  of 
Rights  with  special  reference  to  governmental  pro- 
visions for  professional  training.  It  is  also  evident 
that  they  like  the  idea  of  special  attention  from  a 
Connecticut  authority  and  feel  that  they  can  express 
their  ideas  freely. 

Mrs.  Frances  L.  Roth,  Executive  Secretary 


First  Hartford  Hospital  War  Casualty 

Philip  W.  Carey,  1st  Lieut.,  MC— USNR,  was 
killed  in  action  in  the  South  Pacfiic  on  September 
15,  1944  while  attached  to  the  First  Marine  Division 
Medical  Corps,  First  Tank  Battalion.  Lieutenant 
Carey  was  born  at  Springfield,  Massachusetts  in 
1917,  and  graduated  from  the  University  of  Roches- 
ter in  1939  with  an  a.b.  degree  and  a Phi  Beta  Kappa 
key.  He  had  an  unusually  fine  voice  and  entered  the 
University  of  Rochester  largely  on  account  of  the 
musical  courses  offered  there.  Four  years  later  he 
received  his  m.d.  from  Harvard  Medical  School  and 
served  his  internship  at  the  Hartford  Hospital  from 
March  to  December  1943.  From  Hartford  he  was 
ordered  to  St.  Albans  Hospital,  Long  Island,  N.  Y., 
thence  to  Camp  Lejeune,  North  Carolina,  and  then 
overseas. 

Phil  Carey  was  a happy  lad,  as  well  as  a good  com- 
panion, interested  in  his  work  and  in  his  patients. 
While  in  Hartford  Hospital  his  record  was  an 
enviable  one,  surpassed  by  very  few  interns  in  that 
institution.  The  respect  accorded  him  by  both 
attending  and  intern  staffs  was  evidenced  by  his 
selection  as  spokesman  for  his  class  at  the  time  he 
graduated  from  the  hospital.  The  affection  all  felt 
for  him  remains  as  one  of  the  intangibles  which  will 
outlive  the  present  gigantic  struggle  and  in  a small 
wav  compensate  for  the  terrific  losses  in  human  life. 

Medical  Department  Trains  Medical 
Administrative  Corps  Officers  As 
Battalion  Surgeon  Assistants 

In  order  to  relieve  the  critical  shortage  of  doctors, 
the  Medical  Department  has  recently  increased  its 
quota  for  admission  to  officer  candidate  schools  and 
has  initiated  a new  program  of  training  graduate 
administrative  officers  as  battalion  surgeon  assistants. 
Between  now  and  April  1945  appointments  will  be 
made  in  the  Medical  Administrative  Corps  after 
seventeen  weeks  training  at  Camp  Barkeley,  Texas, 
and  Carlisle  Barracks,  Pennsylvania. 
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From  among  these  graduates,  officers  with  appro- 
priate backgrounds  will  be  selected  to  receive  six 
weeks  additional  training  at  Camp  Barkeley  for  duty 
assisting  battalion  surgeons.  The  special  training 
consists  principally  of  advanced  first  aid  which  will 
qualify  these  officers  to  relieve  battalion  surgeons  of 
details  and  thus  permit  the  surgeons  time  for  purely 
medical  and  surgical  work. 

Posthumous  Honors  For  Miss  Esther 
Richards,  First  Woman  Red  Cross 
Worker  Killed  Overseas 

The  Army  has  awarded  the  Purple  Heart  post- 
humously to  Adiss  Esther  Richards  of  Burlingame, 
Calif.,  the  first  Red  Cross  worker  to  give  her  life  for 
her  country  overseas.  Miss  Richards,  who  at  one 
time  was  a member  of  the  Army  Nurse  Corps,  was 
killed  while  serving  as  a Red  Cross  social  worker  in 
a hospital  on  the  Anzio  Beachhead.  The  Italian  Gov- 
ernment also  has  honored  her,  bestowing  post- 
humously the  “War  Cross  of  Military  Valor.”  The 
City  of  San  Francisco  has  presented  a Resolution  to 
her  family. 

Hospital  Ward  Cars  to  Have  Buffet 
Kitchens 

The  first  hospital  ward  car  to  be  remodeled  with 
a buffet  kitchen  was  inspected  on  its  recent  Wash- 
ington stop-over  by  members  of  the  Office  of  The 
Surgeon  General.  Buffet  kitchens  are  now  being  in- 
stalled in  all  hospital  ward  cars  and  hospital  ward 
dressing  cars  so  hot  food  service  will  always  be 
available  to  patients  in  transit  even  though  the  indi- 
vidual car  is  attached  to  a train  which  does  not  carry 
a kitchen. 

Convalescent  Troops  Follow  Progress 
of  War  in  Films 

Convalescent  troops  are  now  able  to  follow  the 
progress  of  the  war  by  means  of  “Restricted  Staff 
Film  Reports”  prepared  by  Army  Pictorial  Service 
of  the  Signal  Corps,  Army  Service  Forces,  and  dis- 
tributed to  all  of  the  60  general  military  hospitals  in 
the  continental  United  States,  the  War  Department 
announced. 

These  photographic  “reports”  are  official  versions, 
not  available  to  the  public,  of  combat  photography 
released  after  review  by  the  Office  of  The  Surgeon 
General  of  the  Army. 


The  films  are  factual  and  objective,  presenting 
surveys  of  military  operations  on  all  fronts,  with 
explanatory  remarks,  but  with  no  editorial  comment 
of  any  kind.  Every  effort  is  made  to  keep  them  up  to 
the  minute.  Individual  films  vary  in  length  from  15 
to  30  minutes,  depending  upon  the  amount  of  foot- 
age flown  back  each  week  from  different  war 
theaters  and  the  importance  of  the  pictures  them- 
selves. 

By  an  extension  of  the  plan  bed-ridden  soldiers  on 
U.  S.  Army  hospital  ships  returning  from  the  differ- 
ent war  theaters  to  the  United  States  also  see  combat 
films.  (From  Army  Addenda.) 

Typhus  Commission  Medal  Awarded 
to  Four 

The  United  States  of  America  Typhus  Commis- 
sion Adedal  has  been  awarded  by  order  of  the  Presi- 
dent to  Dr.  Abdel  Wahed  El  Wakil,  Egyptian  Min- 
ister of  Health,  and  to  three  British  Brigadiers  of 
the  Royal  Army  Adedical  Corps  for  the  help  they 
have  given  representatives  of  the  Commission  in 
investigating  typhus  fever  in  the  Aliddle  East  and 
southern  Italy.  The  members  of  the  Royal  Army 
Medical  Corps  are  Brigadiers  John  S.  K.  Boyd, 
George  B.  Parkinson  and  Rudol  W.  Galloway. 

Dr.  Waki  was  cited  for  his  close  cooperation  with 
the  Commission  at  Cairo  which  resulted  in  benefit  to 
the  military  forces;  Brigadier  Boyd’s  citation  was 
for  his  cooperation  in  arranging  for  the  distribution 
of  typhus  vaccine  through  the  Aliddle  East;  and 
Brigadier  Parkinson  and  Brigadier  Galloway  were 
cited  for  their  help  in  preventing  the  spread  of 
typhus  in  southern  Italy. 

Army  Steps  Up  Daily  Shipments  of 
Whole  Blood 

Since  the  designation  of  Boston  as  a whole-blood 
donor  center  in  addition  to  New  York  and  Wash- 
ington, the  shipments  of  type  “O”  blood  which  the 
Army  is  flying  across  the  Atlantic  have  been  stepped 
up  to  750  pints  a day  and  even  larger  shipments  are 
anticipated.  Whole  blood  has  always  been  used  (in 
addition  to  plasma)  for  severe  hemorrhage  and  sur- 
gical cases  and  up  to  now  the  source  of  donors  in 
the  various  theaters  was  adequate.  With  increased 
activities  in  France,  however,  it  was  estimated  that 
requirements  would  exceed  the  amount  of  blood 
available  in  this  theater  so  arrangements  were  made 
for  the  Red  Cross  to  collect  the  blood  here  and  the 
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Army  to  fly  it  across. 

This  whole  blood  is  available  for  transfusion  in 
the  European  theater  within  24  hours  after  leaving 
the  U.  S. 

Advance  in  Aural  Rehabilitation  Program 

Borden  General  Hospital,  Chickasha,  Okla.,  has 
installed  electroacoustical  apparatus  enabling  it  to 
fit  the  individual  patient  with  the  best  combination 
of  manufactured  hearing  aids.  Such  equipment  is 
rarely  found  in  civilian  institutions  and  represents  a 
progressive  step  in  the  aural  rehabilitation  program. 

Hoff  General  Hospital,  Santa  Barbara,  Calif.,  and 
Deshon  General  Hospital,  Butler,  Pa.,  will  be 
similarly  equipped  in  the  near  future. 

New  Penicillin  Study  Instituted  at 
Fort  Bragg 

Dr.  Charles  Rammelkamp,  member  of  the  Com- 
mission on  Acute  Respiratory  Diseases,  Epidemio- 
logical Board,  Preventive  Medicine  Service,  Office 
of  The  Surgeon  General,  and  Captain  William 
Leifer,  MC,  Regional  Hospital,  Fort  Bragg,  North 
Carolina,  recently  spent  several  days  in  the  Office  of 
The  Surgeon  General  conferring  on  the  new  method 
of  administering  penicillin  developed  by  Captain 
Romansky,  MC,  at  the  Army  Medical  Center.  The 
new  technique  prolongs  the  action  of  penicillin  by 
suspending  it  in  a mixture  of  4 per  cent  beeswax  and 
peanut  oil.  Dr.  Rammelkamp  will  act  in  a consulting 
capacity  with  Captain  Leifer  who  is  instituting  a 
study  of  the  method  at  Fort  Bragg  Regional  Hos- 
pital. It  is  believed  the  new  method  will  have  im- 
portant effects  upon  the  use  of  this  agent. 

Bruns  General  Hospital  Becomes 
Tuberculosis  Center 

The  Bruns  General  Hospital  located  in  Santa  Fe, 
N.  M.,  under  the  command  of  Brigadier  General 
Larry7  B.  McAfee,  MC,  has  been  designated  as  an 
Army  center  for  the  treatment  of  tuberculosis.  The 
hospital  is  specially  staffed  with  tuberculosis  experts, 
and  utilizes  the  most  modern  equipment  and  methods 
of  treatment. 

Bruns  General  Hospital  was  named  in  honor  of 
Colonel  Earl  Harvey  Bruns,  MC,  who  was  one  of 
the  most  distinguished  phthisiologists  in  the  history 
of  the  Army.  As  Chief  of  Medical  Service  at  Fitz- 
simons  General  Hospital,  Denver,  Colo.,  which  is 


also  an  Army  tuberculosis  center,  he  introduced 
much  of  the  therapeutic  practice  now  in  effect  there 
and  trained  many  officers  in  the  principles  of  tuber- 
culosis control. 

Laundry  Process  Utilizing  Sea  Water 
Developed 

A process  which  makes  use  of  sea  water  for  laun- 
dry purposes  has  been  developed,  and  will  soon  be 
in  use  on  all  Army  hospitals  ships.  In  initial  experi- 
ments the  United  States  Army  hospital  ship,  Wis- 
teria, was  selected  for  a practical  test  at  sea,  and  in  a 
thirty  day  period,  36,101  pieces  were  successfully 
laundered  with  sea  water.  This  meant  a saving  of 
about  two-thirds  the  linen  inventory7  carried  by  hos- 
pital ships,  or  room  for  four  more  bed  patients  or 
ten  more  walking  cases  on  each  ship.  The  saving 
effected  in  fresh  water  was  4,480  gallons  a day,  and 
the  reduction  in  amount  of  linen  used  represented  a 
considerable  financial  saving.  The  process  can  be  in- 
stalled in  any  ship’s  laundry  by  cutting  in  the  salt 
water  pipe.  Its  use  on  troopships  and  island  bases  is 
also  contemplated. 

General  Hospitals  Designated  As  Special 
Treatment  Centers 

AMPUTATIONS 

Bushnell  at  Brigham  City,  Utah;  England  at  At- 
lantic City,  N.  J.;  Percy  Jones  at  Battle  Creek,  Mich.; 
Lawson  at  Atlanta,  Ga.;  McCloskey  at  Temple,  Tex.; 
Walter  Reed  at  Washington,  D.  C. 

NEUROSURGERY 

Ashford  at  White  Sulphur  Springs,  W.  Va.;  Baker 
at  Martinsburg,  W.  Va.;  Brooke  at  Fort  Sam  Hous- 
ton, Tex.;  Bushnell  at  Brigham  City,  Utah;  Cushing 
at  Framingham , Mass.;  DeWitt  at  Auburn,  Calif.; 
England  at  Atlantic  City,  N.  J.;  Hammond  at 
Modesto,  Calif.;  Percy  Jones  at  Battle  Creek,  Mich.; 
Kennedy  at  Ademphis,  Tenn.;  Lawson  at  Atlanta, 
Ga.;  Mayo  at  Galesburg,  111.;  McCloskey  at  Temple, 
Tex.;  McCaw  at  Walla  Walla,  Wash.;  Nichols  at 
Louisville,  Ky.;  Northington  at  Tuscaloosa,  Ala.; 
O’Reilly  at  Springfield,  Mo.;  Wakeman  at  Camp 
Atterbury,  Inch;  Walter  Reed  at  Washington,  D.  C. 

THORACIC  SURGERY 

Baxter  at  Spokane,  Wash.;  Brooke  at  Fort  Sam 
Houston,  Tex.;  Fitzsimmons  at  Denver,  Colo.; 
Kennedy  at  Memphis,  Tenn.;  Walter  Reed  at  Wash- 
ington, D.  C, 
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PLASTIC  SURGERY  AND  OPHTHALMOLOGIC  SURGERY 

Baker  at  Martinsburg,  W.  Va.;  Beaumont  at  El 
Paso,  Tex.;  Cushing  at  Framingham,  Mass.;  Dibble 
at  Menlo  Park,  Calif.;  Northington  at  Tuscaloosa, 
Ala.;  O’Reilly  at  Springfield,  Mo.;  Valley  Forge  at 
Phoenixville,  Pa.;  Wakeman  at  Camp  Atterbury, 
Ind. 

OPHTHALMOLOGIC  SURGERY  AND  BLIND 

Dibble  at  Menlo  Park,  Calif.;  Valley  Forge  at 
Phoenixville,  Pa. 

DEAF 

Borden  at  Chickasha,  Okla.;  Deshon  at  Butler,  Pa.; 
Hoff  at  Santa  Barbara,  Calif. 

DEEP  X-RAY  THERAPY 

Army  & Navy  at  Hot  Springs,  Ark.;  Beaumont  at 
El  Paso,  Tex.;  Brooke  at  Fort  Sam  Houston,  Tex.; 
Bushnell  at  Brigham  City,  Utah;  Fitzsimmons  at 
Denver,  Colo.;  Percy  Jones  at  Battle  Creek,  Mich.; 
Fawson  at  Atlanta,  Ga.;  Fetterman  at  San  Francisco, 
Calif.;  Walter  Reed,  Washington,  D.  C. 

RADIUM  THERAPY 

Army  and  Navy  at  Hot  Springs,  Ark.;  Fetterman 
at  San  Francisco,  Calif.;  Walter  Reed,  Washington, 
D.  C. 

VASCULAR 

Ashford  at  White  Sulphur  Springs,  W.  Va.;  De- 
Witt  at  Auburn,  Calif.;  Mayo  at  Galesburg,  111. 

NEUROLOGY 

Ashford  at  White  Sulphur  Springs,  W.  Va.;  Baker 
at  Martinsburg,  W.  Va.;  Brooke  at  Fort  Sam  Hous- 
ton, Tex.;  Bushnell  at  Brigham  City,  Utah;  Cushing 
at  Framingham,  Mass.;  DeWitt  at  Auburn,  Calif.; 
England  at  Atlantic  City,  N.  J.;  Hammond  at 
Modesto,  Calif.;  Percy  Jones  at  Battle  Creek,  Mich., 
Kennedy  at  Memphis,  Tenn.;  Lawson  at  Atlanta, 
Ga.;  Mayo  at  Galesburg,  111.;  McCloskey  at  Temple, 
Tex.;  McCaw  at  Walla  Walla,  Wash.;  Nichols  at 
Louisville,  Ky.;  Northington  at  Tuscaloosa,  Ala.; 
O’Reilly  at  Springfield,  Mo.;  Wakeman  at  Camp 
Atterbury,  Ind.;  Walter  Reed  at  Washington,  D.  C. 

ARTHRITIS 

Army  and  Navy  at  Hot  Springs,  Ark.;  Ashburn 
at  McKinney,  Tex. 

CNS  SYPHILIS 

Birmingham  at  Van  Nuys,  Calif.;  Finney  at 
rhomasville,  Ga.;  Harmon  at  Longview,  Tex.; 


Lovell  at  Ft.  Devens,  Mass.;  Schick  at  Clinton,  Iowa; 
Thayer  at  Nashville,  Tenn.;  Woodrow  Wilson  at 
Staunton,  Va. 

TUBERCULOSIS 

Bruns  at  Sante  Fe,  N.  M.;  Fitzsimmons  at  Denver, 
Colo. 

RHEUMATIC  FEVER 

Birmingham  at  Van  Nuys,  Calif.;  Foster  at  Jack- 
son,  Miss.;  Torney  at  Palm  Springs,  Calif. 

TROPICAL  DISEASE 

Moore  at  Swannanoa,  N.  C. 

MEDICINE 

Army  and  Navy  at  Hot  Springs,  Ark.;  Ashburn 
at  McKinney,  Tex.;  Ashford  at  White  Sulphur 
Springs,  W.  Va.;  Battey  at  Rome,  Ga.;  Baxter  at 
Spokane,  Wash.;  Birmingham  at  Van  Nuys,  Calif.; 
Bruns  at  Sante  Fe,  N.  M.;  DeWitt  at  Auburn,  Calif.; 
Finney  at  Thomasville,  Ga.;  Fitzsimmons  at  Denver, 
Colo.;  Fletcher  at  Cambridge,  Ohio;  Foster  at  Jack- 
son,  Miss.;  Harmon  at  Longview,  Tex.;  Lovell  at 
Ft.  Devens,  Mass.;  Mayo  at  Galesburg,  111.;  Moore 
at  Swannanoa,  N.  C.;  Oliver  at  Augusta,  Ga.; 
Rhoads  at  Utica,  N.  Y.;  Schick  at  Clinton,  Iowa; 
Thayer  at  Nashville,  ,Tenn.;  Tilton  at  Ft.  Dix,  N.  J.; 
Torney  at  Palm  Springs,  Calif.;  Vaughan  at  Hines, 
111.;  Walter  Reed  at  Washington,  D.  C.;  Winter  at 
Topeka,  Kansas;  Woodrow  Wilson  at  Staunton,  Va. 

PSYCHIATRY 

Baker  at  Martinsburg,  W.  Va.;  Battey  at  Rome, 
Ga.;  Beaumont  at  El  Paso,  T.ex.;  Birmingham  at  Van 
Nuys,  Calif.;  Brooke  at  Fort  Sam  Houston,  Tex.; 
Bushnell  at  Brigham  City,  Utah;  Crile  at  Cleveland, 
Ohio;  Cushing  at  Framingham,  Mass.;  Darnall  at 
Danville,  Ky.;  DeWitt  at  Auburn,  Calif.;  Dibble  at 
Menlo  Park,  Calif.;  Finney  at  Thomasville,  Ga.;  Fitz- 
simmons at  Denver,  Colo.;  Harmon  at  Longview, 
Tex.;  Kennedy  at  Memphis,  Tenn.;  La  Garde  at 
New  Orleans,  La.;  Mayo  at  Galesburg,  111.;  McClos- 
key at  Temple,  Tex.;  McCaw  at  Walla  Walla, 
Wash.;  Moore  at  Swannanoa,  N.  C.;  Northington  at 
Tuscaloosa,  Ala.;  Schick  at  Clinton,  Iowa;  Valley 
Forge  at  Phoenixville,  Pa.;  Vaughan  at  Hines,  111.; 
Walter  Reed  at  Washington,  D.  C.;  Winter  at 
Topeka,  Kansas. 

HISTOPATHOLOGIC 

Army  and  Navy  at  Hot  Springs,  Ark.;  Barnes  at 
Vancouver,  Wash.;  Beaumont  at  El  Paso,  Tex.; 
Billings  at  Indianapolis,  Ind.;  Brooke  at  Fort  Sam 
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Houston,  Tex.;  Bushnell  at  Brigham  City,  Utah; 
Fitzsimmons  at  Denver,  Colo.;  Hoff  at  Santa  Bar- 
bara, Calif.;  Lawson  at  Atlanta,  Ga.;  Letterman  at 
San  Francisco,  Calif.;  Lovell  at  Ft.  D evens,  Mass.; 
O’Reilly  at  Springfield,  Mo.;  Stark  at  Charleston, 
S.  C.;  Thayer  at  Nashville,  Term.;  Valley  Forge  at 
Phoenixville,  Pa. 

PRISONER  OF  WAR 

Billings  at  Indianapolis,  Ind.;  Bruns  at  Sante  Fe, 
N.  M.;  Bushnell  at  Brigham  Ctiy,  Utah;  Fitzsimmons 
at  Denver,  Colo.;  Glennan  at  Okmulgee,  Okla.; 
Halloran  at  Staten  Island,  N.  Y.;  Lawson  at  Atlanta, 
Ga.;  Lovell  at  Ft.  D evens,  Mass.;  Mason  at  Brent- 
wood, N.  Y.;  Mayo  at  Galesburg,  111.;  McCloskey  at 
Temple,  Tex.;  Oliver  at  Augusta,  Ga.;  Valley  Forge 
at  Phoenixville,  Pa.;  Winter  at  Topeka,  Kansas. 

World  Now  Girdled  By  Army  Surgeons 

In  a recent  interview,  Brigadier  General  Fred  W. 
Rankin,  USA,  explained  the  basic  organization  of 
the  surgical  service.  The  Army  Medical  Department 
has  thrown  a network  of  surgery  around  the  globe 
so  our  soldiers  on  every  front  are  receiving  prompt 
and  continued  skillful  surgical  care.  A surgical  pro- 
cedure started  on  a Pacific  Island  within  range 
of  Japanese  snipers  may  end  at  a field  hospital  ioo 
miles  away  with  the  man  ready  to  return  to  the 
firing  line  or  it  may  end  in  a general  hospital  in 
California. 

Closest  to  the  line  of  battle  and  almost  always 
under  artillery  fire  are  the  battalion  aid  stations 
where  emergency  surgery  may  be  performed.  Fur- 
ther behind  the  lines  are  the  collecting  stations 
which  prepare  the  men  for  transportation,  and  the 
clearing  stations  which  have  complete  surgical 
equipment. 

When  the  nature  of  the  battle  warrants  it,  clearing- 
stations  are  reinforced  by  the  addition  of  mobile 
surgical  units  which  move  as  close  to  the  fighting 
line  as  possible.  The  equipment  is  carried  on  specially 
designed  automobile  trucks  and  when  no  farmhouse 
or  other  building  is  available,  the  hospital  is  set  up  in 
tents.  These  mobile  surgical  teams  operate  promptly 
on  head,  chest,  abdomen  and  other  emergency  cases 
which  cannot  stand  transportation. 

Other  wounded  are  sent  to  the  evacuation  hos- 
pitals for  preoperative  treatment  and  definitive  sur- 
gery. If  additional  treatment  is  needed,  the  man  is 
sent  to  a general  hospital  far  removed  from  the 
combat  zone.  If  he  cannot  be  returned  to  duty  with- 


in a limited  time,  he  is  sent  to  a general  hospital  in 
the  Lhfited  States. 

General  hospitals  in  this  country  now  include  20 
neurosurgical  centers,  five  centers  for  chest  surgery, 
six  amputation  centers,  and  five  plastic  surgery  cen- 
ters, as  well  as  other  hospitals  devoted  to  special 
cases. 

As  an  aid  to  maintaining  the  highest  surgical 
standards  the  Medical  Department  has  traveling  con- 
sultants in  surgery,  neurosurgery  and  orthopedic 
surgery  in  each  service  command  who  visit  the  hos- 
pitals of  that  command  regularly.  These  consultants, 
drawn  from  our  leading  medical  schools  and  top 
ranking  surgical  societies,  represent  the  finest  sur- 
gical talent  in  America. 

General  Fox  Receives  Typhus  Commission 
Medal 

Brigadier  General  Leon  A.  Fox,  USA,  has  been 
awarded  the  Typhus  Commission  Medal  for  “ex- 
ceptionally meritorious  service  rendered  first  as 
Director  and  later  as  Field  Director  of  the  United 
States  of  America  Typhus  Commission.”  General 
Fox  directed  the  Typhus  Control  Project  of  Naples 
in  December,  1943,  which  brought  the  epidemic  in 
Southern  Italy  under  control  within  a month. 

Limited  Service  Medical  Officers  Examined 
For  Overseas  Duty 

Because  of  the  urgent  need  for  Medical  Corps 
Officers  for  overseas  assignment,  a survey  is  being 
made  of  all  those  in  the  Army  Service  Forces  who 
are  now  on  permanent  limited  service  with  a view 
to  their  possible  reclassification,  according  to  a recent 
order.  Many  it  is  felt,  can  be  assigned  to  communica- 
tion zone  installations  overseas  where  they  can  per- 
form duties  similar  to  those  jri  the  zone  of  the  in- 
terior. Medical  Corps  officers  will  not  be  considered 
disqualified  for  overseas  service  if  they  can  be  ex- 
pected to  render  effective  professional  service  with- 
out appreciable  risk  of  aggravating  physical  defects 
or  if  they  have  histories  of  defects  which  are  not 
demonstrable  and  have  not  resulted  in  hospitalization 
while  in  service. 

Progress  of  Disabled  Impeded  By 
Thoughtless  Civilians 

Disabled  soldiers  being  prepared  for  their  return 
to  civilian  life  are  seriously  hampered  in  their  efforts 
to  adjust  themselves  by  the  morbid  curiosity  and 
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thoughtlessness  of  some  civilians,  according  to  Staff 
Sergeant  Robert  K.  Yandell,  who  lost  a leg  in  the 
World  War  and  is  now  instructing  amputation  cases 
at  Walter  Reed  General  Hospital,  Washington, 
D.  C. 

A leg  amputee  is  taught  how  to  camouflage  his 
prosthesis  by  balancing  exercises,  special  shoulder 
and  arm  movements  in  walking,  placing  his  feet  in 
certain  positions  when  he  sits  down  or  rises,  and  by 
many  other  means  which  help  to  avoid  drawing 
attention  to  his  disability.  All  the  hours  spent  in  this 
practice  are  nullified  if  people  embarrass  the  men  by 
stares  and  prying  questions.  The  Army  Medical 
Department  has  appealed  to  the  public  for  under- 
standing and  cooperation  in  this  respect. 

Medical  Department  Dietitians  Serving 
On  Every  Front 

Approximately  1,000  Army  Dietitians  are  now 
serving  on  hospital  ships,  in  theaters  of  operations 
and  in  station  and  general  hospitals  in  the  United 
States. 

Progress  In  Chest  Surgery 

Military  surgeons  are  focusing  attention  on 
restoration  of  full  lung  function  rather  than  the 
mere  prevention  of  empyema  in  chest  wounds— an 
important  advance  in  thoracic  surgery  which  is 
reflected  in  the  surprisingly  high  number  of  chest 
cases  returned  to  duty  in  the  Italian  campaign. 

Out  of  320  men  admitted  to  one  general  hospital 
with  penetrating  chest  wounds,  225  either  returned 
to  duty  or  were  prevented  from  doing  so  by  other 
injuries.  Only  54  developed  empyema.  Of  these,  it 
was  felt  that  five  might  require  further  surgery. 
Only  two  deaths  in  the  group  were  directly  attribu- 
table to  chest  wounds. 

Good  Health  of  Troops  in  the  U.  S. 

Admissions  to  military  hospitals  from  troops  sta- 
tioned in  the  U.  S.  show  that  these  soldiers  are 
much  healthier  than  were  the  troops  stationed  here 
dining  the  last  war.  During  the  mobilization  period, 
as  might  be  expected  in  so  large  an  army,  admissions 
for  disease  increased  somewhat  over  the  peacetime 
rate.  However,  this  rate  is  now  dropping  to  peace 
time  level  and  rates  of  admission  for  respiratory 
and  all  important  communicable  diseases  are  far 
lower  than  in  1917-1919. 


I he  death  rate  shows  an  even  more  marked  im- 
provement. It  is  not  only  lower  than  World  War 
I,  but  is  lower  than  the  rate  for  the  intervening 
peace  years.  This  is  probably  due  largely  to  the 
following  factors:  (a)  reduced  incidence  of  several 
communicable  diseases  which  contribute  appreciably 
to  the  mortality  rate,  (b)  improved  methods  of 
treatment,  most  important  being  the  introduction 
of  chemotherapeutic  agents,  and  (c)  lowered  aver- 
age age  of  troops. 

Among  the  communicable  diseases  figuring  prom- 
inently in  the  present  war  are: 

Meningococcal  meningitis:  As  in  the  civilian 
population,  this  disease  reached  a prevalence  several 
times  higher  than  the  normal  inter-epidemic  level 
in  1943;  however,  its  prevalence  has  been  somewhat 
lower  than  in  the  last  war  and  its  mortality,  thanks 
to  the  sulfonamides,  has  been  only  a small  fraction 
of  that  in  the  last  war  (case  fatality  rate  4.5  per  cent 
in  1943  as  against  34.3  per  cent  in  1917-1919). 

Primary  atypical  pneumonia:  Comparison  with 
previous  periods  is  impossible  as  this  disease  has  only 
recently  been  recognized  clinically.  There  is  evi- 
dence that  more  of  the  pneumonias  now  occurring 
are  primary  atypical  than  of  known  bacterial 
etiology.  The  case  fatality  rate  has  been  very  low. 
The  disease  has  had  a seasonal  distribution  similar  to 
that  of  the  common  respiratory  diseases. 

Diarrheal  diseases:  This  group  of  diseases  of 
diverse  etiology,  but  having  a common  basis  in 
deficiencies  of  sanitation,  has  shown  a considerable 
increase  from  peacetime  owing  to  the  much  greater 
number  of  troops  on  maneuvers,  especially  during 
the  summer  months,  with  the  added  problems  of 
field  sanitation.  Case  fatality  is  very  low.  The 
present  trend  of  rates  is  downward. 

With  respect  to  other  communicable  diseases  too, 
the  rceord  has  been  excellent.  Measles,  mumps,  and 
scarlet  fever  are  reduced  greatly,  while  diseases 
against  which  immunizing  methods  are  practised 
(typhoid,  smallpox,  tetanus)  have  all  but  disap- 
peared. 

Army  Psychiatrist  Asks  Industry’s 
Cooperation 

Speaking  before  the  Industrial  Relations  Confer- 
ence of  the  American  Management  Association  in 
New  'S  ork  City  (September  28)  Lieutenant  Colonel 
Malcolm  J.  Farrell,  Deputy  Director  of  the  Neuro- 
psychiatry Consultants  Division  of  the  Office  of  The 
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Surgeon  General,  stressed  the  need  for  Industry  to 
give  employment  whenever  practicable  to  men  dis- 
qualified for  military  service  for  psychiatric  reasons. 
Colonel  Farrell  deplored  the  popular  misunderstand- 
ing of  psychiatric  conditions  and  especially  con- 
fusion over  the  meaning  of  the  term,  psychoneurosis. 
Up  to  80  per  cent  of  the  men  who  became  psychi- 
atric casualties  in  combat,  he  said,  have  been  cured 
when  their  cases  were  properly  recognized  and 
treated.  Many  others  who  cannot  continue  to  per- 
form some  type  of  Army  duty  and  those  who  have 
been  eliminated  early  in  their  training  periods  are 
capable  of  performing  useful  work  as  civilians. 

Postwar  Planning  Questionnaires 

A questionnaire  has  been  mailed  to  medical 
officers  in  the  Army,  Navy  and  Public  Health  Serv- 
ice which  will  be  used  as  the  basis  for  postwar  plan- 
ning by  the  Joint  Committee  on  Postwar  Medical 
Service.  Included  were  questions  concerning  educa- 
tional courses  desired,  specialty  board  certification, 
plans  for  teaching,  for  research,  for  engaging  in 
private  or  industrial  practice,  or  for  remaining  in 
service.  A similar  questionnaire  has  been  sent  by  the 
War  Service  Committee  of  the  American  Dental 
Association  to  dental  officers  in  the  Services. 

Ration  Test  Concluded 

The  most  extensive  controlled  ration  test  ever 
conducted  using  U.  S.  military  personnel  has  just 
been  concluded  with  highly  satisfactory  results. 
Major  William  Beane,  MC,  of  the  Armored  Med. 
Research  Laboratory,  Fort  Knox,  Ky.,  directed  the 
test  in  cooperation  with  Major  James  Robinson,  Inf., 
and  Captain  David  Bell,  of  the  Royal  Canadian 
Medical  Corps.  American  and  Canadian  expedition- 
ary rations  were  used. 

A battalion  of  American  soldiers  on  maneuvers  at 
an  altitude  of  8,850  feet  above  sea  level  in  Colorado 
were  fed  exclusively  on  American  rations  C,  K,  10 
in  1,  and  Canadian  Mess  Tin  B ration  for  a period 
of  60  days.  During  this  time  they  were  engaged  in 
vigorous  combat  training. 

At  the  conclusion  of  the  test  it  was  found  that 
the  troops  were  in  better  physical  condition  than  at 
the  start,  with  high  morale.  The  rations  were  proven 
to  be  wholly  adequate  to  sustain  troops  in  vigorous 
combat.  Certain  items  in  the  rations,  however,  were 
found  to  be  less  acceptable  to  the  men  than  others, 
and  these  will  be  improved. 


Four  consultants  in  nutrition  to  The  Surgeon 
General,  Dr.  Julian  M.  Ruffin,  Dr.  Frederick  J. 
Stare,  Dr.  R.  H.  Kampmeier,  and  Dr.  Virgil  P. 
Sydenstricker  assisted  in  the  physical  examinations. 
Dr.  Albert  Mendeloff  and  Dr.  Carleton  B.  Chapmen 
of  the  Public  Health  Service  also  aided  in  the  test. 
A unit  from  the  Harvard  Fatigue  Laboratory  under 
Dr.  R.  E.  Johnson  performed  the  laboratory  exam- 
inations. 

The  K-9’s  Get  First  Aid 

Quartermaster  Dog  Platoons,  composed  of  scout 
and  messenger  dogs,  carry  their  own  veterinary 
technician  who  is  trained  and  equipped  to  render 
first  aid  to  sick  and  injured  dogs  and  care  for  them. 
These  platoons  are  proving  of  great  value  to  patrols, 
especially  in  the  Pacific  theater,  where  they  are 
locating  snipers  and  camouflaged  Jap  positions. 

Col.  Kirklin,  MC,  Addresses  Radiologists 

Speaking  before  the  joint  meeting  of  the  Ameri- 
can Roentgen  Ray  Society  and  The  Radiological 
Society  of  North  America  which  met  in  Chicago 
(September  24-29)  Colonel  B.  R.  Kirklin,  MC, 
Senior  Consultant  in  Radiology  of  the  Office  of  The 
Surgeon  General,  said  that  the  Army  Medical 
Department  had  overcome  a serious  shortage  of 
competent  radiologists  at  the  beginning  of  the  war 
by  the  intensive  training  of  picked  medical  officers. 

At  present  there  are  approximately  450  radiolo- 
gists in  the  Army  who  have  been  certified  by  the 
American  Board  of  Radiology  and  about  750  more 
who  have  had  training  in  radiology.  Many  of  this 
latter  group,  Colonel  Kirklin  predicted,  will  con- 
tinue their  training  after  the  war  and  become  certi- 
fied radiologists,  bringing  to  their  civilian  work 
invaluable  practical  experience  in  connection  with 
military  injuries  and  diseases  seen  chiefly  in  foreign 
lands. 

Army  Hospitals  Employ  Nurses 
Waiting  Commissions 

Graduates  of  the  U.  S.  Cadet  Nurse  Corps  who 
have  taken  their  Senior  Cadet  period  in  Army  hos- 
pitals and  who  have  applied  for  commissions  in  the 
Army  Nurse  Corps  may  be  hired  as  Civil  Service 
appointees  by  Army  hospitals  subject  to  the  law  of 
the  state  in  which  each  hospital  is  located.  Appoint- 
ments will  not  exceed  six  months  duration.  This 
step  has  been  taken  because  of  the  shortage  of  quali- 
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fled  nurses,  and  the  delay  in  commissioning  due  to 
the  fact  that  State  Board  examinations,  a pre- 
requisite for  a commission,  are  frequently  not  given 
for  some  time  after  the  graduation  date. 

Several  Hundred  Dental  Officers  To  Be 
Relieved  From  Active  Duty 

With  the  peak  of  the  Army’s  work  load  past, 
several  hundred  dental  officers  will  be  relieved  from 
active  duty  with  the  Army  shortly,  permitting  their 
return  to  private  practice. 

Veterinary  Corps  Food  Inspection 

Over  twenty-one  and  one  half  million  pounds  of 
meat,  meat  food  and  dairy  products  are  being  in- 
spected daily  in  the  continental  United  States  for  the 
armed  forces  by  the  Meat  and  Dairy  Hygiene 
Branch,  Veterinary  Division  of  the  Army  Medical 
Department. 

During  the  month  of  June  rejections  ran  3.3  per 
cent. 

New  Concept  of  Surgery 

A new  concept  of  Army  surgery— aimed  at  full 
restoration  of  health  rather  than  mere  saving  of  life — 
is  revolutionizing  the  management  of  wounds  in 
France  and  Italy,  according  to  a report  prepared  by 
Colonel  Edward  D.  Churchill,  MC,  surgical  con- 
sultant of  the  Mediterranean  Theater  of  Operations. 
The  new  techniques,  grouped  under  the  term 
“reparative  surgery,”  are  designed  to  prevent  infec- 
tion before  it  is  established  or  cut  it  short  at  the 
period  of  its  inception.  Colonel  Churchill  empha- 
sized a new  “golden  period”— the  time  between 
initial  surgery  and  reparative  surgery.  The  report 
summarized  the  developments  as  follows: 

“In  this  war  there  have  been  two  quite  different 
approaches  to  the  application  of  chemotherapeutic 
agents  to  military  surgery.  The  first  would  utilize 
these  agents  to  permit  delay  in  wound  surgery  and 
minimize  the  incision  of  tissue  destroyed  by  the 
missile.  The  second  employs  chemotherapy  to  ex- 
tend the  scope  of  surgery  and  achieve  a perfection 
in  results  previously  considered  impossible. 

“The  latter  policy  has  guided  the  surgery  of  the 
Mediterranean  theater.  To  reiterate  the  axiom  that 
penicillin  is  not  a substitute  for  surgery  is  not 
enough.  Every  surgeon  must  learn  that  chemother- 
apy opens  new  and  startling  possibilities  in  wound 
management. 


“To  realize  fully  the  potentialities  of  reparative 
surgery  requires  the  introduction  of  a new  concept 
in  the  organization  of  military  surgery.  Four  to  ten 
days  is  the  ‘golden  period’  during  which  time 
wounds  must  be  closed,  fractures  reduced,  retained 
missiles  removed  and  other  procedures  to  prevent 
or  abort  infection  must  be  carried  out. 

“Failure  to  take  cognizance  of  the  potentialities 
of  early  reparative  surgery  at  the  base  in  future 
plans  and  operations  will  be  as  glaring  an  omission 
as  a failure  to  plan  for  the  removal  of  the  wounded 
from  the  field  of  battle.” 

Nutrition  Consultants  Appointed 

As  Allied  forces  advance,  they  are  confronted 
with  vast  problems  of  nutrition  among  the  under- 
nourished civil  populations  in  former  enemy  held 
territory.  To  help  the  Army  meet  the  initial  respon- 
sibility, as  well  as  to  advise  on  problems  of  nutrition 
among  our  military  forces,  a group  of  experts  in 
nutrition  have  been  appointed  Consultants  to  The 
Surgeon  General.  The  new  appointees  include: 

Dr.  Otto  A.  Bessey,  Chief  of  the  Division  of 
Nutrition  and  Physiology,  and  Director,  Public 
Health  Research  Institute,  New  York  City;  Editorial 
Board  of  “The  Journal  of  Nutrition;”  Assistant 
Editor  of  “Nutrition  Reviews.” 

Dr.  E.  V.  McCollum,  Research  Professor  of  Bio- 
chemistry, School  of  Hygiene  and  Public  Health, 
Johns  Hopkins  University;  member  of  the  Food  and 
Nutrition  Board,  National  Research  Council;  Scien- 
tific Advisory  Committee,  Nutrition  Foundation; 
member  of  the  National  Academy  of  Sciences. 

Dr.  Julian  M.  Ruffin,  Associate  Professor  of  Medi- 
cine, Duke  University,  Durham,  N.  C. 

Dr.  Fredreick  J.  Stare,  Associate  Professor  of 
Nutrition,  School  of  Public  Health,  Harvard  Uni- 
versity; Associate  in  Medicine,  Peter  Bent  Brigham 
Hospital,  Boston,  Mass.;  Editor,  “Nutrition  Re- 
views.” 

Dr.  Harold  C.  Stuart,  Director,  Center  for  Re- 
search in  Child  Health  and  Development,  and  De- 
partment of  Child  Hygiene,  Harvard  School  of 
Public  Health;  Assistant  Professor  Pediatrics  and 
Child  Hygiene,  Harvard  Medical  and  Public  Health 
School;  member  of  Rockefeller  Foundation  Health 
Commission  to  Europe,  1941;  American  Pediatric 
Society;  Academy  of  Pediatrics;  and  American 
Board  of  Pediatricians. 

Dr.  Virgil  P.  Sydenstricker,  Professor  of  Medi- 
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cine,  University  of  Georgia  and  Physician  in  Chief, 
University  Hospital;  member  of  Food  and  Nutrition 
Board,  National  Research  Council;  Consultant  in 
Nutrition,  Office  Scientific  Reserach  and  Develop- 
ment, U.  S.  Government,  and  former  Consultant  in 
nutrition  to  British  Ministry  of  Health. 

War  Medicine:  Vol.  6,  No.  2,  August  1944 

This  last  issue  of  War  Medicine  contains  a definite 
contribution  in  the  form  of  a report  of  450  cases  of 
sulfonamide  resistant  gonorrhea  in  which  penicillin 
was  administered.  The  study  was  carried  out  by 
three  Army  medical  officers  at  Bushnell  General 
Hospital,  Brigham  City,  Utah,  at  a time  when  the 
supply  of  penicillin  necessitated  the  establishment 
of  a minimum  effectual  dosage.  Several  interesting 
facts  were  established.  The  authors  arrived  at  the 
conclusion  that  the  action  of  penicillin  is  bacterio- 
static rather  than  bacteriocidal.  They  warn  against 
too  short  an  observation  period  and  suggest  that 
intensive  penicillin  therapy  may  be  helpful  when 
the  usual  doses  fail.  A few  cases  were  found  resist- 
ant to  penicillin  but  were  cleared  up  by  the  correc- 
tion of  chronic  foci  and  the  use  of  local  treatment. 
A total  of  160,000  units  of  penicillin  was  found  to 
approach  the  optimum  maximum  dose  necessary  to 
clear  the  greatest  number  of  resistant  gonorrheal 
infections  in  the  male. 

Another  very  interesting  report  comes  from  the 
Department  of  Physiology  at  Northwestern  Univer- 
sity in  which  are  evaluated  the  analgesic  effects  of 
morphine  sulfate  alone  and  in  combination  with 
dextroamphetamine  sulfate  in  twenty-one  healthy 
medical  students.  Results  showed  that  the  latter 
combination  enhanced  the  analgesic  effect  of  mor- 
phine, but  it  was  felt  that  further  clinical  study 
should  be  carried  out. 

Young  and  Favata  in  the  Department  of  Surgery 
at  the  University  of  Rochester  report  on  the  use  of 
plasma  and  purified  thrombin  in  “suturing”  of 
wound  edges  or  surfaces  in  69  cases  with  no  un- 
toward results.  One  of  the  authors  suggests  the 
possibility  that  plasma  as  a source  of  fibrin  may  be 


replaced  by  purified  solutions  of  fibrinogen.  The 
first  of  a series  of  articles  on  “Sensitivity  of  Bacteria 
from  Infected  Wounds  to  Penicillin”  discusses  the 
method  of  assay  and  is  contributed  by  Captain 
Edward  Gallardo,  MC— AUS.  There  is  a report 
emanating  from  the  Preventive  Medicine  Division, 
Office  of  the  Surgeon  General,  USA,  on  the  results 
of  a study  of  the  bacterial  air  content  in  Army  bar- 
racks with  especial  reference  to  the  dispersion  by 
the  air  circulation  system.  Five  physicians  of  Cin- 
cinnati discuss  the  results  of  the  studies  of  the 
fatigue  experiences  of  forty-three  adults  exposed 
repeatedly  to  simulated  altitudes  of  35,000  feet  in  a 
decompression  chamber. 

Abstracts  from  Current  Literature  fill  thirty-two 
pages.  There  are  four  book  reviews  and  a notice  of 
the  coming  annual  meeting  of  the  Association  of 
Military  Surgeons  of  the  United  States  in  New 
York  City,  November  2 to  4. 


Alabama  To  Eliminate  Rats 

A County-wide  typhus  fever  control  program  is 
being  operated  in  southern  Alabama  at  this  time. 
Accurate  records  of  the  results  obtained  from  the 
various  methods  of  extermination,  poison,  gases, 
etc.,  are  being  kept  and  all  methods  of  extermination 
are  being  evaluated.  Hydrocyanic  gas  is  being  used 
in  runs,  burrows,  cribs  and  hay  stacks. 

There  is  no  doubt  that  hydrocyanic  gas  is  the 
most  effective  method  of  killing  rats  under  satisfac- 
tory conditions  and  it  is  a relatively  safe  procedure 
when  proper  precautionary  measures  are  taken. 

Illegitimate  Births  in  U.  S. 

According  to  Hygeia,  one  out  of  every  twelve 
children  in  the  United  States  today  is  illegitimate. 
Although  at  the  present  time  thirty-two  states 
have  attempted  to  deal  with  the  illegitimacy  prob- 
lem in  connection  with  birth  certificates,  the  chief 
of  the  Vital  Statistics  Division,  U.  S.  Bureau  of  the 
Census,  reports  that  there  has  yet  to  be  worked  out 
a perfect  solution  to  this  problem. 


FQgyiCTORY 
BUY 


IF  YOU  HAVE  NO  PRIORITY  for  a new  one,  get  the 

old  one  fixed  at  Professional!  No  matter  what  type  of  medical  or  surgical 
equipment  in  your  office  needs  attention— a bandage  scissor,  or  an  x-ray 
machine- call  us  with  complete  confidence.  We  have  been  helping  to  keep 
Connecticut  hospital  and  professional  wheels  turning  for  twenty  years,  and 
the  present  increased  demands  for  repair  service  are  “right  up  our  alley,” 
well  within  the  capabilities  of  our  competent  service  men.  Professional  Equip- 
ment Company,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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THE  NATIONAL  MEDICAL  CARE  PROGRAM  OF  THE  AMERICAN  PUBLIC 

HEALTH  ASSOCIATION 

Grace  Mooney,  New  Haven 


The  Governing  Council  of  the  American  Public 
Health  Association,  at  the  annual  meeting  of  the 
Association  in  New  York  City,  October  3-5,  voted 
to  adopt  a report  outlining  a national  program  for 
medical  care,  designed  “to  make  available  to  the 
entire  population  all  essential  preventive,  diagnostic 
and  curative  services”  and  to  fill  the  needs  of  “a 
large  portion  of  the  population  that  now  receives 
insufficient  and  inadequate  medical  care.” 

The  program,  which  embodies  some  of  the  basic 
principles  of  the  Wagner-Murray-Dingell  Social 
Security -Federal  Health  Insurance  Bill,  now  pending 
before  the  Senate,  is  the  revised  version  of  a report 
drafted  after  a year’s  research  by  the  Subcommittee 
on  Medical  Care,  under  the  chairmanship  of  Dr. 
Joseph  W.  Mountin,  chief  of  the  States  Relations 
Division,  United  States  Public  Health  Service.  Its 
acceptance  by  the  Governing  Council,  which  is  the 
ruling  body  of  the  Association,  gives  it  the  status  of 
an  official  policy  of  the  professional  public  health 
society. 

At  a special  session  of  the  Association  held  while 
the  Council  was  preparing  to  vote  on  the  report. 
Dr.  Mountin  defined  the  objectives  of  a national 
medical  care  program: 

I.  A national  program  for  medical  care  should 
make  available  to  the  entire  population,  regardless 
of  the  financial  means  of  the  individual,  the  family 
or  the  community,  all  essential  preventive,  diagnostic 
and  curative  services. 

II.  Such  a program  should  insure  that  the  services 
provided  be  of  the  highest  standard,  and  that  they 
be  rendered  under  conditions  satisfactory  both  to 
the  public  and  to  the  professions. 

III.  Such  a program  should  include  the  constant 
evaluation  of  practices  and  the  extension  of  scientific 
knowledge. 


Eight  recommendations,  representing  “guides  to 
the  formulation  of  a policy  for  action”  were  drawn 
up  by  the  committee  and  these  recommendations 
may  be  summarized  as  follows: 

1 . A national  plan  to  provide  comprehensive  serv- 
ice for  all  the  people  in  all  areas  should  include  hos- 
pital care,  the  services  of  physicians  (general  practi- 
tioners and  specialists),  supplementary  laboratory 
and  diagnostic  services,  nursing  care,  essential  den- 
tal services  and  prescribed  medicines  and  appliances. 

It  was  emphasized  that,  in  the  light  of  present  in- 
adequacies in  personnel  and  facilities,  this  goal  can- 
not be  attained  at  once,  but  should  be  reached  within 
ten  years.  Further  stress  was  laid  upon  the  necessity 
for  providing  for  the  whole  population  preventive 
services  which  are  now  provided  for  a part  of  the 
population.  In  this  category  are  listed  maternal  and 
child  hygiene,  school  health  services,  control  of 
communicable  diseases,  special  provisions  for  tuber- 
culosis, venereal  diseases  and  other  preventable 
diseases,  laboratory  diagnosis,  nutrition,  health  edu- 
cation, vital  records  and  other  accepted  functions  of 
public  health  agencies. 

2.  These  services  should  be  adequately  and  secure- 
ly financed  through  social  insurance  supplemented 
by  general  taxation  or  by  general  taxation  alone. 
The  services  should  be  financed  on  a nation-wide 
basis  in  accordance  with  ability  to  pay,  with  Federal 
and  State  participation  and  under  conditions  which 
will  permit  the  Federal  Government  to  equalize  the 
burden  of  costs  among  the  States. 

3.  Effective  administration  at  Federal,  State  and 
local  levels  must  be  charged  to  a single  responsible 
agency.  The  public  health  agencies  on  these  levels 
should  be  given  the  major  responsibility  for  con- 
ducting the  program  and  the  administrative  agency 
should  have  the  advice  and  counsel  of  a body  repre- 
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senting  the  professions,  the  hospitals  and  the  re- 
cipients of  the  services,  l'he  last  group  should  hold 
the  balance  of  power  on  the  advisory  board. 

4.  A program  should  be  developed  for  the  con- 
struction of  needed  hospitals,  health  centers  and 
related  facilities.  This  program  should  be  based  on 
Federal  aid  to  the  States  on  a variable  matching  basis 
and  should  allow  for  participation  of  private 
agencies. 

5.  The  activities  of  the  multiple  national.  State 
and  local  health  agencies  should  be  coordinated  with 
the  services  provided  by  a national  program.  “There 
is  no  functional  or  administrative  justification  for 
dividing  human  beings  or  illnesses  into  many  cate- 
gories to  be  dealt  with  by  numerous  independent 
administrations.” 

6.  Qualified  professional  and  technical  personnel 
should  receive  financial  assistance  in  obtaining  post- 
graduate education  and  training.  Professional  and 
financial  stimuli  should  be  devised  to  encourage 
physicians,  dentists,  nurses  and  others  to  practice  in 
rural  areas.  Plans  to  encourage  the  rational  d'stribu- 
tion  of  personnel,  especially  physicians,  should  be 
developed  as  quickly  as  possible  “in  view  of  the 
coming  demobilization  of  the  armed  .forces.” 

7.  Financial  and  technical  provisions  should  be 
made  for  the  education  and  training  of  personnel 


who  may  serve  as  administrators  of  the  medical  care 
program,  for  hospital  and  health  center  administra- 
tors and  for  nursing  supervisors. 

8.  Increased  funds  should  be  made  available  to  the 
United  States  Public  Ffealth  Service,  to  other  Fed- 
eral, State  and  local  agencies  of  Government,  and 
for  grants-in-aid  to  non-profit  institutions  for  basic 
laboratory  and  clinical  research  and  for  administra- 
tive studies  and  demonstrations  designed  to  improve 
the  quality  and  lessen  the  cost  of  services. 

Private  practitioners  in  each  local  administrative 
area  would  be  paid  according  to  the  method  they 
prefer,  i.e.,  fee-for  service,  capitation,  salary  or  any 
combination  of  these.  Fee-for-service  alone,  it  was 
pointed  out,  is  not  well  adapted  to  a system  of  wide 
coverage.  The  preservation  of  the  principle  of  free 
choice  for  the  public  and  for  the  profession  is 
essential. 

Methods  of  taxation,  rates,  upper  income  limits 
and  machinery  for  collecting  tax  monies  are  not 
considered  in  the  report  in  its  present  form.  Many 
of  the  complex  and  intricate  problems  inherent  in 
the  development  of  an  undertaking  of  such  broad 
scope  were  discussed  and  clarified  at  the  session  by 
members  of  the  committee,  among  whom  were  I.  S. 
Falk,  Nathan  Sinai,  J.  Roy  Hege,  Graham  L.  Davis 
and  Hugh  R.  Leavall. 


THE  RE-EVALUATION  OF  MEDICAL  RECORDS 

Nellie  Gorgas,  St.  Barnabas  Hospital  Minneapolis 


Tf  the  hospital  is  to  be  held  responsible  for  the 
results  of  its  services,  as  it  must  at  all  times,  it 
must  have  records  which  can  be  analyzed  to  show 
that  through  use  of  its  facilities  its  staff  is  practicing 
as  good  medicine  as  it  should.  It  must  have  on  record 
the  immediate  results  obtained,  how  and  why  these 
results  occurred,  how  much  and  what  quality  work 
is  being  and  has  been  accomplished. 

The  matter  of  the  prosecution  of  medical  research 
through  availability  of  case  records  for  review  and 
study,  and  the  question  of  the  need  of  the  record 
for  legal  protection  are,  of  course,  of  prime  concern 
to  the  hospital.  Re-evaluation  proves  that  the  stand- 
ards established  originally  by  the  American  College 
of  Surgeons  are  still  correct  and  if  they  have  been 
deviated  from  during  the  emergency,  they  should  be 
re-established  as  soon  as  possible.  1 he  hospital  must 
determine  what  their  value  is  supposed  to  be,  why 
the  records  were  originally  made,  what  they  were 

Presented  at  the  Third  Wartime  Conference , American  Hospital 


intended  to  accomplish,  and  whether  they  are  of 
more  or  less  value  than  intended. 

Records  must  be  of  value  to  three  groups,  singly 
and  collectively— to  the  patients,  to  the  hospital,  and 
to  the  physicians.  They  are  one  of  the  minimum 
requirements  for  approval  of  a hospital  by  the 
American  College  of  Surgeons.  They  must  be  ac- 
curate and  complete,  despite  the  pressure  of  wartime 
situations,  though  experience  has  proven  that  in 
different  cases  different  factors  should  be  empha- 
sized. However,  a report  must  always  give  sufficient 
detail  to  justify  the  diagnosis  made  and  warrant  the 
treatment  ordered. 

Now,  while  physicians  are  leaving  civilian  prac- 
tice to  join  the  armed  services,  records  are  import- 
ant to  instruct  the  new  doctor  on  the  case  and  re- 
fresh the  knowledge  of  the  original  physician  when 
he  returns  to  his  practice. 

Association,  Cleveland,  October  2-6,  1944 
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NEWS  FROM  WASHINGTON 


Draft  Rejections  Statistics  and  the 
Nation’s  Health 

During  the  course  of  a hearing  before  the  Pepper 
Subcommittee  on  Health  and  Wartime  Education, 
July  10,  representatives  of  Selective  Service  pre- 
sented statistics  showing  the  large  number  of  selec- 
tees who  were  rejected  for  physical  or  mental 
deficiencies.  Conclusions  have  been  drawn  from  the 
statistics  that  have  caused  concern  to  thoughtful 
physicians. 

The  Director  of  the  Selective  Service  System, 
Major  General  Lewis  B.  Hershey,  in  presenting  his 
testimony  observed: 

“If  the  citizenry  of  the  future  is  to  be  prepared 
to  insure  peace  by  being  able  to  make  war,  and  if 
the  citizens  of  the  State  are  to  be  physically  able  to 
carry  out  their  other  duties  efficiently  and  effective- 
ly, then  there  must  be  definite  and  positive  measures 
taken  to  insure  the  development,  the  training  and 
the  conditioning  of  our  youth  to  the  end  that  they 
will  be  physically  strong  and  emotionally  stable.  If 
they  are  not  physically  strong  and  emotionally 
stable,  they  will  not  be  able  to  use  the  knowledge 
which  has  been  imparted  to  them  in  our  schools. 
It  is  idle  to  talk  of  a democracy,  in  which  each  citi- 
zen has  equal  opportunities  with  every  other  citizen 
and  equal  responsibilities  with  every  other  citizen, 
unless  these  citizens  each  and  every  one  are  able 
when  the  responsibility  comes  to  carry  their  part. 
There  is  no  justice,  there  is  no  fairness,  there  is  no 
democracy  when  16,000,000  of  our  citizens  must 
carry  the  load  of  22,000,000  of  our  citizenry;  and 
unless  and  until  we  are  able  to  take  such  measures 
which  will  insure  that  the  maximum  of  our  citizens 
are  able  to  bear  arms,  and  able  to  accept  all  of  the 
responsibilities  of  citizens,  we  can  have  democracy 
only  in  name.” 

Colonel  Leonard  G.  Rowntree,  Chief  of  the  Medi- 
cal Division,  National  Headquarters,  Selective  Serv- 
ice System,  who  presented  a most  detailed  analysis 
of  the  causes  for  rejections,  advocated  a program 
for  making  the  nation  biologically  fit  for  whatever 
is  its  mission  in  the  postwar  world.  He  said: 

“The  Government  of  the  United  States— Federal, 
state,  or  local— has  a rightful  concern  in  the  poor 
state  of  health  evidenced  in  Selective  Service  find- 
ings. The  rejectee  in  many  instances  is  the  victim  of 
our  modern  civilization.  The  failure  has  been  that 


of  Federal,  state,  and  community  authorities,  of  the 
parents,  of  education,  the  church,  and  of  medicine, 
dentistry  and  public  health,  and  to  some  extent  of 
the  individual  concerned.  T he  remedy  calls  for  con- 
certed action  on  the  part  of  all  these  groups  respon- 
sible for  the  situation  which  was  found  to  exist. 

“The  sociological  and  economic  factors  are  indis- 
solubly bound  up  with  the  availability  and  utiliza- 
tion of  good  medical  care.  We  are  not  the  vigorous 
people  that  we  thought  we  were.  The  people  must 
be  educated  to  accept  the  fact  that  we  have  a high 
percentage  of  defects,  deficiencies,  disabilities,  dis- 
orders, and  diseases.  We  must  be  educated  to  de- 
mand medical  care  in  proportion  to  the  demon- 
strated need  of  that  care.” 

On  September  18,  19,  and  20,  another  series  of 
hearings  were  conducted  by  the  Pepper  Subcom- 
mittee. In  an  opening  statement  before  the  Subcom- 
mittee at  the  beginning  of  these  hearings,  Senator 
Pepper  said  in  part: 

“The  first  series  of  hearings  on  the  Nation’s  War- 
time Health  Prggram  was  held  in  July  of  this  year. 
We  heard  testimony,  particularly  from  government 
representatives  and  from  a few  professional  groups, 
which  indicated  the  depth  and  severity  of  our  health 
problems.  The  material  presented  by  the  Selective 
Service  Board  showed  that  more  than  four  million 
young  men  had  been  rejected  for  military  service 
because  of  physical  and  mental  defects,  and  that  at 
least  one-sixth  of  these  defects  were  easily  remedi- 
able. An  even  higher  proportion  are  preventable, 
especially  in  childhood.  The  Selective  Service  physi- 
cal examination  data  served  to  confirm  and  give 
added  weight  to  the  findings  of  many  previous 
health  surveys  undertaken  by  other  governmental 
arid  private  agencies  . . . 

“.  . . Strong  evidence  was  presented  on  the 

need  for  developing  an  expanded,  better  integrated, 
and  better  coordinated  system  of  medical  facilities 
such  as  hospitals,  medical  centers,  and  health  centers. 
It  was  pointed  out  that  some  communities  are  too 
poor  to  be  able  to  afford  such  expensive  modern 
medical  facilities,  and  that  they  will  therefore  need 
aid  from  the  state  and  federal  governments  if  they 
are  to  develop  them.  . . . 

“I  hope,  deeply  and  sincerely,  that  plans  for  im- 
proving the  health  of  the  American  people  will 
achieve  more  unity  of  purpose  and  execution  than 
those  for  the  reconversion  of  industry  have  achieved 
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so  far.  I am  confident  that  we  will  construct  a 
forward-looking  and  sound  nationwide  program 
which  will  improve  the  greatest  asset  of  our  citizens, 
their  health,  but  I am  also  certain  that  we  must  work 
witu  speed  and  vigor” 

Three  witnesses  appeared  before  the  Subcom- 
mittee on  September  18  as  representatives  of  the 
American  Medical  Association,  Dr.  Roger  I.  Lee, 
president-elect  of  the  Association,  Dr.  R.  L.  Sen- 
senich,  a member  of  the  Board  of  Trustees,  and  Dr. 
Harvey  B.  Stone,  a member  of  the  Council  on  Medi- 
cal Education  and  Hospitals.  There  are  reproduced 
below  extracts  from  their  testimony. 

Dr.  Roger  I.  Lee 

The  Joint  Committee  on  Post  War  Medical  Serv- 
ices has  for  over  a year  energetically  concerned  it- 
self with  the  medical  problems  arising  directly  and 
indirectly  from  the  War.  Some  of  the  problems  are 
what  may  be  termed  “hardy  perennials”  which  the 
war  and  the  likely  changes  after  the  war  have 
brought  into  prominence.  This  joint  committee  was 
originally  made  up  of  representatives  of  the  three 
largest  national  medical  groups,  namely  the  Ameri- 
can College  of  Physicians,  the  American  College  of 
Surgeons  and  the  American  Medical  Association. 
From  time  to  time,  the  membership  of  the  com- 
mittee has  been  enlarged  by  the  addition  of  repre- 
sentatives of  the  Veterans  Administration,  the 
American  Hospital  Association,  the  Catholic  Hos- 
pital Association,  the  War  Manpower  Commission, 
the  Association  of  Medical  Colleges,  the  Association 
of  Licensing  Boards,  and  others. 

POSTWAR  PLANS  OF  DOCTORS 

In  order  to  ascertain  the  feelings  of  the  medical 
officers,  with  the  enthusiastic  consent  of  the  Sur- 
geons General  of  the  Army,  the  Navy  and  of  the 
Public  Health  Service,  a questionnaire  was  devised 
and  sent  to  3,000  medical  officers.  I he  Joint  Com- 
mittee was  amazed  at  the  large  response  to  the 
questionnaire,  which  far  surpassed  its  expectations, 
and  at  the  uniformity  of  the  answers.  1 he  younger 
medical  officers  largely  want  to  finish  or  to  supple- 
ment their  training,  usually  by  residencies  or  long- 
time (i.e.,  months)  courses  of  study.  The  older  men 
want  to  get  back  to  their  practices,  although  some 
want  short  (i.e.,  weeks)  courses,  usually  called  re- 
fresher courses.  The  financial  problems  involved  in 
the  longer  courses  are  large.  Naturally,  most  of  these 
doctors  will  have  been  over  twenty-five  when  they 
joined  the  services.  A ruling  or  rulings  by  the 
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Veterans  Administration  will  be  needed  to  deter- 
mine if  these  doctors,  or  how  many  of  them,  will 
qualify  under  the  definition  of  interruption  of 
education.  Much  of  this  longer  type  of  work  will 
perforce  be  done  in  hospitals.  Already  the  Council 
on  Education  and  Hospitals  of  the  American  Medi- 
cal Association  has  surveyed  the  possibilities.  The 
hospitals  in  normal  times  usually  furnish  living 
accommodations  and  a modest  stipend  for  the  grade 
(above  the  intern)  that  is  called  a resident.  The  hos- 
pitals have  not  the  funds  in  nearly  all  instances  to 
furnish  such  accommodations  and  stipends  for  addi- 
tional residents.  A further  difficulty,  although  no- 
where near  as  vital  as  the  financial  difficulty  will  be 
in  the  rate  of  discharge  of  these  medical  officers  and 
in  the  timing  of  these  discharges.  A still  further 
complication  lies  in  the  fact  that  at  the  present  time 
all  the  medical  schools  and  all  the  hospitals  are 
understaffed.  In  order  to  provide  satisfactory  in- 
struction for  these  returning  medical  officers,  it 
will  be  not  only  desirable  but  necessary  that  the 
faculty  members  of  the  medical  schools  and  the  top 
and  key  men  in  the  hospitals  be  already  back  from 
their  service  with  the  Armed  Forces  and  at  work  in 
the  medical  schools  and  hospitals. 

SURPLUS  MEDICAL  EQUIPMENT 

'Lite  Joint  Committee  is  greatly  interested  in  the 
problem  of  the  disposal  of  surplus  war  supplies  as 
they  concern  medical  and  hospital  supplies.  Many 
returning  medical  officers  will  find  their  medical 
equipment  obsolete  or  dissipated.  The  hospitals  have 
yielded  to  the  needs  of  the  Armed  Forces  as  to  their 
equipment.  X-ray  machines,  surgical  instruments, 
rubber  gloves,  and  beds  are  only  a few  illustrations. 
This  Committee  wants  to  be  helpful  in  any  way  it 
can. 

SIGNIFICANCE  OF  SELECTIVE  SERVICE  PHYSICAL 
EXAMINATION  DATA 

The  rejection  of  4,000,000  men  as  physically  dis- 
qualified is  certainly  serious  and  demands  action. 
Some  elaboration  of  the  factors  behind  these  figures 

CP 

is  desirable.  The  standards  of  physical  fitness  have 
varied  as  the  needs  for  manpower  have  varied.  Again 
these  examinations  were  carried  out  by  33,000  doc- 
tors and  10,000  dentists  who  served  without  re- 
muneration. Some  of  the  doctors  boasted  that  they 
were  “tough”  and,  as  they  believed  all  these  men 
should  be  fit  for  overseas  combat  service,  their  per- 
sonal interpretation  of  the  standards  were  “tough.” 
Other  examining  doctors  were  lenient  and  some 
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soldiers  that  they  passed  were  found  unfit  for  train- 
ing and  were  discharged.  Certainly  not  all  of  those 
rejected  could  be  made  fit  by  the  application  of 
every  procedure  now  known  to  medicine.  In  this 
group  are  those  with  mental  disease,  mental  de- 
ficiency, including  illiteracy  and  some  neurologic 
disoders.  Many  of  those  in  the  other  categories 
could  be  made  to  meet  the  standards  and  needs  of 
the  Armed  Forces. 

In  1943  President  Roosevelt  created  a national 
committee  on  physical  fitness.  This  committee  has 
invited  a committee  from  the  American  Medical 
Association  to  join  with  it,  as  a Joint  Committee  to 
develop  and  operate  a program  for  improving 
physical  fitness  throughout  the  nation  during  the 
year  beginning  September  1.  The  personnel  of  this 
joint  committee  is  found  in  Exhibit  D.  Such  a pro- 
gram utilizing  the  recent  work  and  data  on  physical 
fitness  should  accomplish  much.  This  joint  com- 
mittee is  already  at  work.  Its  program  “includes 
evaluation  of  the  physical  state  of  our  young  men 
and  women  and  would  increase  the  activities  and 
responsibilities  of  schools  and  colleges  in  physical 
education,  also  would  improve  the  opportunities  for 
gaining  physical  health  and  would  enlist  the  active 
support  of  industrial,  social,  religious,  patriotic, 
professional  and  other  groups.” 

AVAILABILITY  OF  GOOD  MEDICAL  CARE 

Medical  care  for  the  people  of  the  United  States 
is  not  enough.  It  must  be  good  medical  care.  Good 
medical  care  is  based  on  good  medical  education,  on 
medical  research,  and  on  good  medical  communica- 
tion. No  doctor  who  graduated  ten  years  ago  can 
be  a good  medical  practitioner  solely  on  what  he 
learned  in  the  medical  school.  There  is  therefore  the 
problem  of  the  continuing  medical  education  of 
the  doctor.  He  may  meet  this  problem  in  different 
ways,  partly  but  only  partly  for  most  doctors  by 
reading,  perhaps  by  medical  meetings,  perhaps  by 
courses  short  or  long,  perhaps  by  short  or  long 
visits  to  medical  centers  or  hospitals,  but  meet  the 
problem  he  must. 

It  is  customary  and  accurate  to  state  that  the 
United  States  has  the  finest  health  record  in  the 
world.  But  that  is  not  enough.  It  is  true,  as  every 
sensible  man  knows,  that  the  practice  of  medicine 
in  the  United  States  is  undergoing  rapid  change,  but 
that  has  been  true  for  the  past  fifty  years.  It  will  be 
true  for  the  next  fifty  years.  Already  much  experi- 
mentation has  been  made  in  many  ways  concerning 
prepayment  plans  in  the  practice  of  medicine.  Some 


of  these  plans  have  been  discarded  as  unsound. 
Others  have  “folded  up”  as  unsuccessful.  The  use 
of  the  insurance  principle  has  a very  definite  appeal. 
There  are  serious  difficulties  in  the  application  of 
the  insurance  principle  to  illness.  Certainly  the  in- 
surance principle  seems  to  be  working  fairly  but 
not  completely  successfully  in  voluntary  prepay- 
ment hospitalization  plans.  General  prepayment 
sickness  plans  seem  to  be  working  fairly  but  not 
completely  successfully  when  the  insured  group  is 
homogeneous  as  in  some  industries  or  in  universities. 
General  plans  find  great  difficulties  in  the  hetero- 
geneous population  of  this  vast  country.  There  is  a 
tendency  to  make  these  general  plans  compulsory, 
to  cover  wage  earners  up  to  a certain  level  of  in- 
come only  and  as  in  the  case  of  Great  Britain  not 
to  include  the  dependents  of  wage  earners,  not  to 
include  the  destitute,  and  not  to  provide  consultant 
and  specialist  service.  The  experience  of  Great 
Britain  with  its  National  Health  Insurance  Plan,  so 
often  quoted  pro  and  con,  has  met  grave  difficulties 
and  has  not  resulted  in  furnishing  medical  service 
that  approaches  the  quality  of  the  medical  care  in 
the  United  States.  T he  maintenance  of  the  quality 
of  medical  care  in  this  country  is  fundamental  in 
any  health  program.  It  is  hard  to  improve  the  phrase- 
ology of  a British  recommendation:  “There  should 
be  initiated  by  arrangement  and  agreement  between 
the  government  and  the  profession,  organized  ex- 
periments in  the  methods  of  practice,  such  as  group 
practice,  including  health  centers  of  different  kinds, 
which  should  extend  to  general  practitioners  hos- 
pital units  attached  to  general  hospitals.  Future 
developments  in  group  practice  should  depend  on 
the  results  of  such  clinical  and  administrative  ex- 
perimentation.” 

We  live  in  a changing  world.  Good  roads,  air- 
planes and  other  new  devices  will  have  a part  in  the 
changes  in  our  lives  and  in  medical  prcatice.  Con- 
trolled scientific  experimentation  can,  I think,  be 
depended  upon  to  develop  sound  medical  care  for 
everyone  in  the  United  States.  This  will  require  the 
cooperation  of  the  government,  the  medical  profes- 
sion and  the  public. 

Dr.  R.  L.  Sensenich 

SELECTIVE  SERVICE  REJECTION  RATES 

To  make  an  intelligent  approach  to  the  question 
of  causes  and  remedies  it  would  be  necessary  to 
have  Selective  Service  reports  from  the  separate 
states  giving  the  number  of  rejections  and  the 
reasons  for  rejection.  According  to  the  testimony 
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before  the  Committee,  negroes  contributed  more 
than  44  per  cent  of  the  rejections  for  mental  de- 
ficiency and  more  than  60  per  cent  of  the  rejections 
for  venereal  diseases.  Concentrations  of  diseases  vary 
and  differences  were  reported  between  rural  and 
urban  areas.  Local  conditions  should  then  be  studied 
and  possible  remedies,  if  any,  be  properly  evaluated. 

It  was  estimated  that  approximately  only  one  out 
of  six  were  rejected  because  of  remediable  defects. 
It  must  not  be  assumed  that  because  the  defects 
were  considered  to  be  remediable  that  failure  to 
have  a possible  correction  was  due  to  inability  to 
obtain  such  medical  service.  More  often  failure  is 
due  to  lack  of  interest  or  unwillingness  to  accept 
treatment  to  correct  the  condition.  Less  often  it  is 
due  to  ignorance  of  the  importance  of  correction  or 
failure  to  inquire  if  such  service  is  available  to  the 
individual.  There  are  numerous  provisions  for  those 
unable  to  pay  for  medical  service.  Final  failure  to 
obtain  needed  medical  care  if  it  is  sought  rests  gen- 
erally upon  failure  of  some  agency  of  government 
to  carry  out  the  purpose  to  which  it  is  directed  in 
assistance  of  those  in  need. 

The  greatest  significance  in  reports  of  rejections 
for  the  armed  forces  would  seem  to  be  in  the 
notable  lack  of  self-interest  and  effort  to  secure  or 
maintain  a high  level  of  mental  and  physical  fitness. 
Those  without  recognizable  defects  fail  to  observe 
even  the  simplest  program  of  regulation  or  discipline 
directed  to  the  maintenance  of  good  health.  Routines 
of  living  for  purpose  of  hardening  or  attainment  of 
physical  vigor  are  often  referred  to  only  with  con- 
tempt. 

Plans  are  well  along  in  preparation  for  the  broad- 
est National  activity  to  stimulate  an  interest  in 
physical  fitness.  This  will  be  directed  to  the  homes, 
schools,  churches,  labor  and  industry,  and  social 
and  professional  groups.  This  activity  is  being  or- 
ganized under  the  leadership  of  a Joint  Committee 
from  the  American  Medical  Association  and  the 
Committee  on  Physical  Fitness  of  the  Federal  Secur- 
ity Agency.  The  work  will  be  financed  from  many 
private  sources.  The  activity  gives  promise  of  being 
by  far  the  greatest  National  movement  undertaken 
to  stimulate  interest  and  effort  toward  physical  fit- 
ness. This  represents  in  a striking  way  the  desire  and 
readiness  of  the  public  to  organize  its  efforts  and 
work  together  as  a voluntary  association  of  citizens 
to  meet  National  problems  when  the  need  is  recog- 
nized. 


AVAILABILITY  OF  MEDICAL  CARE 

Before  the  war  the  number  of  doctors  per  popula- 
tion in  local  communities  varied  from  one  to  a few 
hundred,  to  one  to  several  thousand.  However,  in 
the  main,  a doctor  was  found  wherever  the  medical 
care  requested  by  the  population  and  the  facilities 
available  made  the  practice  of  medicine  possible, 
provided  the  economic  conditions  of  the  com- 
munity were  such  that  he  could  support  himself. 

The  mistake  has  been  made  of  concluding  that 
because  a sizeable  community  had  no  physician  and 
should  have  one  that  the  people  were  actually  con- 
scious of  their  need  for  a physician  and  would 
employ  him.  Physicians  going  into  these  commu- 
nities even  with  financial  support  while  getting 
established,  very  frequently  found  this  to  be  in 
error.  People  must  be  sufficiently  well  informed  as 
to  what  medical  care  can  do  for  them,  before  they 
will  avail  themselves  of  the  services  of  a physician 
or  any  medical  facilities  available  to  them. 

The  Procurement  and  Assignment  Service  for 
Physicians,  Dentists,  and  Veterinarians  has  done  an 
excellent  job  in  preventing  serious  depletion  of 
medical  personnel  where  their  services  were  needed 
by  the  civilian  population. 

THE  COST  OF  GOOD  MEDICAL  CARE 

The  cost  of  good  medical  care  is  not  prohibitive 
to  the  average  earner.  The  average  illness  is  not  be- 
yond his  ability  to  pay  without  hardship.  More  than 
average  sickness  costs  may  be  paid  in  small  budgeted 
installments.  Many  medical  societies  have  agencies 
to  adjust  total  payments  and  installments  to  the 
patient’s  ability  to  pay  without  hardship.  The 
National  total  amount  of  commitments  to  time  pay- 
ment of  medical  bills  according  to  economists  is 
small  when  compared  with  commitments  generally 
approved  for  less  important  items. 

The  indigent  are  the  responsibility  of  local  gov- 
ernment agencies  and  in  most  areas  are  adequately 
cared  for.  The  relatively  high  concentrations  of 
persons  with  minor  mental  abnormalities,  not  suffi- 
ciently ill  to  require  institutional  care,  and  those  in 
the  older  ages  with  chronic  conditions,  although 
receiving  medical  care,  provide  an  unhappy  back- 
ground for  which  there  is  no  satisfactory  solution 
at  this  time.  This  is  not  essentially  a medical 
problem. 

The  American  Medical  Association  has  given 
more  study  over  a longer  period  of  time  to  medical 
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service  plans,  built  upon  budgeting  or  insurance, 
than  any  of  the  institutions  or  individuals  advocating 
such  systems.  This  study  has  covered  all  existing 
systems  throughout  the  world.  Many  years  ago  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation stated  in  substance  that  there  is  nothing  in- 
herently good  or  bad,  from  a medical  point  of  view, 
in  different  methods  of  collection.  Insurance,  bud- 
geting, and  advance  financing  are  only  methods  of 
conducting  an  economic  transaction.  However,  ex- 
perience has  shown  that  in  compulsory  government 
insurance  the  economic  soon  becomes  the  dominant 
factor  and  quality  of  service  is  secondary. 

In  effect,  compulsory  government  insurance 
quickly  becomes  more  than  an  economic  trans- 
action. Government  as  a controlling  third  party 
fixes  the  terms  to  the  purchaser  of  the  insurance  and 
compels  him  to  pay.  It  likewise  fixes  the  terms  upon 
which  the  physician  must  furnish  the  service  and 
most  often  under  conditions  that  then  make  it  im- 
possible for  the  individual  to  have  the  best  service 
or  to  have  the  services  of  the  physician  he  would 
select.  Quality  of  service  deteriorates.  Better  men  are 
no  longer  attracted  to  the  field  of  medicine,  and  for 
the  insured,  the  medical  service  deteriorates  to  the 
dead  level  of  mediocrity  and  minimal  service.  The 
government  becomes  the  employer  and  the  close 
personal  relation  of  patient  and  physician  and  per- 
sonal responsibility  so  necessary  to  helpful  medical 
care  disappears. 

The  American  Aledical  Association  has  for  years 
approved  of  experimentation  in  medical  service 
plans  by  state  and  county  medical  societies.  This 
was  for  the  purpose  of  exploring  the  possibility  of 
extending  medical  care  to  income  groups  to  whom 
severe  illness  was  especially  burdensome.  The  efforts 
to  be  directed  to  determining  conditions  under 
which  medical  care  might  be  maintained  at  high 
levels  and  personal  relationship  between  the  patient 
and  physician  might  be  preserved.  Twenty  states 
now  have  such  plans  in  operation  or  are  in  process 
of  preliminary  study,  enabling  act  or  experimenta- 
tion sponsored  by  the  state  medical  society.  In  addi- 
tion to  these,  thirty-eight  states  cooperate  with  the 
Farm  Security  Administration.  Most  of  the  state 
plans  of  state  societies  are  now  on  a sound  financial 
basis.  The  service  offered  varies  but  changes  are 
brought  about  as  actuarial  information  is  gained. 
Most  of  the  nation  may  soon  be  included  in  these 
state  plans. 


PROFESSIONAL  SECURITY  FOR  THE  DOCTOR 

Professional  security  for  the  doctor  may  be  inter- 
preted in  various  ways.  Security  in  tenure  of  em- 
ployment for  physicians  as  well  as  other  groups  in 
order  to  prevent  dislocation  of  the  individual  for 
personal  or  political  reasons  or  to  avoid  competition 
for  position  may  provide  comfort  though  it  tends 
to  diminished  effort  and  professional  deterioration. 
Mutual  interest  with  others  of  his  profession  in 
opportunities  for  progress  and  a reasonable  compe- 
tition seem  to  be  the  most  effective  stimuli  to  effort 
to  keep  abreast  of  advancing  standards.  Medicine 
advances  much  too  rapidly  and  the  judgments  of 
physicians  are  too  important  to  life  and  happiness  of 
the  patient  to  permit  security  of  employment  to 
destroy  the  security  of  opportunity  and  stimulus  to 
progress. 

SUPPLY  OF  MEDICAL  SCHOOL  GRADUATES 

There  would  seem  to  be  only  one  possible  recom- 
mendation to  make  as  to  the  much  needed  medical 
school  graduates.  That  is  to  permit  carefully  selected 
young  men  of  sound  mental  and  physical  health  to 
proceed  with  their  medical  education  in  grade  A 
medical  schools. 

It  would  seem  unwise  to  expend  the  time  and 
finances  necessary  to  a minimum  of  seven  years  of 
expensive  medical  education  and  training  only  to 
find  that  the  product  did  not  have  sufficient  physi- 
cal health  or  mental  stability  necessary  to  give  a high 
quality  of  medical  service. 

Medical  service  is  a personal  service,  a matter  of 
personal  relation  that  it  is  impossible  to  supervise. 
Life  or  death  or  other  serious  consequences  may  rest 
upon  the  recognition  of  responsibility,  tireless,  care- 
ful observation,  and  the  well  informed  judgment  of 
the  physician.  That  is  not  a proper  role  for  those 
who  are  emotionally  unstable,  the  irresponsible,  or 
those  deficient  in  knowledge  or  judgment.  The 
quality  of  medical  service  depends  upon  the  quality 
of  the  profession  giving  that  service.  The  present 
policy  of  discontinuing  medical  training  except  to 
those  rejected  from  the  armed  forces  and  women  is  a 
serious  error,  and  contrary  to  the  advice  of  the 
best  medical  men. 

Progress  in  the  science  of  medicine  has  been  as- 
tounding and  it  is  important  that  the  profession  shall 
not  lack  the  personnel  that  it  will  need  in  its  efforts 
to  bring  the  greatest  possible  benefits  of  that  prog- 
ress to  the  public.  It  seems  strange  that  government 
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authority  recognizing  the  importance  of  sufficient 
trained  personnel  and  the  material  necessary  to  wage 
war  should  be  unmindful  of  developing  a shortage 
of  well  trained  physicians  upon  whom  both  the 
armed  forces  and  those  who  supply  them  must  de- 
pend for  needed  medical  servcie. 

Dr.  Harvey  B.  Stone 

SIGNIFICANCE  OF  SELECTIVE  SERVICE  AND  INDUCTION 
STATION  EXAMINATION  DATA 

The  rejection  of  a large  number  of  draftees  by  the 
various  examining  bodies  functioning  under  the 
Selective  Service  law,  has  attracted  wide  attention 
and  has  led  to  certain  inferences  and  deductions  that 
have  also  been  widely  publicized.  Thus  it  has  been 
argued  that  these  rejections  indicate  a deplorable 
state  of  the  general  public  health,  and  further  that 
such  an  inferred  prevalence  of  ill  health  is  a reflec- 
tion of  inadequate,  or  incompetent,  or  unattainable 
medical  care.  I believe  that  a careful  appraisal  of 
the  facts  does  not  warrant  the  drawing  of  such  con- 
clusions. 

To  appraise  the  true  significance  of  these  findings 
from  the  standpoint  of  the  health  of  the  nation,  the 
reasons  assigned  for  rejection  for  military  service 
should  be  broken  down  into  a few  general  cate- 
gories: first,  as  to  their  bearing  on  the  health  of  the 
individual;  second,  as  to  their  amenability  to  medical 
treatment.  Such  a study  would  lead  to  much  more 
valuable  judgments  than  ill-considered  jumping  to 
sweeping  conclusions.  For  instance,  one  might  make 
three  broad  classifications  as  to  the  interference  Math 
health  and  function  of  the  individual  by  the  con- 
dition for  which  he  was  rejected.  The  first  of  these 
are  trivial  or  negligible,  such  as  thousands  of  cases 
of  errors  of  refraction.  The  second  entail  certain 
limitations  on  activity  or  impairment  of  health,  but 
are  not  incompatible  with  usefulness  and  comfort. 
As  examples,  one  might  cite  certain  forms  of  heart 
trouble  or  muscular  or  skeletal  damage.  1 he  third 
group  comprises  conditions  that  are  largely  or 
totally  disabling.  A similar  rough  division  of  the 
causes  for  rejection  may  be  made  from  the  stand- 
point of  treatment:  namely,  conditions  that  can  be 
readily  corrected,  those  that  can  be  controlled  and 
improved,  but  not  cured,  and  those  beyond  the 
ability  of  present  day  medical  knowledge  to  do  any- 
thing but  alleviate. 

It  seems  appropriate  to  comment  briefly  on  the 
adverse  opinions  of  the  state  of  our  medical  care 
that  have  been  based  on  the  reports  of  Selective 


Service  rejections.  What  has  already  been  said  in 
this  statement  largely  removes  any  factual  basis  for 
such  adverse  opinions,  but  these  are  further  elements 
in  the  situation  that  must  be  considered.  Failure  of 
the  individual  to  seek  medical  aid  is  the  greatest 
single  reason  for  the  lack  of  correction  of  those 
conditions  that  are  amenable  to  treatment.  This 
failure  in  a great  number  of  cases  is  due  to  ignor- 
ance. The  person  did  not  even  know  of  the  existence 
of  the  trouble  until  the  Selective  Service  examina- 
tions disclosed  it.  In  other  instances  the  fear  of 
operations  or  unwillingness  to  undergo  treatment  is 
responsible.  In  not  a few  cases,  the  person  prefers  to 
retain  his  disability  rather  than  qualify  himself  for 
military  service.  Whatever  may  be  the  cause,  as  long 
as  American  citizens  retain  the  freedom  to  settle 
their  own  personal  health  problems,  they  cannot  be 
compelled  to  submit  to  treatment.  Education  and 
enlightenment  are  the  only  correctives  of  this  par- 
ticular difficulty.  A second  reason  for  the  persistence 
of  many  of  the  serious  ailments  is  the  admitted  in- 
ability of  medicine  to  deal  with  them.  Although 
constant  advancement  is  being  achieved  in  medical 
service,  there  will  always  be  such  limitations  until 
Utopia  is  reached.  A third,  but  much  less  important 
factor,  is  faulty  distribution  of  medical  facilities  and 
personnel.  A fourth  is  economic  difficulty.  The  lines 
of  progress,  therefore,  are  more  widespread  educa- 
tion in  the  use  of  medical  aid,  better  distribution  of 
medical  facilities,  advancement  in  medical  science 
and  research,  and  economic  aid  where  this  is 
required. 

AVAILABILITY  OF  MEDICAL  CARE 

Before  the  war,  certain  criticisms  were  leveled  at 
the  availability  of  medical  care  in  the  United  States. 
There  were  some  rural  areas  and  certain  industrial 
areas  with  an  inadequate  number  of  physicians.  In 
other  communities,  although  the  number  of  physi- 
cians may  have  been  sufficient,  service  facilities  such 
as  laboratories  and  hospitals  were  inadequate.  The 
cost  of  specialized  services  was  too  great  for  many 
people  to  meet  completely. 

It  was  to  be  expected  that  with  the  outbreak  of 
the  war  and  the  withdrawal  of  about  55,000  doctors 
into  the  Federal  Services,  all  of  these  conditions 
would  be  exacerbated  and  a general  breakdown  of 
civilian  medical  care  might  result.  Such  has  not  been 
the  case. 

This  remarkably  good  record  shows  that  despite 
shortages  in  trained  personnel,  the  public  health 
services,  such  as  the  protection  of  the  food  and 
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water  supply,  the  maintenance  of  sanitary  condi- 
tions, the  control  of  infectious  diseases,  and,  more 
particularly,  the  care  of  the  sick,  are  still  operating 
efficiently.  There  are  several  factors  that  may  ac- 
count for  these  unexpectedly  favorable  results.  The 
industrial  activity  that  has  resulted  in  greatly  in- 
creased employment  at  higher  wages  has  overcome 
much  of  the  economic  difficulty  in  paying  for  medi- 
cal care,  illustrating  the  close  relation  between  the 
general  economic  prosperity  of  the  nation  and  the 
utilization  of  medical  care.  The  widespread  use  of 
hospital  insurance  has  been  an  important  factor  in 
the  same  direction.  A similar  movement  in  voluntary 
prepayment  of  medical  care  is  under  way. 

A nationwide  organized  effort  to  distribute  medi- 
cal personnel  during  the  war  emergency  has  been 
directed  by  the  combined  efforts  of  the  United 
States  Public  Health  Service  and  the  Procurement 
and  Assignment  Service  for  Physicians,  Dentists, 
etc.,  of  the  War  Manpower  Commission.  This  has 
had  the  wholehearted  and  voluntary  support  of  the 
medical  profession.  Adore  than  4,000  physicians  have 
voluntarily  relocated,  and  at  present  there  are  less 
than  300  communities  in  the  whole  nation  known 
to  be  actually  in  acute  need. 

The  experience  gained  through  these  wartime 
efforts  has  yielded  certain  impressions.  Improved 
distribution  of  medical  personnel  can  be  greatly 
facilitated  by  community  efforts;  first  to  recognize 
the  need  themselves,  and  second  to  aid  in  securing 
physicians  by  providing  home  and  office  facilities 
and  reasonable  assurance  of  a living  income.  Certain 
communities  will  require  State  or  Federal  assistance 
of  a financial  nature,  preferably  to  be  provided 
through  the  agency  of  the  Public  Health  Service. 
The  same  applies  to  providing  necessary  hospital  and 
laboratory  facilities.  The  support  of  the  organized 
medical  profession  is  essential  and  can  best  be  se- 
cured on  the  basis  of  voluntary  public  spirited  co- 
operation. The  wider  spread  of  voluntary  hospital 
and  medical  care  insurance  should  be  fostered.  The 
support  of  organized  groups  should  be  solicited  and 
governmental  control  or  compulsion  avoided. 

RECOMMENDATIONS  TO  ASSURE  CONTINUOUS  SUPPLY  OF 
MEDICAL  SCHOOL  GRADUATES 

In  the  spring  of  1944  the  Army  announced  that 
instead  of  filling  55  per  cent  of  the  student  vacancies 
of  future  entering  medical  school  classes  with  its 
enlisted  men  assigned  for  training  in  medicine,  it 
would  take  only  28  per  cent  of  the  class.  It  also 
announced  its  intention  to  stop  the  assignment  of 


enlisted  men  to  premedical  training  courses.  At 
about  the  same  time,  Selective  Service  announced 
that  it  would  no  longer  recognize  premedical  or 
medical  training  as  a deferable  occupation  for  young 
men  over  18  years  of  age,  who  were  otherwise  sub- 
ject to  induction  for  military  service.  The  combined 
effect  of  these  actions  is  to  make  it  necessary  to  fill 
about  40  per  cent  of  future  medical  classes  and 
practically  all  premedical  classes  with  students  who 
are  either  women,  physically  disqualified  men, 
aliens,  or  others  not  subject  to  military  service. 
Those  who  are  informed  believe  that  this  is  impos- 
sible, if  high  standards  of  student  quality  are  main- 
tained, and  that  hence  there  will  be  a reduction  in 
the  number  of  physicians  produced  for  the  needs  of 
the  country  when  the  affected  classes  reach  gradua- 
tion. 

The  difficulty  could  be  immediately  corrected  by 
a change  in  the  attitude  of  Selective  Service.  If 
medical  education  is  recognized  as  an  essential  activ- 
ity and  capacity  production  of  well  trained  doctors 
as  a necessary  element  in  our  social  and  health 
program,  it  would  follow  that  deferment  for  stu- 
dents of  medicine  and  premedicine  is  a logical  con- 
clusion. The  same  reasoning  applies  to  dental  and 
predental  education.  The  changes  of  policy  above 
referred  to  were  made  under  the  plea  of  military 
necessity.  With  the  change  in  course  of  the  war 
this  argument  is  hard  to  justify,  particularly  as  the 
numbers  involved  in  any  one  class  are  relatively 
very  small.  Certain  statements  of  General  Hershey 
give  the  impression  that  his  motive  in  denial  of 
deferment  is  his  belief  in  the  desirability  of  all 
young  men  having  at  least  a year  of  military  train- 
ing. There  are  strong  arguments  possibly  both  for 
and  against  this  view,  but  the  assumed  intent  of  the 
Selective  Service  law,  was  as  its  name  implies— a 
selection  of  those  who  should  render  military  serv- 
ice, and  of  others  who  should  render  equally  neces- 
sary non  military  service.  If  this  be  true,  and  we  are 
operating  under  a really  selective  service  and  not 
under  a universal  military  service  system  for  all 
young  men  reaching  the  age  of  18,  then  congres- 
sional advice  to  the  Director  of  Selective  Service 
enjoining  deferment  for  properly  qualified  and 
sufficiently  numerous  students  in  medical  and  pre- 
medical courses  would  at  once  correct  the  threaten- 
ing situation. 

A HOSPITAL  AND  MEDICAL  CENTER  PROGRAM 

The  writer  believes  that  much  benefit  would 
accrue  from  a well  thought  out  and  soundly  organ- 
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ized  program  to  improve  the  hospital  and  laboratory 
facilities,  including  material  and  personnel,  in  those 
areas  now  inadequately  supplied.  In  such  a state- 
ment as  this  it  is  obviously  impossible  to  enter  into 
details,  but  certain  guiding  principles  may  be  out- 
lined. In  the  first  place  a careful  survey  conducted 
by  the  combined  efforts  of  the  State  Health  Depart- 
ments and  the  State  Medical  Societies,  with  the 
advice  of  the  United  States  Public  Health  Service, 
should  be  carried  out  to  determine  the  actual  needs. 
Such  a survey  would  of  course  comprehend  such 
factors  as  geography,  transportation  facilities,  popu- 
lation size  and  similar  matters.  It  would  require  a 
certain  detachment  of  view  to  correct  either  local 
indifference  or  local  excess  of  demand.  An  estimate 
of  the  cost  of  the  necessary  plant  and  equipment 
should  be  made  for  each  area  involved.  In  this  con- 
nection it  may  be  well  to  point  out  that  demobiliza- 
tion at  the  end  of  the  war  may  present  a favorable 
opportunity  to  secure  excess  Army  and  Navy  medi- 
cal plant  and  equipment  on  attractive  terms.  1 he 
question  of  staffing  such  new  installations  as  may  be 
recommended  will  require  harmonious  and  public 
spirited  cooperation  of  the  medical  profession.  Here 
again,  with  demobilization  a unique  opportunity 
should  not  be  missed  of  appealing  successfully  to 
many  returning  professional  men  who  will  be  un- 
settled in  their  future  plans.  1 he  financial  burden 
of  the  new  developments  will  require  careful  study. 
It  would  seem  proper  that  the  local  community, 
county,  or  group  of  counties  most  benefitted  should 
be  responsible  for  bearing  as  much  of  the  cost  as 
their  financial  condition  permits.  The  State  should 
supplement  where  necessary  the  balance  not  cover- 
able  by  local  resources,  and  only  when  both  com- 
munity and  State  are  unable  to  make  sufficient  pro- 
vision for  the  expenses  deemed  necessary  in  each 
instance,  should  appeal  be  entertained  for  Federal 
aid.  It  is  highly  likely  that  such  instances  will  occur, 
however,  and  an  arrangement  similar  to  that  estab- 
lished as  a war  time  measure  for  securing  doctors 
for  scarcity  areas  might  be  adopted:  namely,  a Con- 
gressional appropriation  to  meet  local  deficiencies 
for  the  provision  of  needed  medical  installations,  to 
be  administered  with  proper  safeguards  through  the 
United  States  Public  Health  Service,  operating  in 
conjunction  with  the  State  Health  Department. 

Public  Health  Service  Act,  1944 

The  Public  Health  Service  Act,  signed  by  Presi- 
dent Roosevelt  on  July  3,  1944,  is  another  milestone 


in  the  146-year  history  of  the  United  States  Public 
Health  Service,  according  to  Public  Health  Reports, 
July  14,  1944. 

The  act  brings  together  in  compact  and  orderly 
arrangement  substantially  all  existing  law  affecting 
the  Service.  It  eliminates  many  outmoded  regula- 
tions and,  in  a series  of  revisions  dictated  by  oper- 
ating experience,  streamlines  the  administration  of 
the  Public  Health  Service. 

In  several  respects  the  act  broadens  the  scope  of 
previously  established  Public  Health  Service  lunc- 
tions.  It  provides  authority  to  make  grants-in-aid  to 
research  institutions  for  study  of  any  disease— in  the 
same  way  the  National  Cancer  Act  of  1937  pro- 
vides for  cancer  research.  It  authorizes  expansion  of 
the  Federal-State  cooperative  public  health  pro- 
grams, and  calls  for  the  establishment  of  a national 
tuberculosis  control  program,  patterned  after  the 
venereal  disease  control  program. 

l he  final  act  presented  to  the  President  for  ap- 
proval is  the  result  of  two  years’  work  and  study 
under  the  leadership  of  Representative  Alfred  L. 
Bulwinkle  of  North  Carolina.  It  is  due  to  the  inter- 
est and  close  attention  of  Mr.  Bulwinkle,  Senator 
Elbert  Thomas  of  Utah,  and  their  colleagues  that 
this  essential  streamlining  of  the  Nation’s  public 
health  law  has  been  brought  to  a successful  con- 
clusion. 

The  new  law  retains  all  the  important  duties 
which  Congress  has  laid  upon  the  Service  in  previous 
legislation  enacted  over  the  last  half  century.  Basic 
responsibilities  still  include  medical  and  hospital 
care  of  American  Merchant  Marine  seamen,  the 
United  States  Coast  Guard,  and  other  Federal  bene- 
ficiaries; the  National  Quarantine  Service;  scientific 
research;  control  of  biologic  products;  and  care  of 
lepers  and  narcotic  drug  addicts.  Assistance  to  State 
and  Territorial  health  departments  also  will  con- 
tinue. 

In  recent  years,  the  trend  of  public  health  work 
has  been  toward  tackling  public  health  problems 
individually  and  directing  all  available  resources  to 
the  eradication  of  widely  prevalent  diseases  which 
place  an  unnecessary  burden  upon  the  health  and 
economy  of  the  Nation.  The  new  law,  which 
authorizes  establishment  of  a tuberculosis  control 
program,  makes  it  possible  to  extend  this  type  of 
direct  attack.  The  program  follows  the  pattern  of 
the  national  venereal  disease  control  program, 
authorized  by  the  Congress  in  1938.  It  places  upon 
the  Public  Health  Service  the  responsibility  of 


790 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


administering  grants-in-aid  to  State  health  depart- 
ments, and  of  conducting  demonstrations  and  re- 
search leading  toward  the  eradication  of  tuber- 
culosis. 

The  Act  also  raises  the  ceiling  of  Federal  appro- 
priations for  grants-in-aid  to  the  States  for  general 
public  health  services  from  $i  1,000,000  annually  (as 
provided  under  title  VI  of  the  Social  Security  Act) 
to  $20,000,000.  It  empowers  the  Service  to  use  a 
limited  portion  of  these  funds  for  the  training  of 
public  health  personnel  and  for  special  demonstra- 
tions in  the  solution  of  particular  community  health 
problems. 

Provision  also  is  made  for  the  strengthening  of 
the  commissioned  corps  of  the  United  States  Public 
Health  Service  and  for  the  commissioning  of 
specialists  in  scientific  fields  relating  to  public 
health— such  as  entomology,  chemistry,  and  zoology. 
Under  the  new  law,  nurses  may  now  be  commis- 
sioned in  the  Service.  Other  sections  of  the  act  carry 
over  previous  legislation  giving  the  commissioned 
personnel  of  the  Public  Health  Service  in  wartime 
substantially  the  same  benefits  and  privileges  af- 
forded officers  of  the  Army  and  Navy. 

Fundamental  reorganization  laws  expanding  Pub- 
lic Health  Service  functions  and  strengthening  its 
administration  have  been  enacted  through  the  years. 
Acts  of  Congress  in  1878,  1890,  1893,  and  1906 
authorized  the  Service  to  prevent  the  introduction 
of  epidemic  diseases  into  this  country  from  abroad 
and  to  prevent  the  interstate  spread  of  communi- 
cable diseases.  In  1889,  the  Service  was  organized 
along  military  lines  and  provision  made  for  the 
establishment  of  a corps  of  commissioned  officers 
with  grades,  ranks,  and  rates  of  pay  similar  to  those 
of  the  Army  and  Navy  Medical  Corps. 

The  organization  of  the  Service  now  includes 
four  major  administrative  units— the  Office  of  the 
Surgeon  General,  the  National  Institute  of  Health, 
the  Bureau  of  State  Services,  and  the  Bureau  of 
Medical  Services.  The  staff  of  the  Surgeon  General 
is  made  up  of  a Deputy  Surgeon  General  and  three 


Assistant  Surgeons  General  in  charge  of  the  three 
bureaus.  In  addition,  staff  officers  with  the  rank  of! 
Assistant  Surgeon  General  are  assigned  to  the  admin- 
istration of  dental  and  sanitary  engineering  activ- 
ities. 1 he  Aledical  Director  of  the  United  States 
Coast  Guard  has  the  rank  of  Assistant  Surgeon  Gen-: 
era!  on  the  staff  of  the  Surgeon  General  of  the 
Public  Health  Service. 

The  significance  of  the  Public  Health  Service  Act 
is  far  reaching.  From  a legislative  point  of  view,  the 
codification  of  laws  of  a Service  which  came  into 
being  in  1798  is  of  direct  benefit,  not  only  to  the 
Service  itself,  but  to  the  various  governmental  and 
State  agencies  that  have  to  deal  with  public  health. 
It  might  well  serve  as  model  legislation  for  all  Fed-j 
eral  services  and  bureaus.  L 


Kissing  Bugs 

The  Hawaii  Medical  Journal  (January-February, 
1944)  contains  a report  of  two  cases  of  bites  inflicted 
on  humans  by  the  “kissing  bug,”  Triatoma  rubro-  1 
fasciata.  The  bite  produces  a clinical  syndrome 
strongly  suggestive  of  cellulitis  with  lymphadenitis  1 
and  regional  lymphadenitis.  Areas  of  the  body  ex-  | 
posed  in  sleep  are  most  likely  to  be  affected.  Since 
this  bug  is  an  important  vector  of  American  try-  | 
panosomiasis  its  presence  constitutes  a public  health 
hazard. 

Bulbar  Polioencephalitis 

Clinical  Proceedings,  the  Journal  of  The  Cape 
Town  (South  Africa)  Postgraduate  Medical  Asso- 
ciation, recently  reported  an  outbreak  of  acute  i 
anterior  poliomyelitis  of  six  cases,  five  of  which 
presented  the  chief  sign  of  palatal  paralysis.  Only 
two  of  those  cases  with  the  palatal  syndrome  re- 
covered. In  the  fatal  cases  palatal  paralysis  occurred 
very  early  and  was  among  the  first  symptoms 
noticed. 


PROFESSIONAL  HEADACHES:  — Few  medical  men  can  run 

an  office  without  an  occasional  headache.  No  matter  what  type  of  equipment 
gets  out  of  order  in  your  office,  call  7-2138  with  complete  confidence.  We 
have  a specially  trained  service  to  handle  emergency  calls  or  routine  repair 
jobs.  Turn  vour  headaches  over  to  us!  The  Professional  Equipment  Co. 
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WOMAN’S  AUXILIARY 

OF  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

President,  Mrs.  H.  Bertram  Lambert,  Bridgeport  Secretary,  Mrs.  Charles  W.  Goff,  West  Hartford 

Vice  President,  Mrs.  Creighton  Barker,  New  Haven  Treasurer,  Mrs.  Julian  G.  Ely,  Lyme 

POST-WAR  PLANNING  IN  EDUCATION 

Dr.  Albert  N.  Jorgensen,  President,  The  University  of  Connecticut 


Because  of  business  pressure,  Dr.  Jorgensen  did  not  have  a 
prepared  speech,  but  spoke  informally  without  manuscript . 


Dr.  Jorgensen  emphasized  that  postwar  planning 
should  consist  of  planning  for  those  problems 
which  will  inevitably  arise  immediately  following 
the  cessation  of  hostilities. 

If  the  Allies  were  to  lose  the  war,  democracy 
would  suffer  a serious  blow.  Democracy  is  a form  of 
government  that  exists  through  education  of  its 
people,  even  so  is  the  education  the  means  of  pro- 
moting and  supporting  totalitarian  ideas  in  the  coun- 
tries of  the  enemy.  This  education  in  their  countries 
[has  taken  place  over  a long  period  of  time.  An  allied 

(victory  will,  of  course,  impose  great  responsibilities 
upon  the  allies  in  establishing  the  right  peace. 

Dr.  Jorgensen  outlined  three  problems  confront- 
ing us.  The  first  and  the  most  urgent  one  is  an  early 
, victory,  to  prevent  greater  loss  of  lives.  1 o achieve 
this  will  be  a real  test  for  the  Allies  in  planning, 
i working  and  fighting  together.  Prior  to  the  war  we 
j were  a divided  nation.  Through  soft  living  and  lack 
of  moral  preparation,  we  did  not  fully  appreciate  the 
I acts  of  totalitarian  aggression.  Since  Pearl  Harbor, 
we  achieved  greater  unity.  Is  this  unity  based  on 
war  psychology  or  on  changes  of  convictions? 

The  second  problem  before  us  is  the  winning  of 
a decent  peace.  Dr.  Jorgensen  cautioned  against 
repeating  the  experiences  following  the  last  world 
war. 

Education  planning  should  go  toward  creating  a 
just  and  reasonable  peace.  Freedom  from  want,  free- 
dom from  fear,  freedom  of  speech  and  worship 
should  be  included  in  the  terms  of  peace,  and  Dr. 
Jorgensen  stated  that  personally  he  would  add  free- 
dom of  private  enterprise  and  self  determination. 

The  third  problem  consists  of  saving  democracy. 
Although  we  can  win  the  shooting  war  and  its  sub- 


sequent peace,  it  does  not  mean  that  we  will  save 
democracy;  no  guarantee  of  it  exists.  We  should 
beware  of  the  destructive  forces  that  can  threaten 
our  way  of  life.  Unemployment  is  one  of  such 
forces.  Reconversion  is  being  planned  now,  but  labor 
is  worried  about  it.  Reconversion  is  a most  serious 
consideration.  In  Connecticut  there  will  be  two  to 
three  hundred  thousand  displaced  workers.  Democ- 
racy will  suffer  a blow  by  heavy  unemployment. 
Jobless  workers  may  turn  towards  other  forms  of 
government  if  assured  of  job  security. 

There  must  be  equality  of  opportunity  in  educa- 
tion; this  has  not  been  achieved  yet.  There  are  differ- 
ences in  standards  within  a state  and  between  states. 

Group  as  well  as  racial  prejudices  and  antagonisms 
must  be  overcome,  if  the  democracy  is  to  survive. 

There  is  a definite  gap  between  science  and 
technology  on  one  hand  and  ideals  and  humanity  on 
the  other;  this  gap  should  be  closed.  We  should 
teach  for  peace,  and  education  should  play  a promi- 
nent part  in  it. 

Dr.  Jorgensen  then  turned  to  the  question  of 
education  in  postwar  planning  in  Connecticut.  He 
stated  that  the  educational  facilities  are  not  adequate, 
and  that  this  situation  is  most  serious. 

Twenty  thousand  young  men  from  Connecticut 
in  the  Armed  Forces  of  college  level  are  ready  for 
education;  they  should  have  an  opportunity  to  com- 
plete it.  There  is  also  the  question  of  displaced  war 
workers  who  will  need  retraining.  Many  of  the 
residents  of  this  state  go  out  of  state  for  their  college 
education,  many  of  them  to  state  universities  of 
other  states.  The  state  of  Connecticut  stands  45th  in 
annual  monies  spent  for  public  higher  education; 
Connecticut  also  has  a low  rating  in  number  of  high 
school  graduates  going  to  college.  No  state  can  long 
maintain  high  standards  with  such  statistical  mani- 
festations. Proper  facilities  should  be  provided  by 
each  state. 
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We  have  in  Connecticut  good  private  educational 
institutions,  but  facilities  for  public  higher  education 
are  inadequate.  Therefore,  Dr.  Jorgensen  feels  that 
better  accommodations  should  be  provided,  and  op- 
portunities for  professional  training  be  organized. 
As  an  example  of  the  present  situation,  Dr.  Jorgen- 
sen stated  that  University  of  Connecticut  had  2,500 
applications  for  admission  this  year.  The  University 
can  admit  only  800. 

Two  thousand  young  men  who  attended  the 
University  are  now  in  the  Armed  Forces.  A ques- 
tionnaire was  sent  to  them  in  regard  to  their  post- 
war plans  in  education.  Eighty-seven  per  cent 
answered,  expressing  their  determination  to  finish 
their  college  education.  Should  these  young  men 
return  to  the  University  of  Connecticut,  as  they 
plan,  no  civilian  could  be  admitted  for  several  years. 

Dr.  Jorgensen  then  told  of  the  program  to  enlarge 
the  University  of  Connecticut  that  w ill  be  brought 
before  the  legislature,  so  that  the  State  of  Connecti- 
cut will  not  be  in  arrears  in  fulfilling  its  obligation 
to  the  young  people  of  this  state. 

Meeting  of  the  Woman’s  Auxiliary 

The  meeting  of  the  Woman’s  Auxiliary  of  the 
Connecticut  State  Medical  Society  was  called  to 
order  by  Mrs.  H.  Bertram  Lambert,  president,  at 
3:00  p.  m.,  September  28,  1944  at  the  New  Haven 
Medical  Association  Building,  New  Haven.  Dr.  H. 
Gildersleeve  Jarvis,  president  of  the  State  Medical 
Society,  welcomed  the  members  of  the  Woman’s 
Auxiliary  and  extended  greetings  of  the  State  Medi- 
cal Society. 

Mrs.  Lambert  spoke  on  the  opportunities  of  the 
Auxiliary  as  a group  to  be  of  real  service  during  war 
time.  Minutes  of  the  organizational  meeting  (May 
3,  1944)  were  read  by  the  secretary  and  approved. 
Treasurer’s  report  was  read  and  accepted.  Report 
of  the  committee  on  Constitution  and  By-laws  was 
read  by  Mrs.  Ralph  L.  Gilman,  chairman,  and  then 
Mrs.  Gilman  read  the  Constitution  and  By-laws  as 
prepared  by  her  committee  during  this  summer. 
Discussion  from  the  floor  brought  several  sugges- 
tions for  corrections  and  additions.  A motion  was 


passed  to  accept  the  Constitution  and  By-laws  as 
presented  by  Airs.  Gilman,  and  table  all  changes 
until  the  spring  meeting. 

Mrs.  Creighton  Barker,  chairman  of  the  Organiza- 
tion Committee  read  the  report  on  organizing  the 
counties.  Mrs.  Lambert  announced  the  appointment 
of  Airs.  F.  W.  Wersebe  as  chairman  of  the  Nomi- 
nating Committee,  and  Mrs.  James  D.  Gold,  as  mem- 
ber from  the  Board  of  Directors.  Three  members 
were  elected  from  the  floor,  as  follows:  Mrs.  Arthur 
B.  Landry,  Mrs.  Herbert  Thoms  and  Adrs.  Edmund 
Douglass. 

Mrs.  Lambert  announced  that  the  selection  of 
delegates  to  the  annual  meeting  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association  will 
be  postponed  until  the  spring  meeting. 

Mrs.  Lrank  S.  Jones  proposed  the  following  reso- 
lution: “ I hat  a War  Participation  Committee  of  at 
least  six  members  be  appointed  by  the  president,  its 
purpose  being  to  handle  problems  which  may  arise 
in  the  families  of  physicians,  who  are  in  service.” 
1 he  president  asked  for  a motion  to  appoint  such  a 
committee.  Such  a motion  was  passed. 

A motion  was  made  from  the  floor,  that  the  com- 
mittee on  Constitution  and  By-laws  be  discontinued 
at  this  meeting,  and  that  the  president  should  appoint 
a Revision  Committee  to  take  over  the  proposed 
amendments.  This  motion  was  passed. 

Mrs.  Lambert  announced  that  tea  will  be  served 
after  the  address  by  Dr.  Jorgensen. 

Adeeting  adjourned  at  5:00  p.  m. 

Submitted  by: 

Mrs.  Charles  W.  Goff,  Secretary 


Pellagra  In  Spite  of  Vitamin  B Complex 

Roberts  and  Najjar  in  the  Bulletin  of  The  Johns 
Hopkins  Hospital  (June  1944)  report  a case  of 
pellagra  which  developed  in  a 12  year  old  girl  who 
w as  under  hospital  observation  and  was  receiving  a 
B complex  preparation  at  the  time.  The  inference 
is  that  certain  commercial  yeast  extracts  do  not 
suppiy  sufficient  quantities  of  nicotinic  acid. 


AFTER  HITLER'S  FUNERAL  — you  medical  draftees  and  vol- 

unteers  will  want  a new,  modern  office.  Why  not  let  us  issue  you  a credit 
to  apply  on  your  post-war  medical  equipment  and  furniture?  When  Uncle 
Sam  calls,  ask  us  for  the  details  of  our  liberal  credit-balance  plan,  or  for  our 
cash  proposition.  Turn  over  to  us  the  headache  of  disposing  of  vour  present 
equipment!  Piofessional  Equipment  Co.,  36  Howe  Street,  New,  Haven,  Conn. 

(See  PAGE  2) 


NOVEMBER,  NINETEEN  HUNDRED  AND  FORTY-FOUR 
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ANNOUNCEMENT 


The  conversion  of  the  Neuro-Psychiatric  Institute  of  the  Hartford 
Retreat  into  the  Institute  of  Living,  which  began  on  April  i,  1931, 
embraces,  among  other  things,  provision  for  the  development  of 
research  and  the  ultimate  development  of  an  extensive  program 
for  training  various  types  of  specialists  and  personnel  needed  in 
psychiatry  and  allied  fields. 

The  experience  of  the  hospital  world  during  the  past  several 
decades  has  amply  demonstrated  that  the  best  professional  care  of 
patients  is  developed  in  institutions  where  research  and  the  training 
of  personnel  are  carried  on,  and  that  the  best  care  of  the  sick  and 
teaching  and  research  go  hand  in  hand. 

This  threefold  function  of  the  Institute  of  Living  has  found 
expression  in  the  adoption  of  new  by-laws  that  formally  accept 
as  the  responsibility  of  its  Board  of  Directors  the  development  of 
the  best  in  the  care  of  the  sick  and,  in  addition,  the  development  of 
research  and  the  training  of  personnel  in  all  the  branches  allied  to 
the  field  of  neurology  and  psychiatry  insofar  as  the  capabilities 
and  resources  of  the  Institute  make  this  threefold  purpose  attainable. 


BOSTON  OFFICE— 459  Marlborough  Street,  Boston  15.  Massachusetts 
NEW  YORK  OFFICE— 610  Park  Avenue,  New  York  21,  New  York 


THE  INSTITUTE  OF  LIVING 

Chartered  1822 

Hartford  2,  Connecticut 
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SPECIAL  NOTICES 


NATIONAL  VENEREAL  DISEASE  CONTROL 
CONFERENCE 

Under  the  auspices  of  the  U.  S.  Public  Health  Service 

Chairman,  Surgeon  General  Thomas  Parran 
November  9-1 1,  1944 
St.  Louis  Medical  Society  Building 
3839  Lyndell  Court,  St.  Louis,  Missouri 

Thursday,  November  9 

Registration— 9:00  a.  m. 

Morning  Session— 10:00  a.  m.  to  12:30  p.  m. 

Address  of  Welcome  and  General  Purpose  of  Conference 

Surgeon  General  Thomas  Parran 

Problems  in  Venereal  Disease  Control  of  Tomorrow 

Medical  Director  J.  R.  Heller,  Jr. 

Afternoon  Session— 2:00  p.  m.  to  4:30  p.  m. 

Venereal  Disease  Control  in  the  Army 

Speaker  to  be  announced 

Venereal  Disease  Control  in  the  Navy 

Speaker  to  be  announced 

Penicillin  in  Early  Syphilis  Dr.  J.  E.  Moore 

Penicillin  in  Late  Syphilis  Dr.  John  H.  Stokes 

Penicillin  in  the  Treatment  of  Gonorrhea  and  Syphilis 

Medical  Director  J.  F.  Mahoney 

Evening  Session— 8:00  p.  m.  to  10:00  p.  m. 

U.  S.  Army  Experiences  in  the  European  Theatre  of 
Operations  Speaker  to  be  announced 

Symposium:  International  Control  of  Venereal  Diseases 

Representatives  of  England,  Canada,  Mexico,  Norway 
and  other  countries  have  been  invited  to  participate 

Friday,  November  10 

Morning  Session— 10:00  a.  m.  to  12:30  p.  m. 

Rapid  Treatment  Medical  Director  (R)  Udo  J.  Wile 

Epidemiology  Speaker  to  be  announced 

Biologic  False  Positives  Dr.  Hans  Neurath 

Promiscuity  as  a Factor  in  the  Spread  of  Venereal  Disease 

Speaker  to  be  announced 

Afternoon  Session— 2:00  p.  m.  to  4:30  p.  m. 

Section  Meetings 

1.  Diagnostic  and  Therapeutic  Procedures  in  Gonorrhea 

Chairman— Dr.  Oscar  F.  Cox 
Secretary— Sr.  Surg.  C.  J.  Van  Slyke 

2.  Diagnostic  and  Therapeutic  Procedures  in  Syphilis 

Chairman— Dr.  A.  W.  Neilson 

Secretary— P.  A.  Surg.  (R)  Howard  P.  Steiger 

3.  Epidemiology 

Chairman— Dr.  N.  A.  Nelson 
Secretary— To  be  announced 


4.  Education  and  Community  Action 
Chairman— Dr.  William  F.  Snow 
Secretary— Dr.  H.  H.  Hazen 

Saturday,  November  11 

Morning  Session— 10:00  a.  m.  to  12:30  p.  m. 

Report  of  Chairman  for  Section  on  Diagnostic  and  Thera- 
peutic Procedures  in  Syphilis  Dr.  A.  W.  Neilson 

Report  of  Chairman  for  Section  on  Diagnostic  and  Theraa- 
peutic  Procedures  ni  Syphilis  Dr.  A.  W.  Neilson 

Afternoon  Session— 2:00  p.  m.  to  4:30  p.  m. 

Report  of  Chairman  for  Section  on  Epidemiology 

Dr.  N.  A.  Nelson 

Report  of  Chairman  for  Section  on  Education  and 
Community  Action  Dr.  William  F.  Snow 

DISTINGUISHED  BRITISH  MILITARY  PSYCHIA- 
TRIST WILL  DELIVER  SALMON  LECTURES 
FOR  1944 

Brigadier  General  J.  R.  Rees,  Consultant  Psychiatrist  to 
the  British  Army,  will  deliver  the  Salmon  Lectures  for  1944 
at  the  Academy  of  Medicine,  2 East  103rd  Street,  in  New 
York  on  Monday,  Tuesday  and  Wednesday  evenings— 
November  20,  21  and  22  at  8:30  p.  m. 

The  Salmon  Committee  on  Psychiatry  and  Mental  Hygiene 
appointed  by  the  Council  of  the  New  York  Academy  of 
Medicine,  annually  invites  an  oustanding  specialist  in  the 
field  of  psychiatry,  neurology,  or  applied  sciences,  who  has 
made  the  greatest  contribution  to  his  specialty  during  the 
preceding  year,  to  deliver  the  lecture  series. 

As  Captain  in  the  R.A.M.C.  in  the  first  world  war,  he  saw 
service  in  Belgium,  France,  Mesopotamia,  and  North  Persia. 
He  was  formerly  Neurological  Specialist,  Ministry  of  Pen- 
sions, and  Medical  Superintendent,  Bowden  House.  He  now 
holds  the  post  of  Medical  Director,  The  Tavistock  Clinic 
(The  Institute  of  Medical  Psychology). 

The  Salmon  Committee  on  Psychiatry  and  Mental  Hygiene 
has  extended  an  invitation  to  all  members  of  the  medical 
profession  and  their  friends  to  attend  the  lectures. 

The  subject  of  Brigadier  Rees’  first  lecture  on  the  night  of 
November  20  will  be  “The  Frontiers  Extend”  in  which  he 
will  review  the  experiences  of  the  war  insofar  as  they  open 
up  new  psychiatric  responsibilities.  He  will  trace  the  develop- 
ments of  the  new  social  psychiatry  and  of  new  practices  in 
selection  and  placement  engendered  by  the  realism  of  the 
war  period.  He  will  present  material  to  show  that  war  time 
priorities  are  prophylaxis  in  the  building  up  of  mental  health. 

On  the  night  of  November  21,  the  speaker’s  subject  will 
be  “Opportunities  Emerge.”  Asserting  that  training  methods, 
morale,  and  disciplinary  problems  have  been  matters  of 
urgency  in  the  Army,  as  indeed  they  have  been  also  in 
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civilian  life,  Brigadier  Rees  will  discuss  the  fact  that  men  and 
women  of  all  kinds  and  qualities  challenge  our  psychiatric 
skill  and  that  war  psychiatry  has  contributed  to  the  women’s 
services,  to  adult  education  and  to  resocialization  of  the  sick 
and  maimed,  as  well  as  in  matters  of  intelligence  and  aptitude 
testing  and  selection  of  officer  candidates  and  other  special 
groups  on  the  basis  of  studies  in  character,  personality, 
leadership,  and  stability. 

On  the  night  of  November  22,  on  the  subject  “The  Way 
Ahead,”  Brigadier  Rees  will  survey  both  the  old  and  new 
responsibilities  of  psychiatry,  in  whicli  he  will  indicate  that 
individual  breakdown  is  perhaps  less  important  than  group 
breakdown.  Brigadier  Rees  will  point  out  that  a wider  and 
better  education  for  the  psychiatrist  is  needed  if  he  is  to  be 
ec  uipped  for  the  future  tasks,  and  that  many  of  the  experi- 
ences of  war  time  can  be  applied  to  solve  the  mental  health 
problems  of  communities  and  nations.  He  believes  that  peace 
will  bring  with  it  the  necessity  for  “Psychological  Warfare.” 


MEDICAL  OFFICERS  NEEDED 

The  Civil  Service  Commission  has  announced  a new 
examination  for  Rotating  Interneship  and  Psychiatric  Resi- 
dent positions  at  St.  Elizabeths  Hospital,  the  Federal  institu- 
tion for  the  treatment  of  mental  disorders,  in  Washington, 
D.  C.  The  positions  pay  $2,433  a year,  including  overtime  pay. 

The  Interneship  consists  of  9 months  of  rotating  service 
including  medicine,  surgery,  pediatrics  (affiliation),  obstetrics 
(affiliation),  and  as  conditions  permit,  psychiatry  and  labora- 
tory. Applicants  must  be  third  or  fourth  year  students  in  an 
approved  medical  school. 

Psychiatric  Resident  positions  consist  of  9 months  in 
psychiatry.  Applicants  must  have  successfully  completed 
their  fourth  year  of  study  in  a medical  school  and  they  must 
have  the  degree  of  b.m.  or  m.d.  In  addition  they  must  have 
completed  an  accredited  rotating  interneship  of  at  least  9 
months  or  be  serving  such  interneship  at  the  time  of  making 
application.  Persons  who  attain  eligibility  but  who  are  still 
serving  their  interneship  may  have  their  names  submitted  for 
appointment  but  they  cannot  enter  on  duty  until  they  have 
completed  their  interneship. 

There  are  no  age  limits  for  this  examination  and  no  written 
test  will  be  given.  Applications  will  be  accepted  until  the 
needs  of  the  service  have  been  met.  Application  forms  may 
be  secured  at  first  and  second  class  post  offices,  from  the 
Commission’s  regional  offices,  or  direct  from  the  U.  S.  Civil 
Service  Commission,  Washintgon  25,  D.  C. 

Appointments  to  Federal  positions  are  made  in  accordance 
with  War  Manpower  Commission  policies  and  employment 
stabilization  programs. 


Announcement  by  The  John  and  Mary  R. 
Markle  Foundation 

The  Foundation  wishes  to  announce  the  appoint- 
ment of  Dr.  John  A.  Ferrell  as  Medical  Director  to 
have  charge  of  its  professional  work.  The  appoint- 
ment became  effective  July  1,  1944. 

The  Markle  Foundation  was  established  in  March 
1927.  The  policy  adopted  in  December  1935,  still  in 
force,  limits  the  activities  to  research  in  the  medical 
and  the  physical  sciences  and  the  area  of  operations 
to  the  United  States  and  Canada. 

As  a war  measure  the  scope  of  the  program  was 
broadened  to  include  features  of  direct  importance 
to  the  war  effort.  Among  them  were  researches  in 
emergency  problems  such  as  the  virus  diseases  and 
the  tropical  diseases.  Moreover  the  training  of  essen- 
tial personnel  in  tropical  medicine  has  been  facili- 
tated. 

Dr.  Ferrell  in  1910  joined  the  staff  of  the  Rocke- 
feller Sanitary  Commission  and  became  Assistant 
Director  in  1913.  Since  1914  he  has  served  as  Asso- 
ciate Director  of  the  International  Health  Division 
of  the  Rockefeller  Foundation.  His  duties  have  in- 
cluded direction  of  the  health  program  of  the 
Rockefeller  Foundation  in  the  United  States,  Canada 
and  Mexico.  Although  his  retirement  is  not  sched- 
uled until  the  end  of  1945  the  Trustees  of  the 
Rockefeller  Foundation  have  granted  his  leave  effec- 
tive July  1,  1944  when  his  appointment  with  the 
Afarkle  Foundation  begins. 

The  Directors  of  the  Markle  Foundation  in  due 
course,  when  conditions  become  favorable,  contem- 
plate the  formulation  of  a long  term  program  of 
research  in  the  fields  of  the  medical  and  the  physical 
sciences  in  charge  of  a permanent  medical  director. 
Toward  the  attainment  of  this  goal  the  Directors 
will  have  the  assistance  of  Dr.  Ferrell. 

The  International  Health  Division  of  the  Rocke- 
feller Foundation  announces  the  appointment  of  Dr. 
Hugh  H.  Smith  as  Regional  Director  for  the  United 
States,  Canada  and  Mexico  to  succeed  Dr.  John  A. 
Ferrell. 


YOURS  FOR  THE  BASKING-  Our  complete  rental  service 

includes  various  types  of  sun  lamps  available  to  your  patients  on  prescription. 
Everyone  who  needs  the  tonic  benefits  of  ultra-violet  these  busy  “all  out” 
days,  cannot  spare  the  time  to  bask  on  the  beach,  but  details  on  PROFES- 
SIONAL summer  sun  for  everyone,  for  convenient  bedroom  use,  is  yours 
for  the  asking.  Professional  Equipment  Co.,  New  Haven. 

(See  PAGE  2) 
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OBITUARIES 


John  Sinclair  Dye,  M.D. 

1876  - 1944 

John  Sinclair  Dye  was  born  August  24,  1876  in 
LaCross,  Arkansas,  the  son  of  John  and  Katherine 
Sinclair  Dye.  His  father  was  a Methodist  minister. 

He  studied  at  Searcy  College  where  he  received 
his  a.b.  degree.  As  an  undergraduate  both  in  college 
and  medical  school  he  was  active  in  both  baseball 
and  football  and  throughout  life  continued  his 
athletic  interests,  particularly  in  tennis.  After  leaving 
Searcy  he  entered  Vanderbilt  University  where  he 
graduated  from  the  Academic  School  with  an  a.b. 
degree  and  in  1900  received  his  m.d.  He  played  on 
the  same  baseball  team  with  Grantland  Rice. 

After  leaving  medical  school,  he  spent  his  interne- 
ship  at  Douglas  Infirmary,  Nashville,  Tennessee,  and 
then  a year  in  Vienna,  Austria,  studying  pathology, 
hematology  and  bacteriology  under  Dr.  Hans  Neu- 
dovfer  at  the  Allgemeines  Krankenhaus.  He  returned 
to  Chattanooga,  Tennessee,  where  he  first  engaged 
in  general  practice  but  later  specialized  in  surgery 
until  1915.  When  he  left  that  location  he  had  firmly 
established  himself  as  an  Industrial  Surgeon  serving 
as  Chief  of  Staff  of  the  Erlanger  Hospital,  Chatta- 
nooga, Tennessee,  from  1908  to  1914. 

In  1909  he  married  Lucy  Wade  of  Waterbury, 
and  of  this  marriage  two  sons  and  a daughter  were 
born. 

After  a year  of  postgraduate  study  at  Columbia 
University  where  he  again  was  awarded  the  m.d. 
degree,  he  moved  to  Waterbury  and  resumed  the 
practice  of  medicine  and  surgery. 

During  World  War  I he  obtained  the  rank  of 
Colonel  in  the  Medical  Corps,  having  been  stationed 
at  Fort  Benjamin  Harrison,  Indiana,  and  then  at  the 
Base  Hospital  at  Camp  Sevier,  S.  C.,  where  he  was 
chief  of  the  Surgical  Service.  He  was  then  called  to 
Washington,  D.  C.,  attached  to  the  Surgeon  Gen- 
eral’s Office,  assigned  to  standardize  the  surgical 
services  of  base  hospitals  in  this  country. 

Following  the  war,  he  returned  to  his  practice  in 
Waterbury  and  became  medical  advisor  and  surgical 
consultant  to  several  of  the  large  local  industries,  a 
duty  which  he  thoroughly  enjoyed  and  pursued 
until  his  last  illness. 


During  the  term  of  Governor  Charles  A.  Temple- 
ton, Dr.  Dye  served  as  Surgeon  General  on  the 
Governor’s  Staff.  He  was  one  of  the  early  Fellows 
of  the  American  College  of  Surgeons,  having  been 
invested  with  this  honor  in  1914.  In  1937  he  was 
president  of  the  New  Haven  County  Medical  Asso- 
ciation and  in  1941  was  President  of  the  Waterbury 
Medical  Association. 

For  many  years  he  served  as  an  Examiner  in  Sur- 
gery for  the  National  Board  of  Medical  Examiners, 
and  in  1928  he  was  appointed  Lecturer  in  Surgery  at 
Yale  University,  School  of  Medicine.  He  was  inti- 
mately associated  with  the  Surgical  Department  and 
Clinics  of  Yale  for  many  years  and  was  instrumental 
in  acquiring  for  Yale  University  the  vast  Childs 
Foundation  for  Cancer  Research. 

He  rendered  invaluable  aid  in  establishing  the 
blood  bank  at  the  Waterbury  Hospital  in  1942.  For 
many  years  he  had  served  as  an  attending  surgeon  on 
the  staffs  of  Waterbury  and  St.  Mary’s  Hospitals. 

He  was  a member  of  the  New  York  Academy  of 
Medicine,  member  of  the  Society  of  Colonial  Wars, 
member  of  the  Graduates  Club  of  New  Haven,  an 
active  member  of  the  Waterbury  Club,  and  for 
many  years  a member  of  the  Board  of  Directors  of 
the  Waterbury  National  Bank. 

His  death  followed  ten  days  after  a severe  coro- 
nary occlusion.  He  succumbed  on  August  9,  1944. 

This  is  a record  of  a life  of  service,  sacrifice  and 
accomplishment. 

As  a preceptor,  he  was  sound,  exacting,  but  under- 
standing, and  fatherly. 

He  was  critical  but  fair  and  always  gave  praise 
when  due. 

He  was  considerate  and  generous. 

He  instilled  his  patients  with  courage,  confidence 
and  cheer. 

His  passing  has  brought  great  sorrow  to  his  many 
friends  and  patients. 

Our  profession  has  lost  a sterling  character. 

C.  H.  Cole,  m.d. 

J.  L.  Harvey,  m.d. 

Waterbury  Hospital  Medical  Staff 

Charles  H.  Brown,  M.D. 

1865  - 1944 

It  is  with  a deep  sense  of  loss  that  we  mark  the 
passing  of  Charles  H.  Brown  in  his  eightieth  year. 
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His  unusual  ability  combined  with  a kindly  and  un- 
selfish disposition  endeared  him  to  all. 

When  Dr.  Brown  came  to  Waterbury  in  1893 
after  graduation  from  New  York  University  Medi- 
cal School,  the  medical  profession  was  much  more 
conservative  in  its  attitude  toward  new  ideas  than  it 
is  today.  New  ideas,  no  matter  how  good,  were 
usually  frowned  upon  by  the  majority,  and  as  Dr. 
Brown  was  five  to  ten  years  ahead  of  his  time  in 
many  of  his  ideas,  he  had  the  misfortune  to  meet 
with  adverse  criticism  which  would  have  embittered 
a less  genial  disposition. 

The  laity  were  quicker  to  appreciate  his  worth 
than  were  many  of  the  profession,  and  almost  from 
the  first  he  enjoyed  a good  practice,  doing  much 
surgical  work  in  the  houses  of  his  patients. 

It  was  not  until  1902  that  he  was  appointed  a visit- 
ing physician  and  surgeon  on  the  staff  of  the  Water- 
bury Hospital.  At  this  time  there  was  very  little 
specialization,  and  a surgical  appointment  demanded 
‘also  a thorough  knowledge  of  medical  practice. 
Practically  every  operation  that  was  done  at  that 
time  he  did,  and  did  well  with  the  rather  meager 
facilities  then  furnished  by  the  hospital. 

An  example  of  his  progressive  practice  was  his  use 
of  diphtheria  antitoxin.  In  the  early  days  most 
physicians  used  antitoxin  as  a last  resort  and  in  very 
small  doses.  Dr.  Brown  was  the  only  man  to  use  it 
early  in  the  disease  and  in  doses  large  enough  to 
produce  effective  results. 

In  1910  Dr.  Brown  gave  up  his  medical  appoint- 
ment at  the  Waterbury  Hospital  and  was  made 
attending  surgeon.  In  1914  he  was  made  attending 
gynecologist,  giving  up  his  surgical  appointment. 
Dr.  Brown  was  active  in  securing  a good  x-ray  de- 
partment in  the  hospital  and  from  1915  to  1921 
supervised  the  reading  of  the  plates.  In  1935  he  was 
placed  on  the  consulting  staff  of  the  hospital.  How- 
ever, he  continued  to  enjoy  a large  private  practice 
until  the  summer  of  1944  when  his  health  began  to 
fail. 

In  his  death  we  feel  that  the  Medical  Staff  has  lost 
not  only  another  member  but  one  who  lias  always 
been  a leader  in  his  profession  and  one  willing  not 
only  to  help  the  sick  and  needy,  but  also  to  aid  and 
counsel  his  fellow  practitioners.  He  had  all  the  in- 
herent qualities  that  make  for  a good  physician:  a 
keen  searching  mind,  enthusiasm  for  his  work,  kind- 
ness and  consideration  for  his  patients,  dexterity  of 
hand,  and  above  all  honesty  and  the  common  sense 


which  is  necessary  for  the  proper  application  of  his 
knowledge  and  skill. 

Dudley  B.  Denting,  m.d. 

Charles  L.  Larkin,  m.d. 

Waterbury  Hospital  Medical  Staff 

John  Henry  La  Pointe,  M.D. 

1866  - 1944 

In  the  spring  of  1866  a son  was  born  to  Louis  and 
Marie  Poyer  La  Pointe  at  New  Britain,  Connecticut. 
This  son  was  the  future  Dr.  John  Henry  La  Pointe 
whose  obituary  is  here  recorded. 

During  his  childhood  he  attended  the  public 
schools  of  his  native  city  and  later  attended  the 
Grand  Seminary  at  Montreal  from  which  he  was 
graduated.  He  obtained  his  medical  degree  from 
Laval  University  in  Quebec. 

In  1892  he  began  the  practice  of  medicine  in 
Meriden  and  continued  there  until  the  time  of  his 
death.  He  was  on  the  staff  of  the  Meriden  Hospital 
and  a member  of  the  Meriden  Medical  Society,  the 
New  Haven  County  Medical  Association  and  the 
Connecticut  State  Medical  Society. 

He  was  a former  police  commissioner  in  Meriden. 

Surviving  him  are  his  wife,  Katherine  Bourgarde 
La  Pointe  and  one  son,  Lieutenant  (j.g.)  John 
Bourgarde  La  Pointe,  now  serving  with  the  Bureau 
of  Ordinance  of  the  U.  S.  Navy. 

Dr.  La  Pointe  was  a genial  soul  with  a fine  sense 
of  humor.  His  medical  brethren  have  lost  a com- 
panionable colleague  and  his  patients  a sincere  friend. 

Raymond  V.  Quinlan,  m.d. 

NEWS 

from  County  Associations 

Fairfield 

Joseph  H.  Watts  of  Bridgeport  has  resigned  as 
Secretary  of  the  Fairfield  County  Medical  Associa- 
tion. J.  Grady  Booe  of  Bridgeport  has  been  elected 
to  serve  the  unexpired  term  of  Dr.  Watts. 

The  regular  monthly  meeting  of  the  Bridgeport 
Medical  Society  was  held  on  Tuesday  evening. 
October  3,  at  8:30  p.  m.  at  The  University  Club. 
The  speaker  was  Dr.  Blake  F.  Donaldson  of  New 
York  City  and  his  subject  was  “How  to  Live.”  The 
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attention  of  the  members  was  directed  to  a change 
in  date  for  the  November  meeting.  This  meeting 
will  be  held  on  November  14  which  is  the  second 
Tuesday  and  not  the  first,  as  has  been  customary. 

Litchfield 

The  fall  meeting  of  the  Litchfield  County  Medical 
Association  was  held  on  October  3 at  the  Mayflower 
Inn  in  Washington,  Connecticut. 

A delicious  roast  beef  dinner  was  enjoyed,  after 
which  the  numerous  speakers  were  introduced  by 
Dr.  Arthur  Jackson,  of  Washington,  the  president 
of  the  Association.  A brief  address  was  made  by 
H.  Gildersleeve  Jarvis,  president  of  the  Connecticut 
State  Medical  Society,  and  by  James  R.  Miller, 
chairman  of  the  Council,  who  spoke  briefly  on  medi- 
cine’s part  in  post  war  planning.  I he  various  county 
representatives  were  introduced  and  extended  the 
greetings  of  their  organizations  to  the  Litchfield 
group. 

The  main  speakers  of  the  evening  were  Lt.  Comdr. 
William  Neff,  MC— USNR,  who  gave  an  interesting- 
account  of  his  experiences  in  the  southwest  Pacific 
and  showed  a movie  reel  of  Guadalcanal.  Major 
Charles  Verstandig,  MC— AUS,  gave  a very  humor- 
ous play  by  play  description  of  his  globe  trotting  in 
the  service  of  Uncle  Sam. 

New  Haven 

The  first  regular  meeting  of  the  New  Haven 
Medical  Society  was  held  on  October  4 at  which 
time  a very  interesting  paper  on  “The  Effect  of 
Pregnancy  on  Rheumatic  Heart  Disease”  was  pre- 
sented by  Joseph  Bunim. 

New  London 

A serious  fire  occurred  at  the  Home  Memorial 
Hospital  in  New  London  on  Sunday,  October  1,  at 
about  2:00  p.  m.  The  origin  of  the  fire  is  unknown. 
It  began  on  either  the  third  floor  or  in  the  attic 
above.  It  was  discovered  by  two  of  the  nurses,  and 
the  alarm  was  sent  out.  All  of  the  49  patients,  some 
of  them  ambulatory,  most  of  them  confined  to  bed, 
were  evacuated  within  eight  minutes.  There  was  no 
panic  or  hysteria.  The  patients  were  housed  tem- 
porarily in  the  nurses’  residence  across  the  street, 
and  were  subsequently  transferred  to  the  Lawrence 
Hospital,  or  sent  to  their  homes.  There  were  no  ill 
effects  noted  in  any  of  the  patients,  which  included 
fracture  cases,  postoperative  patients,  maternity 
patients,  and  a premature  baby. 


The  local  fire  department  performed  very  effi- 
ciently, putting  the  blaze  out  within  two  hours.  The 
fire  was  confined  to  the  top  floor  and  roof,  but  the 
rest  of  the  building  was  severely  damaged  by  water, 
and  is  declared  a total  loss.  Some  of  the  equipment 
was  salvaged. 

The  public  rendered  assistance  in  a most  com- 
mendable ando  efficient  manner.  Aden,  women,  girls, 
and  boys,  all  did  what  they  could  to  salvage  every- 
thing possible.  Several  groups,  among  them  the  local 
Civilian  Defense  organization,  local  Red  Cross,  local 
police,  and  the  service  groups  located  in  the  vicinity, 
the  Maritime  and  Coast  Guard,  and  the  personnel  01 
the  Admiral  Billard  Academy,  all  contributed  great- 
ly by  their  help  and  efficiency. 

It  is  regretable  that  a community  like  New  Lon- 
don, which  has  seen  such  a population  increase  in 
recent  years,  should  be  deprived  of  the  bed  space 
and  the  service  supplied  to  it  by  the  Home  Memorial 
Hospital.  It  is  hoped  that  this  loss  will  be  replaced 
in  the  near  future. 

Charles  E.  Clark  was  appointed  assistant  superin- 
tendent at  Norwich  State  Hospital  on  July  15.  Dr. 
Clark  is  filling  the  vacancy  of  Ronald  H.  Kettle, 
now  in  the  Armed  Lorces,  until  the  end  of  the 
present  emergency.  He  received  his  a.b.  degree  from 
Rockhill  College,  Maryland,  and  an  m.d.  from 
Temple  University  Medical  School  in  1919.  From 
1921  to  1924  he  served  in  the  U.  S.  Navy  as  a lieu- 
tenant in  the  Aledical  Corps.  Dr.  Clark  has  had  a 
wide  psychiatric  experience  at  New  Jersey  State 
Hospital,  Greystone  Park,  St.  Elizabeth’s  Hospital, 
Washington,  and  Hudson  County  Hospital  for 
Mental  Diseases  at  Secaucus,  New  York.  Prior  to  his 
Norwich  appointment  he  had  been  a senior  resident 
physician  at  New  Jersey  State  Hospital,  Trenton 
for  fifteen  years  where  he  had  complete  charge  of 
the  criminal  insane  patients  of  the  State  of  New 
Jersey. 

James  J.  Kidney  has  been  appointed  to  the  staff 
at  Uncas-on-Thames.  Dr.  Kidney  graduated  from 
Jefferson  Medical  College  in  Alarch  1943  and  served 
an  internship  at  St.  Mary’s  Hospital,  Waterbury. 

On  October  1 Benjamin  Lord,  1st  Lieut.  MC— 
AUS,  completed  his  internship  at  the  W.  W.  Backus 
Hospital,  Norwich  and  was  ordered  to  Carlisle 
Barracks.  Herbert  V.  Burns,  1st  Lieut.,  A1C— AUS, 
completed  a similar  internship  at  this  time  and  is 
now  stationed  at  an  Army  base  in  Alabama.  Two 
new  interns  have  arrived  at  Backus  Hospital,  Henry 
L.  Pache  and  David  James  Sawyer,  both  University 
of  Vermont  School  of  Medicine,  1944. 
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The  semi-annual  meeting  of  the  New  London 
County  Medical  Association  was  held  at  Uncas-on- 
Thames  on  October  5.  The  President  of  the  State 
Medical  Society,  H.  Gildersleeve  Jarvis,  and  the 
Chairman  of  the  Council,  James  R.  Miller,  were 
both  present.  The  guest  speaker,  Meredith  Campbell 
of  New  York  City,  discussed  “Common  Urinary 
Infections  in  Children.” 

For  the  past  year  members  of  the  junior  class  of 
the  Yale  University  School  of  Medicine  have  been 
spending  approximately  two  full  days  at  the  Nor- 
wich State  Hospital  during  their  period  of  psychi- 
atric experience.  This  program  is  under  the  direc- 
tion of  the  Clinical  Director  of  the  Hospital,  Louis 
H.  Cohen.  During  this  time  they  are  given  an  oppor- 
tunity to  see  various  kinds  of  treatment  such  as 
electro-shock  therapy,  are  taken  on  a tour  of  the 
hospital  and  in  general  are  given  an  opportunity  to 
appreciate  the  problems  of  psychiatry  in  a large 
State  mental  hospital.  The  largest  part  of  their  time 
is  spent  in  clinics  during  which  patients  are  demon- 
strated, portraying  varied  clinical  pictures.  The 
purpose  of  this  program  is  to  acquaint  them  with  the 
types  of  psychiatric  patient  and  problems  that  they 
are  less  likely  to  encounter  at  the  Institute  of  Human 
Relations  in  New  Haven. 

Windham 

Lieut.  Comdr.  Cecil  Garcin  of  Danielson  is  still  at 
Camp  Perry  in  Williamsburg,  Virginia,  where  he 
states  he  is  having  a very  active  service. 

1 st  Lieut.  Moses  Margolick  of  Putnam  is  now  in 
France,  having  gone  in  with  one  of  the  early  in- 
vasion groups. 

Lieuf.  Comdr.  J.  A.  LaPalme  of  Putnam  is  in  a 
Naval  Hospital  at  Guanapimo,  Cuba. 


News  from  Yale  University 
School  of  Medicine 

Captain  Joseph  E.  Sokal,  graduate  of  the  class  of 
1940,  and  assistant  in  Aledicine  in  1941-42,  has  been 
awarded  the  Bronze  Star  Medal  for  “meritorious 
achievement  in  connection  with  military  operations 
against  the  enemy  at  Makin  Atoll,  Gilbert  Islands, 
November  20-21,  1943.  Captain  Sokal  set  up  an  aid 
station  under  extremely  adverse  conditions  and 


under  constant  enemy  sniper  fire.  From  this  position 
he  administered  medical  treatment  to  approximately 
100  men.  He  was  tireless  in  his  efforts  to  aid  the 
wounded  and  by  his  diligent  application  of  profes- 
sional skill  saved  many  lives.”  Captain  Sokal  also 
took  part  in  the  recent  landings  at  Saipan,  and  he  has 
been  cited  for  the  Silver  Star. 

Paul  H.  Lavietes  has  accepted  a commission  with 
the  United  States  Army.  He  is  stationed  at  Aloore 
General  Flospital,  Swannanoa,  North  Carolina. 

Kenneth  W.  Thompson  has  resigned  as  assistant 
professor  of  Surgery  and  has  joined  the  faculty  of 
the  Tufts  Medical  School.  He  has  commenced  prac- 
tice in  Boston. 

The  Yale  School  of  Medicine  graduated  its  third 
“accelerated”  class  on  September  16,  when  42  stu- 
dents received  the  degree  of  Doctor  of  Medicine  at 
graduation  exercises  held  in  the  Historical  Library 
of  the  Sterling  Hall  of  Medicine.  Fifteen  of  the 
graduates  were  residents  of  Connecticut  and  eleven 
of  these  received  commissions  in  the  Army  or  Navy 
Medical  Corps. 


NEW  BOOKS  IN  REVIEW 

PRINCIPLES  AND  PRACTICES  OF  INHALATION AL 
THERAPY . By  Alvan  L.  Barach , m.d..  Associate  Profes- 
sor of  Clinical  Medicine,  Columbia  College  of  Physicians 
and  Surgeons;  Assistant  Attending  Physician,  Presbyterian 
Hospital.  Philadelphia:  J.  B.  Lippincott  Company.  1944. 
315  pp.  59  illustrations.  $4.00. 

Reviewed  by  Curtiss  B.  Hickcox 

This  small  book  finds  a very  definite  place  in  medicine 
since  there  has  been  no  complete  source  of  information 
dealing  with  the  theory  and  practice  of  inhalation  therapy. 
It  emphasizes  the  trend  away  from  the  limited  term  “oxygen 
therapy”  toward  the  newer  terminology  “inhalation  ther- 
apy.” This  latter  represents  the  situation  as  Dr.  Barach  has 
seen  it  develop  in  the  past  twenty  years  and  the  book  in- 
cludes not  only  the  use  of  oxygen  but  of  other  gases  both 
therapeutic  and  toxic,  as  well  as  new  techniques  of  admin- 
istration. He  has  done  much  to  place  this  special  branch  of 
medicine  on  a sound  physiological  and  clinical  basis. 

The  form  of  the  book  is  practical  in  that  he  considers 
specific  conditions  separately  in  thirty  short  chapters,  the 
outline  of  each  chapter  being  constant.  The  disease  or  con- 
dition is  defined  in  an  introductory  paragraph  and  is  fol- 
lowed by  the  pathologic  physiology.  The  latter  supplies 
the  basis  for  all  inhalation  therapy  and  many  newer  ideas 
are  presented.  The  indications  for  treatment  and  the  inhala- 
tion therapy  for  the  specific  condition  is  given  in  detail. 
There  is  some  repetition  in  each  chapter  with  the  author’s 
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intention  that  each  chapter  may  give  easy  reference  and 
that  emphasis  of  important  factors  is  afforded  by  repetition. 

The  introductory  chapter  traces  the  historical  development 
of  the  methods  and  theories  of  inhalation  therapy,  many  of 
which  have  been  introduced  in  the  past  twenty  years  dur- 
ing which  time  the  author  has  been  one  of  the  few  physicians 
to  interest  himself  principally  in  this  subject. 

Five  chapters  deal  in  necessary  detail  with  the  methods 
of  therapy  and  apparatus  in  use  at  this  time.  A few  types 
of  inhalation  apparatus  are  omitted  for  military  security 
reasons.  Respirators,  resuscitators  and  incubators  are  de- 
scribed and  evaluated. 

A separate  chapter  on  research  in  respiratory  function  and 
inhalation  therapy  is  interesting  to  the  physician  who  has 
problems  relating  to  respiration  and  circulation  as  they  affect 
normal  brain  function. 

Numerous  references  terminate  each  chapter  and  allow 
the  practitioner  to  find  those  which  particularly  interest  him. 

This  book  is  of  real  value  to  the  physician  as  well  as  to 
nurses,  technicians,  and  orderlies  whose  duties  bring  them 
in  contact  with  inhalation  therapy. 

TEXTBOOK  OF  GENERAL  SURGERY.  (Fourth 
Edition.)  By  Warren  H.  Cole,  m.d.,  f.a.c.s.,  Professor 
and  Flead  of  the  Department  of  Surgery,  University  of 
Illinois  College  of  Medicine;  Director  of  Surgical  Service, 
Illinois  Research  and  Educational  Hospitals,  Chicago,  and 
Robert  Elman,  m.d.,  Associate  Professor  of  Clinical  Surg- 
ery, Washington  University  School  of  Medicine;  Assistant 
Surgeon,  Barnes  Elospital;  Associate  Surgeon,  St.  Louis 
Children’s  Elospital;  Director  of  Surgical  Service,  H.  G- 
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Phillips  Hospital,  St.  Louis.  New  York,  London:  D.  Ap- 

plet on-Century  Company , Inc.  1944.  1118  pp.  $10.00. 

Reviewed  by  C.  J.  McCormack 

This  is  a very  complete  work  on  General  Surgery  and  the 
two  authors  are  supported  by  18  other  consulting  authors, 
all  outstanding  men  in  the  special  subjects  of  which  they 
write.  The  book  consists  of  33  chapters  most  of  which  are 
written  on  a systemic,  anatomical  basis.  Several  chapters 
are  devoted  to  specific  surgical  conditions  such  as  chapter 
12,  “Surgery  and  Diabetes,”  and  chapter  15,  “The  Emergency 
Prostrated  Patient.”  Chapter  33,  “War  and  Catastrophic  Sur- 
gery,” brings  the  present  edition  up  to  date. 

There  is  a complete  and  thorough  bibliography  at  the  end 
of  each  chapter  which  enables  the  reader  to  pursue  further 
any  topic  that  particularly  interests  him.  At  the  end  of  the 
book  is  an  author  and  subject  index  which  aid  the  reader 
in  quickly  locating  the  subject  or  author  that  he  may  be 
investigating.  The  book  is  dedicated  to  Dr.  Evarts  A.  Gra- 
ham who  wrote  an  interesting  foreword. 

The  illustrations  are  numerous,  clear  and  descriptive  and 
serve  to  supplement  the  excellent  text. 

Recent  subjects  such  as  the  use  of  sulfonamides  and 
penicillin  are  covered. 

It  is  becoming  more  difficult  for  an  author  to  write  a 
complete  textbook  of  general  surgery  because  of  the  in- 
creased knowledge  brought  about  by  recent  advances.  This 
book  is  well  written,  concise  and  direct,  and  although  writ- 
ten primarily  for  the  medical  student,  it  will  appeal  to  the 
general  practitioner  and  surgeon  alike  and  they  will  benefit 
by  having  a copy  of  it. 
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FERTILITY  IN  MEN.  A Clinical  Study  of  the  Carnes, 
Diagnoses,  and  Treatment  of  Impaired  Fertility  in  Men. 
By  Robert  Sherman  Hotchkiss,  b.s.,  m.d.,  Lieutenant  Com- 
mander MC—  USNR  (on  active  service):  Assistant  Pro- 
fessor of  Urology,  New  York  University  Medical  College; 
Instructor  in  Surgery  (Urology),  Cornell  Medical  College; 
Assistant  Visiting  Attending,  Department  of  Urology, 
Bellevue  Hospital;  Assistant  Visiting  Attending  in  Sur- 
gery (Urology),  New  York  Hospital;  Chief  of  Urological 
Clinic,  New  York  University  Medical  College  Clinic. 
With  a Foreword  by  Nicholson  J.  Eastman,  m.d.,  Chair- 
man, Editorial  Committee,  National  Committee  on  Mater- 
nal Health;  Professor  of  Obstetrics  in  Johns  Hopkins 
University;  Obstetrician-in-Chief  to  the  Johns  Hopkins 
Hospital.  Philadelphia:  J.  B.  Lippincott  Company.  1944. 
216  pp.  95  illustrations.  $3.50. 

Reviewed  by  Stanley  B.  Weld 
This  volume,  issued  simultaneously  witli  Fertility  in 
Women  by  Samuel  L.  Siegler,  m.d.,  is  a clinical  study  of  the 
causes,  diagnosis  and  treatment  of  impaired  fertility  in  men. 
It  is  not  difficult  for  many  practising  physicians  today  to 
recall  the  time  when  the  investigation  and  treatment  of 
barren  marriages  was  concerned  solely  with  the  wife,  on 
whom  a variety  of  operations  were  in  vogue  with  a minimum 
of  success.  The  male  was  hardly  considered.  In  the  last  quar- 
ter of  a century  it  has  been  found  that  the  male  is  the 
responsible  factor  in  almost  half  the  problems  of  sterility. 
This  has  placed  a new  responsibility  on  the  urologist  and 
necessitated  a closer  working  relationship  with  the  gynecolo- 
gist. 

Dr.  Hotchkiss  has  produced  a very  complete,  concise 
study  of  the  subject  of  male  sterility,  covering  the  anatomy 
and  physiology  of  the  male  reproductive  organs  and  the  part 
each  may  play  in  the  problem.  Animal  experimentation,  the 
hormones,  diet,  fatigue  are  all  covered  carefully.  The  ap- 
proach to  the  problem  through  a careful  history,  a proper 
evaluation  of  the  semen,  and  the  pitfalls  from  too  hasty  or 
cursory  conclusions  are  emphasized.  Problems  of  treatment 
are  discussed  by  the  case  history  method. 

The  book  is  carefully  published,  full  of  excellent  cuts,  and 
arranged  so  as  to  serve  as  a ready  reference  to  both  student 
and  practitioner.  A short  list  of  some  of  the  commercial 
preparations  of  the  hormones  is  appended  with  no  attempt 
made  to  evaluate  their  relative  efficiency  or  potency. 

FERTILITY  IN  WOMEN:  Causes,  Diagnoses  and  Treat- 
ment of  Impaired  Fertility.  By  Sanniel  L.  Siegler,  m.d., 
f.a.c.s.,  Attending  Obstetrician  and  Gynecologist,  Brooklyn 
Women’s  Hospital;  Attending  Gynecologist,  Unity  Hos- 
pital; Assistant  Obstetrician  and  Gynecologist,  Greenpoint 
Hospital;  Attending  Sterility  Clinic,  Greenpoint  Hospital; 
Consultant  in  Gynecology,  Rockaway  Beach  Hospital; 
Diplomate  American  Board  of  Obstetrics  and  Gynecology; 
Fellow  New  York  Academy  of  Medicine;  Member  Society 
for  the  Study  of  Internal  Secretions.  With  a Foreword 
by  Robert  Latou  Dickinson , m.d.  Philadelphia:  J.  B.  Lip- 
pincott Company.  1944.  450  pp.  194  illustrations.  $4.50. 

Reviewed  by  Stanley  B.  Weld 
This  is  one  of  the  most  complete  treatises  on  the  subject 
of  female  sterility  and  infertility  that  has  yet  been  published. 
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Issued  simultaneously  with  Fertility  in  Men  by  Robert  Sher- 
man Hotchkiss,  m.d.,  it  serves  as  an  excellent  reference  for 
both  student  and  practitioner.  The  anatomy  and  physiology 
of  the  female  sex  organs  are  discussed,  the  history  of  the 
problem  of  fertility,  and  the  progress  made  to  date  in  dis- 
covering the  causes  of  sterility  in  the  female.  The  chapter 
entitled  The  Physiology  of  the  Female  Sex  Cycle  is  an  ex- 
cellent one  as  it  covers  all  the  different  methods— direct,  in- 
direct, morphologic,  chemical,  mechanical,  physiologic,  and 
subjective— for  determining  the  time  of  ovulation.  Although 
the  endocrine  treatment  is  accorded  considerable  detailed 
discussion,  the  author’s  evaluation  of  the  various  hormones 
is  sound  and  based  on  clinical  evidence  to  date. 

In  the  discussion  of  female  sterility  frequent  reference  is 
made  to  the  importance  of  a careful  study  of  the  male,  and 
the  factors  contributing  to  the  general  health  of  both  male 
and  female  are  not  overlooked.  The  various  tests  utilized  in 
a sterility  study  of  the  female  are  described  in  detail  and 
accompanied  by  illustrations  of  value.  A chapter  is  included 
which  discusses  abortion  as  a factor  in  sterility. 

As  in  the  case  of  its  companion  book  dealing  with  the 
male,  this  volume  is  well  bound,  carefully  published,  and  full 
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of  excellent  photographs,  schematic  drawings,  tables  and 
charts.  The  author  draws  his  own  conclusions  at  the  end  of 
many  of  the  chapters  and  all  include  an  extensive  bibliog- 
raphy. Dr.  Dickinson’s  foreword,  emphasizing  prevention 
rather  than  cure,  is  timely. 

A TEXTBOOK  OF  MEDICINE.  (Sixth  Edition.)  Edited  ■ 
by  Russell  L.  Cecil , a.b.,  m.d.,  sc.d..  Professor  of  Clinical 
Medicine,  Cornell  University  Medical  College;  Attending 
Physician,  New  York  Hospital;  Visiting  Physician,  Bel- 
levue Hospital,  New  York  City.  Associate  Editor  for 
Diseases  of  the  Nervous  System,  Foster  Kennedy , m.d., 
f.r.s.e.,  Professor  of  Clinical  Neurology,  Cornell  Univer- 
isty  Medical  College;  Attending  Physician,  New  York 
Hospital;  Visiting  Physician  in  Charge,  Neurological  Serv- 
ice, Bellevue  Hospital;  Consulting  Physician,  New  York 
Neurological  Institute.  Sixth  edition,  Revised  and  En- 
tirely Reset.  Philadelphia  and  London:  W.  B.  Saunders 
Company.  1566  pp.  with  195  illustrations.  $9.50. 

Reviewed  by  A.  B.  Dayton 

There  are  few  medical  practitioners  who  are  not  familiar 
with  previous  editions  of  this  standard  text  and  reference 
book.  The  list  of  distinguished  contributors  assures  an 
authoritative  presentation. 

As  a desk  reference  book  it  is  one  of  the  best.  However, 
the  index  could  be  improved  and  made  more  useful  by 
elimination  of  unnecessary  details  such  as:  Lung(s),  abscess, 
840-845;  diagnosis,  843;  etiology,  840;  pathology,  841;  pre- 
vention, 845;  prognosis,  844;  symptoms,  842;  treatment,  844. 

The  author  index  could  be  removed  without  loss  of  use- 
fulness. These  changes  would  permit  larger  print  and  the 
inclusion  of  fnore  synonyms  which  frequently  are  lacking. 


Health  Security 

Father  Schwitalla,  in  a recent  issue  of  The  Rail- 
road Journal,  concludes  a very  timely  paper  on  “In- 
tangibles of  the  National  Health  Program”  with 
these  words: 

“Health  security  has  no  different  significance  rela- 
tively to  the  higher  things  of  life  during  war  than  it 
has  during  times  of  peace.  Yes,  let  us  have  socialized 
medicine;  let  us  have  health  security;  let  us  have 
economic  independence  in  times  of  illness;  and  let 
11s  have  compensation  for  salaries  and  wages  lost 
during  illness.  But  to  get  all  of  this,  let  us  not  make 
ourselves  slaves  of  a system  of  domination  which 
demands  of  me  the  sacrifice  of  the  things  I should 
hold  dearest  in  life,  the  things  for  which  we  are 
now  offering  the  very  life  blood  of  this  Nation.” 
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Pharmacist  Lawrence  Shaw  owns  and  operates  a 
drug  store  in  which  professional  service  prevails.  Mr. 
Shaw  fills  each  prescription  with  meticulous  care  and 
with  an  exactness  that  approaches  the  point  of  fussi- 
ness. He  is  supported  in  his  efforts  by  the  assurance 
that  the  materials  he  uses  in  his  compounding  are  the 
finest  the  markets  of  the  world  afford.  Many  of  them 
come  from  the  Lilly  Laboratories,  where  quality  has  always  been  of  first 
importance.  Every  safeguard  known  to  man  is  employed  in  the  manu- 
facture of  Lilly  Products.  Hundreds  of  people  are  employed  in  inspection 
alone.  In  providing  medicinal  agents  made  with  such  scrutinizing  care. 
Pharmacist  Shaw  protects  the  lives  of  the  people  just  as  surely  as  do  the 
sterling  members  of  the  F.B.I. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana,  U.S.A. 
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It  is  a genuine  pleasure  for  me,  as  Chief  Executive 
of  this  State,  to  extend  to  the  several  hundred  mem- 
bers of  the  Connecticut  State  Medical  Society  now 
in  the  Armed  Services  greetings  on  behalf  of  the 
people  of  Connecticut. 

We  have  been  hearing  of  the  miracles  you  have 
been  performing  in  saving  the  lives  of  our  men  and 
women.  Your  feats  in  saving  lives  under  almost 
impossible  conditions  aboard  ships,  in  the  jungles  of 
the  Pacific  Islands,  faraway  India  and  Burma,  China 
and  elsewhere  on  battlefronts  at  the  risk  of  your 
lives  has  thrilled  us. 


We  are  proud  of  the  representation  of  Connecti- 
cut medical  men  serving  our  country.  We  know 
that  you  are  rendering  the  best  service  within  your 
power.  It  is  the  same  kind  of  service  you  rendered 
your  community  when  you  were  home. 

All  of  us  look  forward  to  the  days  of  peace  when 
you  again  will  be  at  our  side  and  serving  your  com- 
munity. 

Carry  on  with  your  good  work.  Take  care  of 
yourselves  and  hurry  back  to  us  when  your  service 

1S  done'  Raymond  E.  Baldwin 

Governor  of  Connecticut 


The  Connecticut  State  Medical  Society,  as  well 
as  every  citizen  in  the  State  of  Connecticut,  is  proud 
of  each  and  every  one  of  you.  All  of  you  joined  the 
armed  forces  of  your  own  free  will  and  accord  with- 
out any  coercion  and  since  your  entry  you  have 
kept  on  a high  plane  the  standards  and  ideals  of  our 


profession.  I am  sure  each  member  of  the  State 
Society  will  join  me  in  extending  to  you  all  our 
heartiest  greetings  and  a wish  for  your  speedy 
and  safe  return. 

H.  Gildersleeve  Jarvis,  President 
Connecticut  State  Medical  Society 
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MEMBERS  IN  MILITARY  SERVICE 

KILLED  IN  ACTION  DIED  IN  SERVICE 

REICH  ENBACH,  FRANK,  Watertown  (N)  LEON,  A.  JOSEPH,  Mystic  (A) 


FAIRFIELD  COUNTY 

BETHEL 

GRIGAS,  J.  E.  (N) 

WOLFSON,  DEXTER  (A) 

BRIDGEPORT 
ALPERT,  MAX  (A) 

ANTELL,  MAXWELL  J.  (A) 
BAKUNIN,  MAURICE  I.  (A) 
BELLE W,  RAYMOND  F.  (N) 
BRIER,  HYMAN  D.  (A) 
BUCKOUT,  GEORGE  A.  (A) 
BUCKLEY,  JOHN  W.  (USPH) 
CACACE,  VINCENT  A.  (N) 
CASTALDO.  LOUIS  F.  (A) 

CLARK,  WILLIAM  T.  (A) 
DUZMATI,  PAUL  P.  (A) 

EDDY,  MAXON  H.  (N) 

GEER,  WILLIAM  A.  (A) 
GREENSPUN,  DAVID  S.  (A) 
GULASH,  JOHN  R.  (N) 
HARDENBURGH,  DANIEL  B.  (A) 
HARPER,  PAUL  (A) 

HORN,  BENJAMIN  (A) 
HURLBURT,  EDWARD  G.  (N) 
KEYS,  ROBERT  C.  (A) 

KNEPP,  JAMES  W.  (A) 
KORNBLUT,  ALFRED  (N) 
LIEBERTHAL,  MILTON  M.  (A) 
MARTIN,  RAYMOND  A.  (A) 
MASSEY,  DANIEL  M.  (A) 
MITCHELL,  GERALD  V.  (A) 
MONAHAN,  DAVID  T.  (A) 
PANETTIERI,  ANDREW  J.  (A) 
POPKIN,  MICHAEL  S.  (A) 
QUATRANO,  JOSEPH  C.  (N) 
REITER,  BENJAMIN  R.  (A) 
RIBNER,  HAROLD  (A) 

SHEA,  CORNELIUS  J.  (A) 

SIMSES,  JOHN  P.  (A) 

SOLLOSY,  ALEXANDER  (A) 
STRAYER,  LUTHER  M.  (A) 
UVITSKY,  IRVING  H.  (A) 
WARD,  JAMES  P.  (N) 

ZAUR,  SIDNEY  I.  (A) 

COS  COB 

AYRES,  PAYSON  B.  (N) 

DANBURY 

AMOS,  ISADORE  L.  (A) 

DeICLYN,  WARD  B.  (A) 

ECKERT,  G.  R.  (A) 

GAFFNEY,  JOHN  J.  (A) 

GIBSON,  DONALD  F.  (N) 


GOLDYS,  FRANK  M.  (A) 

ROGOL,  LOUIS  (A) 

DARIEN 

MOORE,  GILBERT  E.  (A) 
FAIRFIELD 

BIEHN,  DONALD  M.  (A) 

LITTLE,  ALERVYN  H.  (N) 
PITOCK,  MORRIS  P.  (A) 

VERST ANDIG,  CHARLES  (A) 

GREENWICH 

ANDERSON,  CLIFTON  W.  (A) 
CARTER,  GEORGE  G.  (A) 
CRAIGHILL,  MARGARET  D.  (A) 
DA  VOL,  RECTOR  T.  (N) 
MORRISSETT,  LESLIE  E.  (A) 
REYNOLDS,  WHITMAN  M.  (A) 
ROGERS,  ROBERT  P.  (A) 
SERRELL,  HOWARD  P.  (A) 
THOMPSON,  SIDNEY  A.  (N) 
TINKESS,  DONALD  E.  (A) 
TUNICK,  GEORGE  L.  (A) 
WEBER,  FREDERICK  C.  (A) 

NEW  CANAAN 
ABRAHAMS,  MEYER  (A) 
BRADLEY,  EDWIN  T.  (A) 
FROTHINGHAM,  JOHN  G.  (A) 
HEBARD,  GEORGE  W.  (A) 
ROBINSON,  ROY  C.  (A) 
TWACHTMAN,  ERIC  (N) 

NEWTOWN 

FRIEDMAN,  SAMUEL  (A) 
GREEN,  WILLIAM  F.  (N) 
KENNEDY,  ROBERT  E.  (A) 

NORWALK 

CHIPMAN,  SIDNEY  S.  (A) 
DIAMOND,  EDWARD  H.  (A) 
PATTERSON,  FRED  A.  (A) 
SCANLON,  JOHN  J.  (A) 
WALLACE,  VICTOR  G.  H.  (A) 
WEINSTEIN,  NATHAN  (A) 
YOHN,  ALBERT  K.  (A) 

OLD  GREENWICH 
KELLY,  J.  COLMAN  (A) 

SHELTON 

PAGLIARO,  JOSEPH  J.  (A) 

SOUTH  NORWALK 
DAVIS,  JAMES  A.  (A) 
FLANAGAN,  EDWIN  D.  IN) 
McMAHON,  JOHN  D.  (A) 


SOUTHPORT 

MATHEWS,  FRANK  P.  (N) 
SPRINGDALE 

STANKARD,  WILLIAM  F.  (A) 
STAMFORD 

ALDWIN,  FRANCIS  J.  (A) 
BANNON,  FREDERICK  M.  (N) 
CONNOLLY,  JOSEPH  P.  (A) 
CRANE,  JAMES  E.  (A) 
CUNNINGHAM,  ROBERT  D.  (A) 
DEAN,  STANLEY  R.  (A) 
DICHTER,  IRVING  S.  (A) 
DORION,  ROBINSON  H.  (N) 
FINE,  JOSEPH  (A) 

GRADY,  JOSEPH  F.  (A) 
HAMILTON,  JOHN  S.  (A) 
HENDERSON,  JEAN  (A) 
HERTZBERG,  REINHOLD  F.  (N) 
HOPPER,  EDWARD  B.  (N) 
HYMOVICH,  LEO  (A) 

JAIVEN,  SAUL  J.  (A) 

KOFFLER,  ARTHUR  (A) 
MURPHY,  CHARLES  A.  (N) 
O’MEARA,  FRANCIS  P.  (N) 
RAWLS,  E.  COTTON  (N) 

ROSE,  SAMUEL  A.  (A) 

SCHMIDT,  NORMAN  L.  (N) 
SETTE,  ALFRED  J.  (N) 
SHERMAN,  SAUL  H.  (A) 
STARRETT,  JAY  E.  (A) 

SWARTS,  WILLIAM  B.  (A) 
TROY,  WILLIAM  D.  (A) 

STRATFORD 

ASHCROFT,  ALLAN  D.  (N) 
BENTON.  PHILIP  E.  (N) 
FINDORAK,  FRANCIS  G.  (A) 
FRIEDMAN,  NATHAN  H.  (N) 
HABERLIN,  CHESTER  (A) 
HEIDGER,  LUTHER  C.  (A) 
PENNER,  SIDNEY  L.  (A) 

WESTPORT 
BERNE,  ERIC  L.  (A) 

GEROW,  GEORGE  H.  (N) 
KELSEY,  WESTON  M.  (A) 
NESPOR,  ROBERT  (N) 

PHILLIPS,  HARRY  S.  (A) 

SMITH,  STEPHEN  M.  (N) 

WILTON 

WOOD,  HORATIO  C.  (A) 
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HARTFORD  COUNTY 

AVON 

VVIEPERT,  WILLIAM  M.  (A) 

BRISTOL 

BIRD,  FREDERICK  S.  (A) 

HUDON,  FREDERICK  A.  (A) 
IANNOTTI,  JOHN  P.  (USPH) 
LABUZ,  EUGENE  F.  (A) 

LITTWIN,  RALPH  J.  (A) 

PAPA,  JOHN  S.  (N) 

WINTERS.  HYMAN  W.  (A) 

BROAD  BROOK 
ROBINSON,  WILFRED  J.  (A) 

EAST  HARTFORD 
McCUE,  MARTIN  P.  (N) 
MIRABILE,  THOMAS  J.  (A) 
TRANTOLO,  ARTHUR  (A) 

FARMINGTON 
EWELL,  JOHN  W.  (A) 

GLASTONBURY 
RAFFA,  JOSEPH  (N) 

HARTFORD 
ALLEN,  GEORGE  F.  (N) 

APTER,  HARRY  (A) 

BAUSCH,  CARL  P.  (N) 

BICK,  JOHN  W.  (A) 

BIDGOOD,  CHARLES  Y.  (N) 
BINGHAM,  CHARLES  T.  (N) 
BIRGE,  HENRY  L.  (A) 

BOBROW,  AARON  (N) 

BRACKIN,  JOHN  T„  JR.  (A) 

BUCK,  BURDETT  J.  (A) 

CENCI,  VINCENT  P.  (N) 
COGLAND,  JOHN  L.  (A) 

COHN,  SAMUEL  H.  (A) 

CROSBY,  EDWARD  H.  (N) 
CULLEN,  JAMES  R.  (N) 

CURTIS,  BURR  H.  (USPH) 
DePASQUALE,  FRANCIS  L.  (A) 
DePASQUALE,  JOHN  A.  (A) 
DION,  ASA  J.  (A) 

DODD,  BURWELL  (A) 

DUFFY,  LEO  T.  (A) 

DURKEE,  RALPH  E.  (USPH) 
FEENEY,  THOMAS  M.  (N) 
GILLESPIE,  HARRY  (A) 
GOODELL,  ROBERT  A.  (N) 
GUDGER,  JAMES  R.  (N) 

HALL,  WENDELL  C.  (A) 

HARRIS,  LOUIS  D.  (A) 

HAYMAN,  MAX  (A) 

HEUBLEIN,  GILBERT  W.  (A) 
HOUGH,  PERRY  TYLER  (A) 
HURWITZ,  GEORGE  HILLEL  (A) 
IRVING,  JAMES  GRANT  (A) 


JAMES,  LEWIS  P.  (N) 

JANUARY,  DERICK  A.  (USPH) 
JENOVESE,  JOSFPH  F.  (N) 

KEEFE,  WALTER  J.  (N) 

I AMPSON,  R.  STARR  (N) 
LANKIN,  JOSEPH  J.  (A) 
LAPENTA,  GEORGE  G.  (N) 

I OWELL,  WILLIAM  H„  JR,  (A) 
McCRANN,  DONALD  J.  (N) 
McLELLAN,  PHILIP  G.  (N) 
McNULTY,  TERENCE  F.  (USPH) 
MIDDLEBROOK,  LOUIS  F.  (N) 
MONTANO,  CHARLES  C.  (USPH). 
MONTANO,  ROCCO  A.  (A) 
MOXNESS,  BENNIE  A.  (A) 
MULVILLE,  MAURICE  F.  (N) 
MURPHY,  THOMAS  F.  (USPH) 
NE1DLINGER,  WILLIAM  J.  (A) 
O'BRIEN,  HENRY  R.  (USPH' 
PADULA,  VINCENT  (A) 
PEACOCK,  ALBERT  U.  (N) 
PERKINS,  JOSEPH  A.  (A) 
PHILLIPS,  PAUL  L.  (N) 

PIKE,  MAURICE  M.  (A) 

PRESTON,  THOMAS  R.  (A) 
ROMANIELLO,  ROCCO  J.  (N) 
ROSEBAUM,  GEORGE  J.  (N) 
SAMPONARO,  NICHOLAS  (N) 
SAYERS,  JOHN  J.  (A) 

SCOVILLE,  WILLIAM  B.  (A) 
SEIBERT,  ALFRED  F.  (A) 
SHULMAN,  DAVIS  N.  (N) 
SHUPIS,  ANTHONY  (A) 

SILVER,  GERSHON  B.  (A) 
SLOSSBERG,  DAVID  S.  (N) 
SMITH,  WILSON  F.  (A) 
SNEIDMAN,  GEORGE  I.  (A) 
SOLOMKIN,  MARK  (A) 

SPONZO,  JAMES  J.  (N) 
STANDISH,  WELLES  A.  (N) 
TAYLOR,  ANDREW  (N) 
TOMBARI,  SFRAPHINO  P.  (A) 
TONKEN,  LOUIS  C.  (A) 

TOVELL,  RALPH  M.  (A) 
TOWNSEND,  WILMOT  C.  (A) 
TRUEX,  EDWARD  H.  (A) 
UNSWORTH,  ARTHUR  C.  (A) 
WFISFNFELD,  NATHAN  (A) 
WHITCOMB,  BENJAMIN  B.  (A) 
WHITE,  BENJAMIN  V.  (N) 
WILSON,  WILLIAM  A.  (N) 
ZARIPHES,  CONSTANTINE  (A) 

KENSINGTON 
LoVETERE,  ANGELO  A.  (A) 

MANCHESTER 
CONLON,  WILLIAM  L.  (N) 
DISKAN,  A.  ELMER  (A) 

KEENEY,  ROBERT  (A) 
SUNDQUIST,  ALFRED  B.  (A) 
ZAGLIO,  EDMOND  R.  (A) 


NEW  BRITAIN 
BERNSTEIN,  DWIGHT  J.  (N) 
BUCCHERI,  FRANCIS  S.  (A) 
CHESTER,  LEWIS  (A) 

DORIAN,  N.  EDWARD  (A) 
GEETER,  ISADORE  S.  (N) 
GOLDSCHMIDT,  MYER  (A) 
KRASZEWSKI,  HENRY  W.  (A) 
LACAVA,  JOHN  J.  (A) 

McMAHON,  GEORGE  W.  (N) 
MICH  ALOW  SKI,  VALERIAN  S.  (A) 
MILLER,  HARRY  B.  (A) 

NEVULIS,  ANTHONY  V.  (A) 
PARLATO,  HARRY  A.  (A) 
PERAKOS,  GEORGE  (A) 

POLA,  WILLIAM  E.  (A) 

PULLEN,  RICHARD  W.  (A) 
SCULLY,  ROGER  T.  (N) 

TRAPP,  FRANCIS  W.  (N) 
WATSON,  WILLIAM  J.  (N) 
WHITE,  JOHN  C.  (N) 

NEWINGTON 
SILLS,  THEODORE  H.  (A) 

PLAIN  VI  LIE 

MENOUSEK,  JOSEPH  A.  (N) 

ROCKY  HILL 
GREENE,  GERALD  G.  (N) 

MILLEN,  SAMUEL  R.  (A) 
TWADDLE,  PAUL  H.  (N) 

SIMSBURY 

FULLER,  ROBERT  H.  (N) 

SUFFIELD 

COATES,  STEPHEN  P.  (A) 

THOMPSONVILLE 
BLOOM,  DAVID  I.  (N) 

GOURLIE,  HOWARD  W.  (A) 
VALENSKI,  THADDEUS  J.  (A) 

WEST  HARTFORD 
ANDREWS,  EGBERT  M.  (A) 

CASE,  EDWARD  P.  (A) 

HAZEN,  DONALD  R.  (N) 
HOLLINSHEAD,  JOSEPH  B.(USPH) 
LUNDBORG,  FRANCIS  L.  (A) 
MARTIN,  JOHN  G.  (A) 

MURPHY,  THOMAS  D.  (N) 
PARSHLEY,  PHILIP  F.  (N) 
ROGERS,  FREDERICK  P.  (N) 
STEWART,  LESTER  Q.  (A) 
SULLIVAN,  ARTHUR  B.  (A) 

TAIT,  ARTHUR  (A) 

WILSON,  ARCHIBALD  C.  (N) 
WINTERS,  JOHN  T.  (N)  , 

WETHERSFIELD 
CARVEY,  EDWARD  V.  (N) 

SMITH,  WILLIAM  B.  (A) 

WINDSOR 

AIONACELLA,  JOHN  M.  (A) 
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LITCHFIELD  COUNTY 

CANAAN 

SELLEW,  ROBERT  C.  (A) 

CORNWALL 
WALKER,  ROBERT  (A) 

LITCHFIELD 
DOWNS,  ROGER  S.  (N) 

WRAY,  EDWARD  H.  (N) 

NEW  MILFORD 
KEATING,  JOHN  J.  (N) 

LaTAIF,  C.  GEORGE  (A) 

NORTH  WOODBURY 
MARKLE,  RAYMOND  D.  (A) 

TORR1NGTON 
HUBERT,  GILBERT  R.  (N) 
KENNEDY,  WILLIAM  C.  (A) 
KOTT,  JOSEPH  H.  (A) 

MURCKO,  WILLIAM  J.  (A) 
ORLOWSKI,  ANDREW  W.  (N) 
SUTHERLAND,  FRANCIS  A.  (A) 

WATERTOWN 
MEYERS,  ROYAL  A.  (A) 

WINSTED 

BAKER,  PHILIP  G.  (A) 

CORNELIO,  FRANCIS  J.  (A) 
GALLO,  FRANCIS  (A) 

HUMPAGE,  NORBERT  W.  (A) 
LEVY,  AARON  (A) 

SANDERSON,  ROY  V.  (N) 

MIDDLESEX  COUNTY 

CHESTER 

LIBERMAN,  DAVID  L.  (A) 
CLINTON 

RINDGE,  NORMAN  P.  (A) 

DEEP  RIVER 
TATE,  WILLIAM  J.  (A) 

ESSEX 

HANSEN,  PAUL  SCOTT  (A) 

MIDDLETOWN 
APUZZO,  ANTHONY  A.  (N) 
BEAUCHEMIN,  JOSEPH  A.  (N) 
BUCKLEY,  WILLARD  E.  (A) 
CALHOUN,  HAZEN  A.  (A) 
CRAMPTON,  CLAIR  B.  (N) 
GISSLER,  NORMAN  E.  (N) 
McLEOD,  C.  E.  (N) 

MOZZER,  ALEXANDER  J.  (A) 
ROCCAPRIORE,  BENJAMIN  A.  (N) 
SIMON,  BENJAMIN  (A) 

PORTLAND 

RYAN,  V.  GERARD  (USPH) 
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NEW  HAVEN  COUNTY 

ANSONIA 

BLUMENTHAL,  EDWARD  J.  (A) 
BRANFORD 

BODIE,  WILLIAM  J.  (A) 
CHESHIRE 

NEFF,  WILLIAM  E.  (N) 

DERBY 

D’ALESSIO,  CHARLES  M.  (A) 
D’AMBRUOSO,  DOMENIC  C.  (A) 
DAVIS,  DONALD  A.  (N) 
NAROWSKI,  JOHN  J.  (A) 
RENTSCH,  SAMUEL  B.  (N) 
STYGAR,  JOSEPH  S.  (N) 

EAST  HAVEN 
BALLETTO,  VINCENT  (A) 

GUILFORD 

McGUIRE,  FRANK  J.  (A) 
HAMDEN 

HERSEY,  THOMAS  F.  (A) 
McKEON,  JAMES  J.  (N) 

RICCIO,  JOSEPH  S.  (A) 

SLATER,  MORRIS  (A) 

WILCOX,  FREDERICK,  JR.  (N) 

MERIDEN 

CAMPBELL,  SHERBOURNE  (N) 
CAPLAN,  HENRY  (A) 

CAREY,  WILLIAM  C.  (A) 

HALL,  WILLIAM  E.  (N) 

KATZ,  IRVING  (A) 

L’EIEUREUX,  JEROME  (N) 
LIEBOW,  AVERILL  A.  (A) 
MEKRUT,  JOSEPH  A.  (A) 

MISUK,  JOSEPH  F.  (N) 

SMITH,  EDWARD  R.  (N) 
SOLOMON,  CHARLES  L.  (N) 
STRICKLAND,  HAROLD  (A) 
VAN  ANTWERP,  LEE  (A) 

MILFORD 

ANDRUS,  OLIVER  B.  (A) 
BARNEY,  WALTER  E.  (A) 
FISCHER,  WILLIAM  J.  H.,  JR.  (A) 

NAUGATUCK 
REILLY,  WALTER  J.  (USPH) 
WILLIAMS,  EDWARD  E.  (A) 

NETT  HAVEN 
ABBEY,  EDWARD  A.  (A) 
ABRASHKIN,  MORTIMER  D.  (A) 
AIELLO,  LOUIS  J.  (A) 

ARNOLD,  H.  BRUNO  (N) 
BARALD,  FRED  C.  (A) 

BASSIN,  ALEXANDER  L.  (N) 
BAYNE-JONES,  STANHOPE  (A) 


BEARG,  PHILIP  A.  (USPH) 
BERLOWE,  MAX  L.  (A) 
BIONDI,  BENEDICT  (A) 
BISHOP,  COURTNEY  C.  (A) 
BROWN,  WARREN  T.  (A) 
BUMSTEAD,  JOHN  H.  (A) 
CANFIELD,  NORTON  (A) 
CARLSON,  ROBERT  I.  (A) 
CELANTANO,  LUCA  E.  H.  (N) 
CENTRONE,  PATRICK  A.  (A) 
CLAIBORN,  LOUIE  N.  (A) 
CLARKE,  CLEMENT  C.  (A) 
CLIMO,  SAMUEL  C.  (N) 
COMFORT,  CHARLES  W.  (A) 
CONTE,  MARIO  G.  (USPH) 
CONWAY,  DAVID  F.  (A) 
CREADICK,  ROBERT  N.  (A) 
CUTLER,  HERMANN  S.  (USPH) 
D’AMICO,  MICHAEL  (A) 
DAVIS,  JACHIN  B.  (A) 
D’ESOPO,  JOSEPH  N.  (A) 
EPSTEIN,  CHARLES  J.  (USPH) 
FENNEY,  PHILIP  W.  (N) 
FEYDER,  SIDNEY  (A) 

FLYNN,  HAROLD  A.  (A) 

FOX,  JAMES  C.  (A) 

FRIEDMAN,  IRVING  (A) 
FULDNER,  RUSSELL  V.  (A) 
GAROFALO,  MARIO  L.  (A) 
GENDEL,  BENJAMIN  R.  (A) 
GENTILE,  ANGELO  L.  (A) 
GERMAN,  WILLIAM  J.  (N) 
GOLDSTEIN,  RICHARD  (N) 
GRANOFF,  MORRIS  A.  (A) 
GUIDA,  FRANCIS  P.  (N) 
HARRIS,  BENEDICT  R.  (N) 
HATHAWAY,  JOHN  S.  (A) 
HAVILL,  RUPERT  A.  (N) 

HESS,  OR  VAN  W.  (A) 

HOFF,  EBBE  C.  (N) 

JAFFE,  SAMUEL  A.  (USPH) 
JORDAN,  ROBERT  H.  (A) 
KIRBY,  SAM  B.  (A) 

KLATSKIN,  GERALD  (A) 
KLEBANOFF,  HARRY  E.  (A) 
KOUFMAN,  WILLIAM  B.  (A) 
KROSNICK,  GERALD  (A) 
KROSNICK,  MORRIS  Y.  (A) 
LAUBE,  PAUL  C.  (A) 
LAVIETES,  PAUL  H.  (A) 
LEHNDORFF,  PETER  (A) 
LINDSKOG,  GUSTAVE  E.  (N) 
LOGAN,  WILLIAM  J.  (N) 
LUTZ,  WALTER  G.  (A) 
MAYNARD,  HARRY  H.  (A) 
McCABE,  EWARD  J.  (N) 
MERRIMAN,  HENRY  (A) 
MIGNONE,  JOSEPH  (N) 
MOORE,  DONALD  B.  (N) 
MOTT,  FREDERICK  E.  (A) 
NESBITT,  SAMUEL  (N) 
NODELMAN,  JACOB  (N) 
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O’CONNOR,  DENIS  S.  (N) 
OUGHTERSON,  ASHLEY  W.  (A) 
PELTZ,  WILLIAM  L.  (A) 
PERHAM,  WILLIAM  S.  (A) 
PICCOLO,  PASQUALE  A.  (A) 
PINN,  ABRAHAM  (A) 
RADEMACHER,  EVERETT  S. 

(USPH) 

REDUCE,  FREDERICK  C.  (A) 
ROBBINS,  CLARENCE  L.  (A) 
ROBERTS,  FREDERICK  W.  (N) 
ROTH,  OSCAR  (A) 

ROZEN,  ALAN  A.  (A) 

RUBIN,  GEORGE  A.  (A) 

SADUSK,  JOSEPH  F.  (A) 
SHAFFER,  THOMAS  E.  (A) 
SHURE,  A.  LEWIS  (A) 

SINCLAIR,  SYDNEY  E.  (N) 
SMITH,  FREDERICK  F.  (A) 
SNURKOWSKI,  CHARLES  V.  (A) 
SPIEGEL,  CHARLES  M.  (A) 
SPINNER,  SAMUEL  (A) 
STEVENS,  MARVIN  A.  (N) 
THOMPSON,  LLOYD  J.  (A) 
THORNE,  LEWIS  (A) 
VERMOOTEN,  VINCENT  (A) 
WEIGLE,  LUTHER  A.  (N) 

WELT,  LOUIS  G.  (A) 
WENTWORTH,  JOHN  H.  (A) 
WIES,  FREDERICK  A.  (A) 
WILSON,  WILLIAM  R.  (N) 
WOODRUFF,  LORANDE  M.  (N) 
YAVIS,  JOHN  C.  (A) 

ZAFF,  FRED  (N) 

ZIMMERMAN,  HARRY  M.  (N) 


SEYMOUR 

CHOBIAN,  JOSEPH  (A) 

UNION  CITY 
TYLEC,  LEO  L.  (A) 

WALLINGFORD 
BRFCK,  CHARLES  A.  (A) 
MURPHY,  THOMAS  B.  (N) 
PELZ,  KURT  (A) 

WILSON,  GEORGE  C.  (N) 


WATERBURY 
BACKHUS,  LOUIS  C.  (N) 
BERMAN,  BERNARD  A.  (A) 
BIZZOZERO,  ORPHEUS  J.  (A) 
BONNER,  ROBERT  A.  (USPH) 
BOWEN,  JOSEPH  J.  (A) 

BURKE,  JOSEPH  F.  (N) 

COSHAK,  MORRIS  (A) 

DIONNE,  ULRIC  A.  (A) 

DUBOIS,  ROBERT  L.  (N) 

EGAN,  JOHN  J.  (A) 

FAGAN,  FRANCIS  X.  (A) 
HARTY,  JOHN  E.  (N) 
HERRMANN,  ALBERT  E.  (A) 
JENNES,  MILTON  L.  (A) 

I aBRECQUE,  FREDERICK  C.  (N) 
LEONARD,  GEORGE  A.  (A) 
LEWICKI,  EDWARD  S.  (N) 
MARGOLIUS,  NORMAN  (A) 
MAYO,  ELLIOTT  R.  (N) 
NELSON,  ROGER  B.  (N) 
PASETTO,  EDO  (A) 

POST,  EDWARD  A.  (USPH) 
REICHENBACH,  ALFRED  E.  (A) 
REYNOLDS,  JOSEPH  A.  (USPH) 
ROGAWSKI,  ALEXANDER  (A) 
RUBY,  ROBERT  J.  (A) 
SALTZMAN,  JACOB  (A) 

SAYERS,  DANIEL  O.  (A) 
SKLAVER,  JOSEPH  (A) 
STANESLOW,  JOHN  S.  (N) 

WEST  HAVEN 
CHASNOFF,  JOHN  A.  (A) 
KOSTER,  LEO  W.  (A) 


MYSTIC 

RYLEY,  ROGER  N.  (N) 

NEW  LONDON 
BARON,  SHIRLEY  H.  (N) 
BECKER,  JOSEPH  (A) 
COMSTOCK,  EDWARD  R.  (A) 
HARTMAN,  FREDERICK  B.  (N) 
HENKLE,  ROBERT  T.  (USPH) 
IRWIN,  HAROLD  H.  (N.) 
KRINSKY,  CHARLES  M.  (A) 


MORAN,  JAMES  (N) 

MORRIS,  JOYCE  S.  (A) 

RAPP,  ALBERT  G.  (A) 

SABLOFF,  JACK  (A) 

SCO VILLE, DOROTHEA H.  (USPH) 
WIES,  CARL  H.  (A) 
WOODWARD,  JOSEPH  C.  (N) 

NORWICH 
DALY,  JOSEPH  L.  (A) 

FRIEDMAN,  EMERICK  (A) 
KETTLE,  RONALD  H.  (A) 
LUKOSKI,  WALTER  (A) 
iMOORE,  MAURICE  R.  (A) 

PEPE,  ANTHONY  J.  (A) 

RAYMER,  JOHN  G.  (N) 
TISSENBAUM,  MORRIS  J.  (A) 

STONINGTON 
HALID  AY,  EARLE  G.  (A) 

TAFT  VILLE 

BERGENDAHL,  HAROLD  A.  (A) 
UNCASVILLE 

LUBCHANSKY,  JACOB  H.  (A) 

TOLLAND  COUNTY 

MANSFIELD  DEPOT 
LEONARD,  ROBERT  J.  (N) 

ROCKVILLE 

BURKE,  FRANCIS  H.  (A) 
SCHNEIDER,  WILLIAM  (A) 

WINDHAM  COUNTY 

DANIELSON 
GARCIN,  CECIL  R.  (N) 

MOOSUP 

COUTURE,  ARTHUR  J.  (A) 

NORTH  GROSVERNORDALE 
ROY,  JOSEPH  L.  (A) 

PUTNAM 

BATES,  DAVID  H.  (N) 

LaPLAME,  JOSEPH  A.  (N) 
MARGOLICK,  MOSES  (A) 

WILLI  M ANTIC 

OTTENHEIMER,  EDWARD  J.  (A) 
ROCH,  GEORGE  E.  (N) 

SHEA,  RICHARD  E.  (A) 

VERNON,  SIDNEY  (A) 


NEW  HA  VEN  OUT-OF-COUNTY 
SULLIVAN,  ALBERT  J.  (A) 

NORTH  HAVEN 
\LLEN,  JOHN  C.  (A) 

CASHMAN,  JUSTIN  L.  (N) 


NEW  LONDON  COUNTY 
GROTON 
SZLEMKO,  EMIL  A.  (A) 

JEWETT  CITY 

ANSELL,  HARVEY  B.  (USPH) 
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MEMBERS  DISCHARGED  FROM  MILITARY  SERVICE  OR  RETURNED  TO 

INACTIVE  STATUS 


FAIRFIELD  COUNTY 

BRIDGEPORT 
CONNORS,  EDWIN  R.  (A) 
UNGER,  MILTON  (N) 

NEWTOWN 

MOORE,  CLIFFORD  D.  (USPH) 

NORWALK 
BECK,  EUGENE  C.  (N) 

WESTPORT 
ELLRICH,  DAVID  L.  (A) 

HARTFORD  COUNTY 
BRISTOL 

STEVENSON,  WILLLIAM  R.  (A) 
TIRELLA,  FRED  F.  (N) 

ELMWOOD 

LEWIS,  SAMUEL  D.  (A) 


HARTFORD 
CLANCY,  JOHN  J.  (N) 
GLASS,  WILLIAM  H.  (USPH) 
GOODRICH,  WILLIAM  A.  (A) 
HENNESSEY,  JAMES  J.  (N) 

WEST  HARTFORD 
JOHNSON,  PAUL  R.  (USPH) 
SCHAEFER,  JACOB  (A) 
SHULL,  JOHN  C.  (N) 

MIDDLESEX  COUNTY 

EAST  HAMPTON 
PURPLE,  MAYO  R.  (A) 

MIDDLETOWN 
JOYCE,  WILLIAM  M.  (A) 

NEW  HAVEN  COUNTY 
MERIDEN 

LIROT,  STEPHEN  L.  R.  (N) 


MILFORD 

STETSON,  CHARLES  (A) 

NEW  HAVEN 

BRUCKNER,  WILLIAM  J.  (A) 
CORRADINO,  CHARLES  L.  (A) 
FIORITO,  JOSEPH  A.  (A) 
McDonnell,  ralph  e.  (usph) 
SPERANDEO,  ANTHONY  (A) 

WALLINGFORD 
BOYARSKY,  HARRY  M.  (A) 

W AT ERBURY 
JENNES,  SIDNEY  W.  (A) 

WEST  HAVEN 
APPELL,  HAROLD  S.  (N) 

NEW  LONDON  COUNTY 

NEW  LONDON 
SAVAGE,  PHILIP  J.  (A) 
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BUSINESS  AND  MEDICAL  PRACTICE  IN  CONNECTICUT  AFTER  THE  WAR 


'TpHE  practice  of  medicine  is  a peculiar  combina- 
tion  of  scientific  profession,  humanitarian  effort, 
public  utility  and  business.  While  it  is  not  to  be 
questioned  that  everyone  is  entitled  to  adequate 
medical  care,  it  is  a matter  of  fact  that,  generally 
speaking,  the  more  abundant  medical  care  of  a higher 
quality  is  to  be  found  in  prosperous  and  populous 
areas.  This  is  the  result  of  the  operation  of  forces 
of  supply  and  demand  which,  up  to  the  present  at 
least,  legislation  and  planning  have  not  been  able  to 
regulate.  So  it  is  to  be  expected  that  physicians  seek- 
ing places  to  locate  and  practice  will  in  most  in- 
stances choose  communities  where  there  is  some 
promise  of  economic  advancement. 

The  State  of  Connecticut  is  divided  in  its  produc- 
tivity between  industry  and  agriculture,  with 
enough  retail  sales  and  service  enterprises  to  satisfy 
the  population’s  local  demand.  The  discharged  medi- 
cal officer  returning  to  Connecticut  may  well  con- 
sider the  future  economic  potentialities  of  the 
community  he  left  and  in  which  he  may  plan  to 
resettle.  Although  the  economic  trends  of  geo- 
graphical areas  and  the  results  of  industrial  activity 
are  not  subject  to  exact  prediction,  estimates  of  the 
outlook  of  certain  industries  can  nevertheless  be 
made  from  the  analysis  of  known  factors.  This  has 
been  done  By  David  Pinsky,  Research  Director  of 
the  State  Department  of  Labor  and  the  data  com- 
piled by  Mr.  Pinsky  should  be  of  great  interest  to 
physicians  relocating  in  the  state. 

The  reconversion  from  war  production  in  Con- 
necticut will  present  both  a challenge  and  an  oppor- 
tunity. The  challenge  lies  in  the  retraining  and 
placement  of  demobilized  servicemen  and  w'ar 
workers,  the  opportunity  in  the  retention  of  the 
increase  in  population  and  production  capacity 
which  will  make  Connecticut  a busier  and  a wealth- 
ier state. 

The  total  number  of  war  workers  and  servicemen 
to  be  demobilized,  in  which  Connecticut,  according 
to  the  Board  of  Labor  Statistics,  ranks  second  only 
to  Michigan,  will  constitute  a major  problem  of  the 
reconversion  period.  1 his  state  in  fact  faces  a more 
difficult  situation  than  Michigan,  which  by  the 


immediate  turning  of  its  resources  into  the  output 
of  one  product,  automobiles,  will  be  able  for  some 
time  after  the  war  to  utilize  most  of  the  available 
manpower. 

Connecticut  has  more  diversified  manufacturing 
interests  and  while  many  plants  will  go  into  postwar 
production  at  once,  there  are  others  which  must 
wait  until  the  trend  of  peacetime  demand  becomes 
apparent.  In  this  respect  Connecticut  is  fortunate  in 
being  well  endowed  in  the  capacities  necessary  for 
the  acquisition  of  new  production  developments. 
The  difficulties  of  the  reconversion  period  in  this 
state,  when  compared  with  certain  states  which  have 
concentrated  on  the  manufacture  of  a single  product 
of  mainly  military  utility,  are  outweighed  by  the 
promising  long  range  prospects. 

The  dislocation  in  Connecticut’s  present  indus- 
trial pattern  from  the  prewar  picture  is  shown  in 
the  accompanying  tables  which  give  the  changes  in 
employment  occurring  between  September,  1939 
and  September,  1943.  These  figures,  which  hereto- 
fore have  been  restricted  to  the  use  of  other  state 
agencies  concerned  with  postwar  planning,  can  now 
be  released  because  of  relaxed  censorship  rules. 
September,  1939  approximates  the  actual  beginning 
of  war  production  in  Connecticut  since  foreign 
countries  were  starting  to  place  war  orders  at  that 
time.  The  peak  of  war  production  employment  was 
reached  in  the  spring  of  1943,  but  in  order  to  elim- 
inate possible  seasonable  trends,  the  summer  of  1943, 
when  the  employment  level  had  fallen  only  slightly, 
has  been  taken  as  the  standard  for  comparison. 

In  presenting  this  table  as  an  aid  in  estimating 
future  employment  trends,  the  suggestion  that  em- 
ployment will  drop  to  its  prewar  position  following 
the  termination  of  hostilities  is  not  implied.  It  is,  in 
fact,  not  improbable  that  it  may  remain  near  its 
present  height.  The  best  guide  to  the  future,  how- 
ever, is  the  present  modified  by  the  experience  of 
the  past. 

While  the  number  of  employees  in  Connecticut 
manufacturing  concerns  increased  by  202,000  or 
68.5  per  cent  in  the  interval  between  1939  and  1943, 
non  manufacturing  business  was  just  about  able  to 
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hold  its  own  level.  There  has  been  much  talk  about 
the  vast  new  employment  possibilities  which  manu- 
facturing will  olfer  in  the  postwar  years,  but  in  view 
of  the  substantial  labor  expansion  in  this  field,  new 
prospects  will  develop  only  if  the  increment  is  main- 
tained and  if  large  numbers  of  women  and  war 
workers  leave  their  war  jobs  as  the  hours  and  con- 
sequently net  earnings  are  reduced. 

Certain  manufacturing  enterprises  which  have 
grown  spectacularly  afford  an  opportunity  for  spec- 
ulation on  their  future  which  is  of  particular  interest 
to  physicians  who  contemplate  locating  in  areas 
where  these  types  of  manufacturing  predominate. 
In  the  electric  products  group,  for  example,  employ- 
ment in  1943  had  risen  72.7  per  cent  over  1939.  If 
it  is  assumed  that  plants  will  return  to  their  prewar 
output,  there  would  result  in  this  industrial  group 
an  excess  of  1 6,000  employees  and  a correspondingly 
expanded  plant  capacity.  These  trained  employees 
could  almost  immediately  begin  the  production  of 
new  type  radios,  television  sets  and  electronic 
appliances  which  hold  so  much  promise.  Will  this 
number  be  sufficient  to  meet  the  demand  or  will  it 
be  necessary  to  train  new  workers  and  convert 
other  plants?  Will  they  start  work  at  once,  or  will  a 
temporary  over  supply  of  labor  be  created  by  the 
reluctance  of  manufacturers  to  initiate  peacetime 
production  until  a consumer  demand  is  demon- 
strated? These  questions  can  readily  be  applied  to 
other  manufacturing  divisions  and  serve  to  illustrate 
the  complexity  of  any  postwar  thinking  and  plan- 
ning. 

The  sharpest  labor  rise,  672  per  cent,  occurred  in 
the  airplane  and  submarine  industries.  It  is  not  antici- 
pated that  employment  in  this  group  will  fall  to  the 
1939  mark  nor  is  it  probable  that  it  will  remain  at 
its  current  level.  Submarine  building  will  presumably 
be  materially  curtailed  as  will  the  construction  of 
military  aircraft,  and  although  the  demand  for 
civilian  planes  may  in  time  exceed  the  present  out- 
put, this  will  not  take  place  immediately.  Postwar 
employment  in  this  state  will  also  depend  in  part 
upon  the  number  of  manufacturers  in  other  states 
who  relinquish  the  automotive  part  production  with 
which  they  are  now  occupied  and  turn  again  to  the 
manufacture  of  such  items  as  automobiles  and  rail- 
road equipment.  The  possibility  that  the  automotive 
products  industries  may  move  to  the  midwest  where 
government  financed  factories  have  been  built  can- 
not be  ruled  out. 

Other  manufacturing  groups  employing  large 


numbers,  as,  for  example,  producers  of  machinery 
and  of  iron,  steel  and  non-ferrous  metal  products, 
can  be  expected  to  exceed  their  1939  labor  averages 
which  were  relatively  high  because  of  a cumulative 
demand  for  their  peacetime  products.  Foreign  and 
domestic  economic  conditions  will  in  large  measure 
determine  whether  they  will  maintain  their  present 
employment. 

The  more  the  postwar  industrial  prospects  for 
Connecticut  are  considered,  the  more  it  is  realized 
that  they  are  indefinite  and  fluid.  This  much,  how- 
ever, can  be  stated  with  certainty,  that  Connecticut 
has  the  manpower,  the  plant  capacity,  the  experience 
and  the  opportunity  to  manufacture  marketable 
goods  at  a rate  equalling  or  exceeding  persent  war 
production. 

The  construction  field  appears  to  offer  the  most 
promising  prospects  for  new  jobs.  Despite  increased 
industrial  activity  and  population  in  this  state,  the 
number  of  persons  employed  in  construction 
dropped  by  3,912  in  the  period  from  1939  to  1943. 
The  greater  part  of  construction  in  the  past  four 
years  has  been  directly  related  to  the  war  effort,  but 
today  only  the  end  of  the  war  delays  the  under- 
taking of  projects  already  planned  and  financed  such 
as  roads,  public  buildings,  schools,  business  struc- 
tures, churches  and  hospitals.  Real  estate  experts 
foresee  the  biggest  boom  in  our  history  in  the  build- 
ing of  private  dwellings  during  the  early  years  of 
the  peace.  They  point  out  that  there  has  been  little 
construction  of  private  homes  since  the  i92o’s.  On 
this  basis  it  is  reasonable  to  predict  that  building 
will  enter  a period  of  great  activity  and  will  be 
distributed  generally  throughout  suburban  portions 
of  the  state,  subject  only  to  the  limitations  imposed 
by  the  availability  of  manpower,  equipment  and 
materials.  In  addition  to  the  increased  construction 
anticipated  within  the  state,  Connecticut  stands  to 
gain  by  a country-wide  building  boom,  which  will 
bring  a demand  for  builders’  hardware  and  tools 
produced  in  large  quantity  in  several  industrial  cen- 
ters here. 

In  a definite  trend  toward  suburban  residence 
preceding  the  war,  people  removed  their  homes 
from  the  cities  where  their  business  activity  was 
located,  to  nearby  small  towns  and  villages.  There 
is  no  reason  to  believe  that  this  trend  has  run  its 
course  and  it  seems  quite  certain  that  many  small 
communities  within  a radius  of  ten  or  twelve  miles 
of  urban  business  centers  will  continue  to  grow  as 
residential  areas  and  will  offer  new  and  attractive 
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EMPLOYMENT  COVERED  UNDER  CONNECTICUT  UNEMPLOYMENT 
COMPENSATION  LAW  BY  MAJOR  INDUSTRY  GROUPS 

COMPARISON  OF  SEPTEMBER  1 943  WITH  SEPTEMBER  1 939 
UNADJUSTED  DATA 


(Employers  of  5 or  more  persons  covered  in  1939;  employers  of  4 or  more  persons  covered  in  1943) 


INDUSTRY 

SEPT. 

1943 

PERCENT  OF 
SEPT.  1943 
TOTAL 

SEPT. 

•939 

CHANGE  1943 
FROM  1939 

PERCENT 

CHANGE 

TOTAL  ALL  INDUSTRIES 

663,663 

100.0 

460,034 

+: 

203,629 

+ 

44-3 

Construction 

14,629 

2.2 

18,541 

— 

3,9*2 

— 

General  building  construction 

6,224 

■9 

7,496 

— 

1,272 

— 

17,0 

General  construction— roads,  dikes,  etc. 

MU 

•4 

4,846 

— 

2,421 

— 

<>0.0 

Special  trade  contractors 

5,980 

•9 

6,199 

— 

2*9 

— 

3-5 

Manufacturing 

496,333 

74.8 

294,566 

+: 

201,767 

+ 

68.5 

Food  products 

6,778 

1.0 

6,882 

— 

104 

— 

.2 

Textiles 

37,046 

5.6 

42,257 

— 

5,211 

— 

12.3 

Apparel 

•4,978 

2-3 

25,035 

— 

10,057 

— 

40.2 

Furniture  and  wood 

3,267 

•5 

3,624 

— 

357 

— 

29.2 

Paper  products 

6,138 

•9 

5,402 

+ 

736 

+ 

13.6 

Printing  and  Publishing 

7,700 

1 .2 

7,963 

— 

263 

— 

3-3 

Chemicals  and  Plastics 

21,758 

3-3 

7,520 

+ 

14,238 

+ 

189.3 

Rubber 

9,213 

••4 

9,095 

+ 

1 18 

+ 

*•3 

Leather 

I,7I3 

•3 

3,036 

— 

1,323 

— 

43.6 

Stone,  clay  and  glass 

3,068 

•5 

2,707 

+ 

361 

+ 

13.0 

Iron,  steel  and  their  products 

95,588 

14.4 

47,983 

+ 

47,605 

+ 

99.2 

Airplanes,  submarines  and  parts 

74,820 

• 1.3 

9,684 

+ 

65,136 

+672.6 

Non-ferrous  metals  and  their  products 

66,601 

1 0.0 

46,92 1 

+ 

19,680 

+ 

41.9 

Elcetrical  products 

38,058 

5-7 

22,047 

+ 

16,01 1 

+ 

72.6 

Machinery 

87,468 

13.2 

40,980 

+ 

46,488 

+ 1 

• 1 3 -4 

Other  manufacturing 

22,139 

3-3 

•3,430 

+ 

8,709 

+ 

64.8 

Transport,  Communication  and  Utilities 

22,224 

3-3 

20,930 

+ 

1,294 

+ 

6.2 

Bus  lines 

3420 

•5 

2,651 

+ 

769 

+ 

29.0 

Trucking  and  warehousing 

5,499 

.8 

4,228 

+ 

1,271 

+ 

30.1 

Other  transportation  and  services 

i,472 

.2 

i,7*4 

— 

242 

— 

14.1 

Communications 

6,692 

I .O 

5,632 

+ 

1,060 

+ 

18.8 

Electric  and  gas  utilities 

5A4i 

.8 

6,705 

— 

*,564 

+ 

23-3 

Wholesale  and  Retail  Trade 

77,532 

1 1.7 

72,471 

+ 

5,061 

+ 

7.0 

Wholesalers,  independent 

8,272 

1 .2 

7,384 

+ 

888 

+ 

12.0 

Wholesalers  (agents  and  mfg.  rep.) 

6,789 

1.0 

5,424 

+ 

1,365 

+ 

25.2 

Retail  general  stores 

•3,797 

2.1 

I2,l6l 

+ 

1,636 

+ 

•3-5 

Retail  food  and  liquor 

10,244 

••5 

9,338 

+ 

906 

+ 

9-7 

Retail  automotive 

2,977 

•4 

5,089 

— 

2,1  I 2 

— 

41.5 

Retail  apparel 

7,063 

1. 1 

7,200 

— 

•37 

— 

1.9 

Specialized  retail  trade 

•o,579 

1.6 

10,149 

+ 

430 

+ 

4-2 

Restaurants 

11,637 

1.8 

6,769 

+ 

4,868 

+ 

71.9 

Wholesale  and  retail  building  materials  and 

other  products 

6,174 

•9 

8,957 

— 

2,783 

— 

3 1. 1 

Finance,  Insurance  and  Real  Estate 

25,481 

3.8 

23,666 

+ 

• ,815 

+ 

7-7 

Banks  and  trust  companies 

5,097 

.8 

2,877 

+ 

2,220# 

+ 

77.2* 

Brokers  and  other  finance  companies 

1,063 

.2 

1,386 

— 

323 

— 

23-3 

Insurance 

•6,933 

2.6 

•7,032 

— 

99 

- 

.6 

Real  Estate 

2,388 

•4 

2,37* 

+ 

•7 

+ 

•7 

Service  Businesses 

24,405 

3-7 

23,359 

+ 

1,046 

+ 

4-5 

Hotels  and  other  lodging  places 

4,>  49 

.6 

3d72 

+ 

977 

+ 

30.8 

Personal  services 

7,706 

1 .2 

7,207 

+ 

499 

+ 

6.9 

Business  services 

2,476 

■4 

2,426 

+ 

5° 

+ 

2.1 

Automotive  and  other  repair  services 

•,724 

•3 

2,505 

— 

78* 

— 

31.2 

Motion  pictures 

2,5H 

•4 

2,095 

+ 

4*9 

+ 

20.0 

Amusement  and  recreation 

3,294 

•5 

3,246 

+ 

48 

+ 

1 -5 

Professional  services 

2,542 

•4 

2,708 

— 

166 

— 

6.1 

Miscellaneous  Businesses 

3,059 

•3 

6,501 

XXX  XXX 

increase  in  covered  bank  employment  primarily  due  to  inclusion  of  federal  banks  in  1943,  which  were  exempt  in  1939 
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locations  for  physicians.  There  was  also  a prewar 
trend  in  some  sections  of  the  state  toward  a rise  in 
rural  population  and  such  gains,  accompanied  by  a 
revival  of  local  business  interests,  were  observed  in 
many  little  towns  where  the  number  of  inhabitants 
had  been  declining  for  decades.  With  the  object  of 
utilizing  new  labor  markets,  small  war  plants  have 
been  established  in  some  of  them  and  it  seems  likely 
that  the  operation  of  such  plants  will  be  continued 
in  the  appreciable  movement  toward  decentraliza- 
tion of  industry.  Communities  of  this  kind  have  in 
some  instances  no  physician  at  all  and  these  will 
surely  present  opportunities  for  physicians  seeking- 
rural  practice. 

Other  non  manufacturing  business  holds  encour- 
aging job  possibilities.  The  wholesale  and  retail  trade 
group,  with  the  exception  of  restaurants,  has  shown 
no  over-all  increase  in  employment  since  1939  and 
the  manpower  shortage  in  retail  establishments  is 
constantly  obvious.  With  the  probable  increase  in 
consumer  goods  after  the  war,  the  additional  em- 
ployment in  the  trade  group  should  be  substantial 
and  this  applies  also  to  the  service  business.  The 
shortage  of  employees  in  laundries,  automotive  and 
appliance  repairs  and  hotels  is  at  the  level  of  incon- 


venience. Summarily,  the  finance  group  has  carried 
on  increased  activity  without  a corresponding  in- 
crease in  employment.  The  insurance  business,  for 
example,  has  made  substantial  gains  since  1939  in  the 
amount  of  insurance  carried  but  the  number  of  em- 
ployees in  the  industry  has  actually  fallen.  With 
further  increases  in  new  insurance  anticipated  fol- 
lowing the  end  of  the  war,  the  rise  in  employment 
in  this  group  is  almost  certain.  These  enterprises 
should,  and  are  waiting  to,  absorb  a large  number 
of  persons  who  may  be  released  by  manufacturing 
industries. 

In  summarizing  these  observations,  it  appears  that 
manufacturing  employment  will,  after  a short  re- 
conversion period,  fall  somewhere  between  the  1939 
and  1943  levels,  probably  nearer  the  latter.  The  con- 
struction industry  will  offer  the  largest  number  of 
new  jobs  and  practically  all  non  manufacturing 
activities  will  require  additional  employees. 

There  will  be  a continued  movement  of  popula- 
tion to  suburban  and  rural  areas  and  all  of  these  fac- 
tors combined  present  opportunities  for  new  loca- 
tions and  make  an  optimistic  outlook  for  the  reestab- 
lishment in  practice  of  the  returned  medical  officer. 


THE  NON-TEACHING  HOSPITAL  AND  MEDICAL  EDUCATION 

Reginald  Fitz,  m.d.,  Boston 


The  Author.  Member , Council  on  Medical  Educa- 
tion and  Hospitals , A.  M.  A.  Chairman,  American 
Board  of  Internal  Medicine 


T^Vr.  Harvey  Cushing1  once  remarked  that  as 
^ human  beings  are  pretty  much  alike  inside  so 
are  hospitals.  In  military  parlance,  both  “take  in”  and 
both  “evacuate,”  and  between  these  processes  diverse 
functions  are  performed  similar  in  all  instances  and 
of  interest  particularly  to  the  clinician  on  the  one 
hand  and  the  hospital  director  or  trustee  on  the 
other.  Thus,  he  said,  they  differ  chiefly— both  hos- 
pitals and  human  beings— in  their  external  trappings, 
in  their  occupation,  and  in  their  personality. 

Each  hospital  is  made  up  of  three  parts— the 


trustees,  the  administration,  and  the  professional 
staff.  Each  of  these  parts,  either  alone  or  in  combina- 
tion, is  interested  in  attempting  to  make  the  person- 
ality of  its  institution  as  vigorous  as  possible.  When 
the  war  ends  it  seems  probable  that  many  hospitals 
can  advantageously  modify  their  present  identities 
in  order  to  be  of  all  possible  value  to  their  com- 
munities and  to  the  medical  profession  during  the 
critical  period  of  post-war  reconstruction  that  is 
bound  to  follow  the  cessation  of  hostilities.  How  to 
do  so  most  effectively  promises  to  be  a difficult  feat. 

PREVIEW  OF  WHAT  PHYSICIANS  IN  MILITARY  SERVICE 
THINK  THEY  WANT  WHEN  THE  WAR  ENDS 
About  a third  of  the  doctors  normally  employed 
in  any  community  are  engaged  in  military  service. 


Presented  at  a meeting  in  New  Haven  on  October  11,  1944,  held  under  the  auspices  of  the  State  of  Connecticut  Post-War 
Planning  Board 
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Apparently  the  majority  of  them2  think  when  the 
war  ends  that  they  wish  to  return  to  an  urban  type 
of  practice  rather  than  to  a rural  one.  This  suggests 
that  something  which  hitherto  has  been  lacking  may 
need  to  be  manufactured  to  give  an  allure  to  rural 
practice  or  else  people  living  in  small  places  may 
find  it  difficult  to  receive  the  medical  care  which 
they  deserve. 

The  modern  doctor  seems  not  to  wish  for  general 
practice  in  the  old-fashioned  sense  but  appears  to 
believe  in  medical  specialization  and  desires  to  de- 
velop the  immediate  future  of  his  career  through 
this  channel  rather  than  through  any  other.  How  to 
supply  with  proper  opportunities  for  adequate  train- 
ing all  candidates  who  in  future  may  desire  to 
achieve  the  distinction  of  being  qualified  as  special- 
ists, and  work  for  them  when  they  have  attained  it, 
is  becoming  increasingly  difficult.  Clearly,  new  op- 
portunities must  be  created. 

Finally,  young  physicians  now  on  active  service 
besides  wishing  for  an  urban  type  of  practice  and 
for  the  further  development  of  specialization  when 
they  return  to  civilian  life,  appear  to  believe  that 
private  practice  in  groups  of  physicians  will  be 
preferable  to  the  individual  type  of  practice  in 
which  their  fathers  were  engaged.  If  rural  practice 
must  be  urbanized  to  become  attractive,  if  the  trend 
towards  specialization  continues,  and  if  group  prac- 
tices develop  as  many  young  men  hope  they  will, 
hospitals  outside  of  large  population  centers  are  like- 
ly to  play  a different  part  in  the  field  of  health  and 
medical  education  than  ever  before. 

THE  INTERNSHIP  AND  THE  RESIDENCY 

Whatever  happens,  the  internship  and  residency 
will  remain  the  keystone  of  postgraduate  medical 
instruction  on  which  professional  success  depends. 
For  several  years  I have  maintained  a study  of  the 
New  England  hospitals  approved  for  intern  or 
resident  training,  puzzling  over  why  it  is  that  some 
are  so  much  more  adequate  than  others.  It  is  a fairly 
simple  matter  to  obtain  data  capable  of  tabulation 
from  which  comparisons  may  be  drawn;  a combina- 
tion of  information  published  in  the  Hospital  Num- 
ber of  the  Journal  of  the  American  Medical  Associa- 
tion with  statistics  given  in  annual  hospital  reports, 
with  the  brief  biographical  notes  of  staff  members 
reported  in  the  American  Medical  Association  Direc- 
tory and  with  their  bibliography  compiled  from 
the  Quarterly  Cumulative  Index  year  by  year,  yields 
considerable  information. 


Table  I 


An  Analysis  of  Three 

Massachusetts 

Hospitals 

hospital  “b” 

hospital  “c” 

hospital  “a” 

CITY  OF  35,000 

CITY  OF  85,000 

SITUATION 

BOSTON 

POPULATION 

POPULATION 

Size 

450  Beds 

200  Beds 

1 20  Beds 

Interns 

34 

6 

3 

Beds  per  intern 

*3 

33 

40 

Qualified 

General 

General 

Staff 

specialists 

practitioners 

practitioners 

Rare  general 

Few  qualified 

Rare  qualified 

practitioner 

specialists 

specialist 

Necropsies 

per  year 
Publications  by 

360 

81 

45 

Staff  Members 
during  a year 

Many 

Occasional 

None 

By  way  of  illustration,  even  so  simple  an  analysis 
of  three  Massachusetts  hospitals  shows  how  marked 
are  the  differences  that  exist.  Hospital  “A”  is  a strong 
teaching  hospital,  Hospital  “B”  is  less  vigorous 
though  functioning  in  a fairly  satisfactory  manner, 
and  Hospital  “C”  is  almost  devoid  of  educational 
promise.  If  one  happens  to  be  acquainted  with  the 
hospitals  one  realizes  where  the  difierences  lie.  Hos- 
pital “A”  has  facilities  with  which  to  develop  the 
best  kind  of  clinical  teaching  and  imagination  with 
which  to  do  so  wisely,  enough  interns  so  that  the 
work  of  each  is  performed  handsomely,  a staff  main- 
ly comprised  of  specialists  many  of  whom  are  inter- 
ested in  research  and  teaching,  a pathologist  who 
appears  to  know  his  work  and  how  to  develop  it.  In 
brief,  this  hospital  has  a vigorous  team  of  energetic 
people  working  together  enthusiastically  in  an  effort 
to  make  the  record  of  their  institution  as  perfect  as 
possible.  Hospital  “C,”  in  contrast,  has  too  few  in- 
terns to  expect  anything  but  superficial  clinical  work 
from  them,  a staff  composed  of  physicians  or  sur- 
geons who  are  not  experts  in  any  special  subjects  and 
may  be  too  indifferent  or  busy  to  spend  much  time 
in  teaching  interns  on  ward  rounds,  and  a depart- 
ment of  pathology  not  well  developed  so  that  clini- 
cal correlation  with  necropsy  findings— the  most 
important  educational  experience  in  a clincian’s  life — 
is  under-emphasized.  Our  modern  young  doctors 
flock  to  be  trained  in  hospitals  of  the  “A”  type,  and 
it  is  in  the  hospitals  of  the  “C”  type  that  the  short- 
ages of  interns  or  residents  are  so  acute.  There  are 
not  enough  “A”  hospitals  to  meet  the  demand  of 
those  who  wish  to  work  in  them  and  there  is  a 
plethora  of  the  “C”  variety. 
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Large  hospitals  or  hospitals  connected  with  medi- 
cal schools  hitherto  have  monopolized  the  most 
promising  young  men  immediately  after  their  gradu- 
ation from  medical  school  and  have  taken  the  lead 
in  medical  teaching.  I believe  that  hospitals  with  bed 
capacity  for  a hundred  patients  or  more,  until  now 
not  in  the  habit  of  playing  a serious  part  in  medical 
education,  may  soon  compete  in  this  field  if  they 
wish  and  if  only  they  will  arrange  to  take  advantage 
of  what  many  medical  officers  claim  to  anticipate 
when  they  return  to  civilian  life.  Thus  I hope  that 
a number  of  such  hospitals  will  begin  to  plan  for  the 
future,  determined  to  become  “A“  hospitals  and 
attempting  to  make  a blue  print  from  which  some- 
thing can  be  constructed  to  aid  in  the  development 
of  opportunities  for  physicians  so  that  their  con- 
tinuing education  can  be  encouraged,  so  that  the 
advantages  of  technics  and  knowledge  obtained 
through  specialization  can  be  fully  utilized,  and  so 
that  the  true  usefulness  of  group  efforts  can  be  esti- 
mated. Such  an  accomplishment  would  benefit  all 
concerned.  For  as  Osier  said,  the  hospital  where 
teaching  goes  on  is  always  the  one  to  visit;  the  work 
of  an  institution  in  which  there  is  no  teaching  is 
rarely  first  class. 

THE  ORGANIZATION  OF  TEACHING  IN  A HOSPITAL 

To  begin  with,  any  hospital  which  wishes  to  at- 
tract an  intern  or  resident  staff  must  recognize  that 
in  so  doing  it  assumes  all  responsibilities  of  a teach- 
ing institution.  The  staff,  trustees,  and  superintend- 
ent must  admit  this  fact  and  must  cooperate  to 
improve  the  opportunities  for  those  who  come  to 
them  as  pupils  to  receive  adequate  and  proper  in- 
structional facilities.  A carefully  considered  and  well 
planned  teaching  program  must  be  devised.  There 
should  be  a chief  of  staff  or  chief  of  each  service, 
not  appointed  on  the  basis  of  seniority  but  for  his 
ability  to  lead;  and  he  must  have  authority  to  put 
into  effect  the  educational  work  to  be  attempted  by 
the  institution.  Certain  members  of  the  visiting  staff 
must  be  delegated  to  see  to  it  that  the  work  of  the 
interns  and  residents  is  checked  up,  that  the  records 
are  up  to  date  and  well  and  carefully  written,  that 
the  laboratory  and  clinical  work  is  properly  done, 
that  physical  examinations  are  recorded  accurately, 
that  diagnoses  are  made  correctly,  and  that  the 
technical  aspects  of  treatment  are  carried  out  prop- 
erly and  systematically.  A visit  must  be  made  each 
day  to  each  of  the  patients  at  a specified  hour, 
punctually  and  unhurriedly,  and  it  must  be  at- 
tended by  the  members  of  the  house  staff  so  that 


everything  they  do  can  be  scrutinized  and  criticized. 

Young  men  beginning  their  clinical  experience 
must  be  encouraged  to  develop.  They  must  be  urged 
to  take  an  active  part  in  staff  conferences  and  in 
other  medical  meetings  held  under  the  hospitals 
auspices.  Hospital  meetings  should  be  conducted 
regularly  and  with  a degree  of  formality.  At  such 
meetings  a young  man  should  present  a case,  learn- 
ing to  speak  from  his  feet,  without  notes,  clearly 
and  succinctly.  He  must  be  encouraged  to  write. 
Medical  writing,  if  it  does  nothing  else,  stimulates  a 
beginner  to  learn  to  use  a library  properly,  teaches 
him  to  read,  analyze,  criticize,  and  abstract  litera- 
ture, and  also  something  of  facility  of  expression 
and  of  the  difficulties  in  composition— all  good  things 
for  a young  doctor  to  know. 

There  must  be  enough  resident  personnel  in  pro- 
portion to  the  number  of  beds  so  that  each  of  the 
resident  staff  can  have  a chance  to  think  and  work 
at  something  outside  of  routine.  There  must  be  a 
suitable  place  for  medical  meetings  and  a library 
which  receives  sufficient  endowment  so  that  up-to- 
date  textbooks  and  the  more  useful  medical  journals 
can  be  purchased.  Most  important  of  all,  there  must 
be  a staff  the  members  of  which  are  honestly  and 
sincerely  interested  in  the  improvement  of  medical 
teaching.  Each  new  member  must  realize  his  respon- 
sibilities to  the  hospital  in  this  regard  and  that  he 
will  be  expected  to  devote  a certain  amount  of  effort 
to  making  the  teaching  work  of  the  institution  run 
smoothly.  The  presence  of  interns  or  residents  is 
inspiring  but  they  can  be  attracted  to  hospitals  only 
if  in  return  for  their  efforts  they  obtain  a broad, 
well  supervised  experience. 


CONCERNING  GROUP  PRACTICE 


The  patient  who  enters  a modern  hospital  expects 
an  accurate  diagnosis  and  proper  treatment.  The 
concept  of  intramural  group  practice  in  large  hos- 
pitals is  now  so  well  established  that  differences  in 
care  between  ward  and  private  patients  do  not  exist; 
the  private  patient,  like  any  other,  receives  the  bene- 
fit of  intern  and  resident  service  when  this  is  at 
hand,  of  consultation  between  departments  within 
the  institution  and  of  such  specialism  as  the  staff 
happens  to  be  able  to  afford.  At  present  the  distri- 
bution of  qualified  specialists  is,  on  the  whole,  most 
densely  concentrated  around  medical  schools  or  in 
large  cities  and  how  to  create  adequate  opportunities 
for  many  to  maintain  a high  degree  of  skill  outside 
of  such  centers  is  problematical.  A possible  solution 
may  rest  in  the  development  of  group  practice  in 
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1 small  hospitals;  perhaps  the  day  will  come  when  the 
f [active  staff  of  many  hospitals  will  have  offices  in 
d close  proximity  to  the  wards  and  will  carry  forward 
0 outside  the  type  of  collaborative  medicine  which 
s seems  so  natural  for  the  proper  management  of  in- 
J patients. 


1 


SMALL  HOSPITALS 


Not  all  hospitals  are  large  enough  to  offer  satis- 
factory internships  and  yet  might  he  developed  to 
^afford  golden  opportunities  for  the  profitable  train- 
, ing  of  a great  many  young  physicians,  not  only  as 
clinicians  but  also  as  radiologists  or  pathologists  or 
! in  other  fields  such  as  public  health.  If  a group  of 
, hospitals  in  any  section  would  undertake,  for  a few 
years,  an  experiment  in  the  pooling  of  resources,  far 
reaching  results  might  be  obtained.3  It  might  be 
possible,  for  example,  to  divide  anv  region  into 
zones,  the  center  of  each  zone  being  a large  city  well 
supplied  with  competent  specialists  who  would  be 
able  to  organize  a teaching  program  in  small  hos- 
pitals. It  might  be  possible  to  rotate  interns  and 
residents  within  the  zone  from  one  small  hospital  to 
another,  thus  forming  a continous  supply  of  com- 
petent young  men  from  which  new  staff  members 
might  be  drawn.  It  might  be  possible  to  direct  the 
training  of  such  young  men  through  such  devices 
as  a rotating  visiting  staff  or  a mobile  medical  library. 
One  or  two  pathologists  or  radiologists  or  internists 
could  supervise  work  carried  on  in  several  small 
hospitals  by  groups  of  their  pupils;  and  the  presence 
of  such  young  men  in  residence,  each  in  training  for 
a specialty  and  working  towards  it  for  varying 
lengths  of  time  in  different  places  would,  by  neces- 


sity, prove  stimulating  both  to  the  men  and  the  hos- 
pitals involved.  The  perfection  of  such  a plan  would 
go  far  to  encourage  the  development  of  many  new 
internships  and  residencies,  would  help  to  meet  the 
educational  demands  of  the  returning  officer,  and 
would  reveal  to  young  men  the  possible  charm  of 
medical  practice  outside  of  large  cities. 

If  guessing  has  any  significance,  my  guess  is  that 
American  medicine  will  be  asked  to  make  a second 
important  contribution  in  the  present  emergency. 
Besides  procuring  sufficient  medical  officers  for  the 
needs  of  our  armed  forces,  American  medicine  must 
reconstruct  itself  when  the  war  ends,  relocating 
physicians  who  wish  to  re-enter  practice,  creating 
opportunities  for  those  who  wish  to  resume  their 
training  from  where  they  left  it  off,  and  furthering 
a continuing  education  to  all  men  in  practice.  The 
best  way  to  accomplish  this  must  be  discovered. 
Every  possible  avenue  must  be  explored  to  deter- 
mine its  possible  usefulness.  In  this  fashion,  by  add- 
ing to  old  ideas  the  new  knowledge  which  medicine 
is  acquiring  through  the  sacrifices  and  hazards  of 
war,  when  peace  comes  with  it  will  come  a new  era 
of  health. 
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TJroparly  no  human  activity  has  had  so  many 
plans  suggested  for  it  as  has  medicine;  and  cer- 
tainly no  activity  has  had  so  much  planning  by 
people  who,  in  some  cases,  are  concerned  only  with 
the  fringes  of  the  problem,  and  in  many  cases  by 
those  not  concerned  with  it  at  all. 


We  have  social  service  workers,  social  security 
personnel,  labor  organizations  and  politicians,  all 
making  suggestions  and  even  endeavoring  to  decide 
how  the  practice  of  medicine  should  be  carried  on, 
usually  without  any  consultation  with  the  medical 
profession.  No  matter  what  plans  are  finally  adopted 
for  the  distribution  of  medical  care,  doctors  will  still 
have  to  give  that  care,  and  it  would  seem  that,  at 
least,  they  might  be  consulted. 

Medicine  has  been  accused  of  being  reactionary 
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and  opposed  to  any  change  whatever,  whereas,  an 
examination  of  the  facts  shows  that  there  has  been 
a steady  change  in  the  methods  of  distributing  medi- 
cal care,  that  those  changes  are  still  going  on  and, 
in  all  probability,  will  continue  to  go  on,  just  as 
changes  in  therapeutic  methods  are  constantly 
occurring. 

Because  surgery  has  been  successful  in  curing 
cases  of  peptic  ulcer  does  not  mean  that  every  case 
should  be  submitted  to  surgery.  Because  the  present 
system  of  medical  care  of  the  majority  of  the  popu- 
lation may  not  be  adaptable  to  a certain  section  of 
the  population,  does  not  mean  that  that  system 
should  be  discarded.  If  we  grant  that  a new  method 
of  distributing  medical  care  must  be  found  to  meet 
the  needs  of  one  economic  group,  why  should  the 
people  who  are  satisfied  with  the  present  system 
have  to  give  up  that  system  and  accept  some  other 
merely  because  another  group  wants  it? 

Yet  that  is  what  the  framers  of  the  Wagner- 
Murray-Dingell  Bill  propose.  By  one  stroke  of  a pen, 
they  would  throw  out  the  entire  system  of  medical 
care  now  in  vogue  in  this  country,  and  set  up,  prac- 
tically over  night,  a new  system  for  everyone,  a 
system  that  not  only  is  untried  in  this  country,  but 
a system  which  is  similar  to  those  tried  and  found 
sadly  wanting  in  other  countries. 

Then,  there  are  those  who  do  not  go  out  whole- 
heartedly for  the  Wagner  bill,  but  who  believe 
group  practice  is  the  answer  to  the  problem.  The 
American  Medical  Association  is  accused  of  frown- 
ing on  group  practice.  The  facts  of  the  matter  are 
that  the  American  Medical  Association  has  never 
disapproved  of  group  practice  as  such,  but  has  only 
disapproved  of  those  groups  which  were  so  organ- 
ized as  to  make  the  delivery  of  good  medical  care 
impossible  or  highly  improbable.  There  are  officials 
both  past  and  present  of  national  and  state  medical 
organizations  who  are  members  of  groups.  Group 
practice  was  started  after  the  last  war  in  many  local- 
ities, and  many  of  them  failed,  not  because  of  any 
opposition  of  medical  organizations,  but  because  the 
public  did  not  support  them.  I have  frequently 
heard  proponents  of  the  Wagner  bill  state  that  it  will 
set  up  Mayo  Clinics  in  every  town  and  hamlet. 
Nothing,  of  course,  could  be  more  ridiculous.  There 
is  not  one  word  in  that  bill  which  would  provide  for 
any  such  thing,  nor  can  one  legislate  Mayo  Clinics 
into  being.  The  outstanding  medical  groups  in  this 
country  have  become  outstanding  because  of  the 
marked  professional  ability  and  dominant  personal- 


ity of  one  man  in  nearly  all  cases.  No  one  has  any 
objection  to  a group  properly  organized  and  run  in 
such  a manner  that  good  medical  care  is  given. 

What  are  the  facts  about  medical  care  in  the  s 
United  States?  The  facts  are  that  the  health  of  the  s 
people  is  higher  than  it  has  ever  been.  Our  mortal-  1 
ity  and  morbidity  statistics  cannot  be  touched  by  11 
any  other  country.  The  death  rate  in  general  in-  ;1 
eluding  the  maternal  and  infant  death  rates  are  con- 
stantly declining  and  length  of  life  is  constantly^ 
increasing.  Our  morbidity  statistics  in  preventable!  f 
diseases  not  only  compare  favorably  with  those  ob 
any  other  country  but  in  most  instances  ours  are|t 
better.  j 

We  hear  much  about  the  rejection  rate  in  the 
draft  as  indicating  a poor  state  of  health  of  our 
population  and  a lack  of  medical  care.  What  are  the 
facts?  The  facts  are  that  nearly  half  of  the  rejections 
were  on  account  of  the  teeth  and  all  the  medical 
care  in  the  world  will  not  grow  a new  set  of  teeth. 
Many  were  on  account  of  structural  defects,  and 
defective  eyesight.  Again  medical  care  would  help 
but  a few  of  these.  Health  education  in  the  care  of 
the  teeth  and  eyes  might  have  protected  many  of 
them.  Furthermore,  the  standard  is  the  highest  of 
any  Army  in  the  world,  and  most  of  those  rejected 
are  carrying  on  useful  civilian  lives  and  are  not  in- 
capacitated for  any  but  a military  life.  Many  persons 
ask,  since  the  Army  and  Navy  have  government 
controlled  medicine,  why  not  everyone?  They  fail  i 
to  take  into  consideration  two  facts,— one  that  in  the 
Army  and  Navy,  we  have  to  deal  with  a highly 
selected  group  within  a certain  age  bracket,  and, 
two,  in  the  Army  and  Navy  the  patients  are  regi- 
mented as  well  as  the  doctors. 

Now  I do  not  want  to  give  the  impression  that  all 
is  perfect  in  our  present  medical  care  set-up.  It  is 
not,  and  it  is  up  to  us  to  improve  it. 

The  revised  platform  of  the  American  Medical 
Association  adopted  in  June  1944  has  as  its  main 
plank:  “Availability  of  medical  care  of  a high  qual- 
ity to  every  person  in  the  United  States.” 

It  is  not  enough  that  medical  care  should  be  avail- 
able. It  must  be  medical  care  of  a high  quality.  To 
support  this  platform  there  are  eight  principles 
stating  how  this  aim  should  be  attained.  There  is  not 
time  to  go  into  all  the  details  of  these  eight  prin- 
ciples but  I urge  you  to  familiarize  yourselves  with 
the  details  of  that  platform,  which  was  drawn  up  by 
the  Council  on  Medical  Service  and  Public  Relations 
and  adopted  by  the  House  of  Delegates. 
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I shall  quote  from  some  sections  of  the  Platform. 
Section  B reads: 

“The  continued  development  of  the  private  prac- 
tice of  medicine  subject  to  such  changes  as  may  be 
necessary  to  maintain  the  quality  of  medical  services 
and  to  increase  their  availability,  including  the  de- 
velopment and  extension  of  voluntary  hospital  insur- 
ance and  voluntary  medical  insurance.” 

“The  Medical  Profession  has  approved  prepay- 
ment plans  to  cover  costs  of  hospitalization  and  also 
prepayment  plans  on  a cash  indemnity  basis  for 
meeting  the  costs  of  medical  care.  It  continues,  how- 
feever,  to  feel  that  the  development  of  the  private 
practice  of  medicine  which  has  taken  place  in  this 
country  has  led  to  higher  standards  of  medical  prac- 
tice and  of  medical  service  than  exist  elsewhere,  and 
That  the  maintenance  of  the  quality  of  the  service  is 
fundamental  in  any  health  program. 

“The  American  Medical  Association  has  ap- 
proved prepayment  hospital  insurance  subject  to  the 
principles  adopted  by  the  House  of  Delegates.  The 
number  of  people  covered  by  it  is  constantly  in- 
creasing. Its  availability  should  be  extended  to  all 
who  desire  it. 

“Medical  expense  insurance  has  developed  slowly 
but  much  valuable  experience  has  been  accumulated. 
All  constituent  State  Medical  Associations  have  been 
urged  to  develop  voluntary  plans  within  their  terri- 
tories, so  that  the  entire  country  may  be  covered  by 
such  plans.  The  American  Medical  Association  will 
assist  in  the  development  and  integration  of  such 
plans.  State  Welfare  Departments  should  consider 
the  use  of  the  insurance  principle  in  caring  for  the 
indigent  and  medically  indigent,  rather  than  the 
present  system.  Industrial  medical  care  plans  on  the 
voluntary  principle  must  be  investigated  and  devel- 
oped under  the  guidance  of  constituent  associations 
and  component  societies.” 

The  House  of  Delegates  also  authorized  the  Coun- 
cil on  Medical  Service  and  Public  Relations  to  em- 
ploy an  insurance  director  to  carry  out  the  above 
correlation,  integration,  and  stimulation  of  volun- 
tary insurance  plans.  Some  twenty  states  now  have 
plans  under  way  or  in  process  of  organization. 
These  plans  vary  from  complete  coverage  to  cover- 
age only  for  obstetrics  and  surgery.  Several  plans 
which  started  out  giving  complete  coverage  have 
changed  to  limited  coverage  as  the  public,  so  far,  has 
shown  more  interest  in  the  surgical  and  obstetrical 
policy  than  in  the  complete  medical  care  policy. 

The  combination  of  voluntary  medical  indemnity 


insurance  and  hospital  insurance  will  go  a long  way 
toward  effecting  a distribution  of  good  medical  care 
at  a low  cost.  The  Council  Committee  on  Public 
Relations  and  Economics  of  the  Medical  Society  of 
the  State  of  New  York  states  that  2 to  10  cents  per 
day  per  individual  will  adequately  insure  for  both; 
that  a broad  surgical  contract  costs  2 cents  per  day 
per  individual;  that  a surgical  contract  with  obstet- 
rics costs  $1.70  per  month  for  the  family;  and  that  a 
liberal  medical  and  surgical  contract  with  obstetrical 
care  costs  $3.00  per  month  for  the  entire  family. 

It  behooves  the  medical  profession  not  only  to 
educate  the  public  on  this  subject  but  to  educate  its 
own  members  and  see  that  the  benefits  of  prepaid 
voluntary  medical  insurance  are  available  in  their 
locality  for  the  public. 

According  to  recent  surveys,  the  public  is  not 
only  interested  in  but  is  demanding  methods  of 
prepaying  its  medical  care,  particularly  the  ex- 
pensive part  of  medical  care.  The  surveys  also  indi- 
cate that  the  public  prefers  voluntary  insurance  to 
compulsory  insurance,  but  unless  we  make  this  vol- 
untary insurance  available  and  support  it,  the  com- 
pulsory type  is  pretty  certain  to  be  thrust  upon  11s. 
While  there  is  bound  to  be  some  paper  work  and 
regulated  fees  in  any  insurance  work,  the  voluntary 
plans  will  be  far  preferable  to  the  red  tape  and 
regimentation  of  any  compulsory  plan. 

This  insurance  method  can  well  be  applied  to  the 
indigent,  by  having  the  state,  county,  or  town  pur- 
chase the  insurance  for  the  indigent,  rather  than 
continuing  in  the  present  system  of  the  dole  or  the 
so-called  “poor”  physician. 

It  has  been  argued  that  voluntary  insurance  will 
not  meet  the  situation  and  that  it  failed  in  Europe. 
This  is  unfair  as  it  has  not  had  sufficient  time  to 
prove  itself  in  this  country  so  far,  and  the  voluntary 
plans  which  were  in  vogue  in  Europe  prior  to  the 
adoption  of  compulsory  sickness  insurance  were  in 
no  way  similar  to  the  voluntary  plans  now  being 
developed  in  the  United  States. 

Insurance  is  only  one  answer  to  the  problem. 
There  are  others.  Many  localities  have  inadequate 
laboratory  and  diagnostic  facilities.  Either  the  physi- 
cian refuses  to  live  in  such  a locality  or  he  stays  and 
delivers  a poor  grade  of  medicine.  Centres  for  diag- 
nostic aid  to  the  physician  must  be  established  under 
the  supervision  of  the  medical  societies  and  with 
financial  help  from  the  local  government  when 
necessary. 

Various  industrial  concerns  have  their  medical 
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care  plans,  some  of  which  are  good  and  some  not  so 
good.  Industrial  medicine  is  growing  and  with  it 
there  is  a demand  for  complete  medical  care  not  only 
of  the  workman  but  his  family.  These  plans  can  and 
must  be  developed  along  the  lines  of  the  voluntary 
system  with  the  approval  of  the  local  medical 
societies. 

Plans  must  be  made  to  reduce  the  cost  of  nursing 
care  by  insurance.  Some  commercial  companies  are 
beginning  to  do  this,  but  so  far  its  distribution  is 
limited. 

Preventive  medicine  can  be  aided  by  an  increase 
in  the  number  of  county  or  district  health  depart- 
ments. “There  are  still  too  many  areas  without 
proper  coverage.  Every  area  in  the  United  States 
should  have  a health  service  with  adequate  personnel 
and  facilities  to  render  the  service  necessary  to  each 
community.  It  should  be  integrated  with  and  co- 
ordinated by  the  State  Health  Department.  Federal 
funds  may  be  used  to  help  establish  these  depart- 
ments where  local  funds  are  inadequate,  but  the 
management  should  be  under  state  and  local  author- 
ity.” The  above  is  quoted  from  the  Platform  of  the 
American  Medical  Association. 

One  of  the  arguments  made  in  favor  of  the  Wag- 
ner bill  is  that  it  will  increase  preventive  medicine. 
While  preventive  medicine  is  mentioned  in  the  bill, 
there  are  no  provisions  for  carrying  it  out.  The 
experience  of  other  countries  which  have  adopted 
compulsory  sickness  insurance  is  that  preventable 
diseases  have  increased  under  such  a program. 

To  summarize,  it  seems  to  me  that  we  have  three 
alternatives  facing  us.  The  first  is  to  sit  by  and  do 
nothing,  in  which  case  we  shall  certainly  have  thrust 
upon  us  a second  alternative  of  government  con- 
trolled compulsory  sickness  insurance  with  all  the 
evils  of  socialized  medicine  and  the  regimentation 
of  medical  care.  The  third  alternative  is  to  take  off 
our  coats  and  work  for  the  following: 

1 . Establishment  of  an  agency  of  the  federal  gov- 
ernment under  which  shall  be  coordinated  and  ad- 
ministered all  medical  and  health  functions  of  the 
federal  government  exclusive  of  those  of  the  Army 
and  Navy,  instead  of  our  having  to  deal  with  a 
multiplicity  of  departments,  bureaus  and  federal 
agencies. 

2.  The  utmost  utilization  of  qualified  medical  and 
hospital  facilities  already  established,  with  an  exten- 
sion of  hospital  facilities,  only  where  present  facil- 
ities are  used  to  the  utmost  and  there  is  a definite 
lack  of  beds  for  a particular  community. 


3.  The  continued  development  of  the  private!: 
practice  of  medicine,  subject  to  such  changes  as  may  |( 
be  necessary  to  maintain  the  quality  of  medical  serv-  s 
ices  and  to  increase  their  availability,  including  the  < 
development  and  extension  of  voluntary  hospital  | 
insurance  and  voluntary  medical  insurance.  This  will 
include  industrial  medical  care  plans,  the  develop-  : 
ment  of  proper  diagnostic  facilities,  and  perhaps 
under  this  heading  would  also  come  insurance 
against  the  costs  of  nursing  care. 

4.  Expansion  of  Public  Health  and  Medical  Serv- 
ices consistent  with  the  American  system  of  democ- 
racy. We  believe  not  in  making  the  individual  the 
creature  of  the  state,  but  the  state  the  servant  of  the 
citizen. 

5.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need  for 
the  prevention  of  disease,  the  promotion  of  health 
and  the  care  of  the  sick  on  the  proof  of  such  need. 
These  funds  should  be  administered  jointly  by  the 
county,  state  and  federal  health  agencies. 

6.  The  principle  that  the  care  of  the  public  health 
and  the  provision  of  medical  service  to  the  sick  is 
primarily  a local  responsibility.  Before  federal  funds 
are  allotted,  the  local  community  should  do  its  ut- 
most to  meet  the  needs  with  local  funds. 

7.  The  development  of  a mechanism  for  meeting 
the  needs  of  expansion  of  preventive  medical  services 
with  local  determination  of  needs  and  local  control 
of  administration.  This  includes  the  extension  of  ! 
county  and  district  health  departments. 

8.  The  extension  of  medical  care  for  the  indigent 
and  the  medically  indigent  with  local  determination 
of  the  needs  and  local  control  of  the  administration. 
The  indigent  are  cared  for  in  most  communities  but 
often  the  medically  indigent  are  not.  As  mentioned 
before,  the  use  of  the  voluntary  insurance  principle 
should  be  considered  by  all  agencies  distributing 
medical  care. 

These  eight  points  constitute  the  supports  of  the 
Platform  of  the  American  Medical  Association 
which  as  previously  stated  calls  for  the  availability 
of  medical  care  of  a high  quality  to  every  person  in 
the  United  States. 

Such  a platform  if  supported  by  the  medical  pro- 
fession and  brought  to  the  attention  of  the  public 
will  close  the  gaps  in  our  present  distribution  of 
medical  care  and  make  unnecessary  any  extensive 
legislation  (except  for  the  establishment  of  a Fed- 
eral Department  of  Health),  or  any  revolutionary 
change  in  the  system  that  has  given  us  the  best  health 
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record  in  the  world.  It  requires  the  unified  support 
of  the  medical  profession  and  more  than  mere  lip 
service.  It  means  back-breaking  work  on  the  part 
of  some  and  time  for  education  of  the  public  on  the 
part  of  others. 

The  present  Wagner-Murray-Dingell  bill  is  dead 
as  the  proverbial  dodo,  but  similar  bills  will  arise  in 
1 the  next  Congress  unless  we  put  across  our  own 
platform,  for  there  are  those  in  the  country  who 
would  make  us,  and  by  “us,”  I mean  the  general 
public,  the  regimented  servants  of  the  State  in  a 
! completely  socialized  order  of  life. 

What  then  is  the  future  of  medicine?  I do  not 
know  nor  does  anyone  know,  in  my  opinion.  I have 
outlined  a possible  future  which  offers  hope,  and 
another  which  will  make  medicine  degenerate  to  a 
1 


low  level.  We  cannot  lie  back  and  let  someone  else 
do  it,  and  then  howl  when  something  happens.  The 
public  will  get  what  it  wants,  and  it  wants  the  best. 
It  is  up  to  us  to  educate  the  public  and  if  we  do  that 
we  need  have  no  fear  of  what  the  public  will  choose. 

One  of  the  important  things  if  we  are  to  go  for- 
ward is  a united  front,  and  unfortunately  we  have 
not  only  dissenting  elements,  which  are  natural  in 
any  large  organization  and  which  are  a good  thing, 
but  those,  who  understanding  little  or  nothing  about 
what  the  medical  societies,  particularly  the  Ameri- 
can Medical  Association  are  doing,  swallow  “hook, 
line,  and  sinker”  the  propaganda  of  the  very  people 
who,  in  their  effort  to  socialize  medicine,  are  en- 
deavoring to  undermine  the  efforts  and  standing  of 
the  entire  medical  profession. 


THE  EDUCATIONAL  NEEDS  AND  RELOCATION  PLANS  OF  RETURNING 
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'"pHOUGHTFUL  and  detailed  appraisal  of  the  nature 
and  scope  of  health  and  medical  care  in  the 
period  following  the  war  is  fundamental  to  con- 
structive post  war  planning  on  any  scale  and  for 
any  area.  The  better  world  which  is  the  earnest 
hope  of  all  peace  loving  nations  will,  it  is  true, 
develop  gradually  through  the  operation  and  co- 
ordination of  many  interdependent  forces  and  fac- 
tors. No  single  one  of  these,  however,  will  be  more 
potent  than  the  physical  and  mental  health  of  the 
people  of  each  nation,  state  and  community. 

The  provision  of  essential  preventive,  diagnostic 
and  curative  medical  services,  though  it  involves 
many  complex  economic  and  social  problems,  has 
but  one  ultimate  objective.  That  objective  is  the 
attainment  and  maintenance  of  the  highest  level  of 
health  for  all  the  people  of  a State.  The  adoption 
of  methods  and  measures  necessary  to  achieve  this 
goal  demands  careful  studies  of  available  existing 
resources  in  equipment  and  personnel  and  recom- 


Frances L.  Roth.  ll.b..  Secretary,  Committee  on 
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mendations  for  the  expansion  of  physical  facilities, 
increase  in  numbers  of  personnel  and  improvement 
of  opportunities  for  education  and  training. 

Studies  in  these  fields  are  currently  being  carried 
on,  in  cooperation  with  the  State  medical,  public 
health  and  welfare  organizations,  by  the  Sub  Com- 
mittee on  Medical  Care  and  Health  appointed  by  the 
Post  War  Planning  Board  for  Connecticut.  One  of 
the  significant  projects  undertaken  and  partially 
completed  by  this  Committee  is  a survey  of  the 
relocation  plans  and  educational  desires  of  Con- 
necticut physicians  now  in  military  sendee. 

The  central  figure  in  any  scheme  of  medical  serv- 
ice is,  by  common  agreement,  the  physician.  In  the 
formulation  of  a program  for  the  development  and 
improvement  of  medical  care,  therefore,  primary 
consideration  must  be  given  to  the  number  and  dis- 
tribution of  physicians  in  an  area  and  to  their  edu- 
cational qualifications  and  training. 

In  the  period  preceding  the  war,  there  was  in 
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Connecticut  approximately  one  physician  for  each 
900  of  the  population.  With  this  relatively  high 
ratio,  which  was  in  fact  surpassed  by  few  other 
states,  Connecticut  was  favorably  situated  in  its 
supply  of  professional  medical  services.  These  serv- 
ices, moreover,  were  on  the  whole  of  commendable 
quality  and  were  fairly  distributed  geographically. 
The  withdrawal  of  850  physicians  for  military  duty 
lowered  the  ratio  to  1 in  1,100  but  did  not  produce 
a critical  shortage  of  doctors  in  any  community.  It 
is  obvious,  however,  that  the  element  of  importance 
in  this  connection  is  the  extent  to  which  Connecticut 
physicians  will  return  after  the  war  to  their  previous 
locations  and  participate  in  establishing  a similar 
pattern  of  medical  practice  for  the  state. 

The  Committee  on  Medical  Care  and  Health, 
concerned  from  its  inception  with  this  problem, 
determined  upon  the  use  of  a questionnaire  to  obtain 
from  medical  officers  information  concerning  their 
post  war  relocation  intentions.  The  form  which  was 
adopted  for  this  purpose  included  also  queries  on 
the  desires  of  the  physicians  relative  to  additional 
education  and  training  after  discharge  from  active 
duty.  It  was  believed  by  the  Committee  that  the 
replies  to  the  questionnaire  would  constitute  a prac- 
tical basis  for  the  formulation  of  plans  to  facilitate 
readjustment  to,  and  stabilization  in  civilian  life  in 
the  inevitable  transition  period  at  the  war’s  end. 

On  July  10,  1944,  questionnaires  accompanied  by 
a letter  of  explanation  from  the  Chairman,  Dr.  James 
R.  Miller,  were  sent  by  the  Committee  to  851  Con- 
necticut physicians  in  military  service.  At  the  present 
writing,  348  returns,  representing  40.8  per  cent  of 
the  total,  have  been  received  from  medical  officers 
in  the  United  States  and  on  all  the  fighting  fronts. 
The  replies,  here  presented  in  tabular  form,  are 
provocative  and  instructive  in  clarifying  the  prob- 
able needs  of  the  returning  physician  and  in  indi- 
cating the  direction  of  planning  for  the  fulfillment 
of  these  needs. 

Table  I 

Post  War  Location  Plans  of  Connecticut  Medical  Officers 

WILL  WILL  NOT 

RETURN  TO  RETURN  TO 

CONNECTICUT  CONNECTICUT  UNDECIDED  TOTAL 


Number  321  22  5 348 

Per  cent  92.2  6.3  1.5  100.0 


It  is  seen  from  Table  I that  321  or  92.2  per  cent 
of  the  physicians  replying  to  the  first  question  plan 
to  return  to  Connecticut  upon  discharge  from  the 


service.  Barring  war  casualties  and  unforeseen  cir- 
cumstances, then,  it  seems  reasonable  to  expect  that 
the  ratio  of  physicians  to  population  will  be  restored 
to  the  level  obtaining  before  the  war.  It  may  well 
be,  in  fact,  that  the  settlement  in  the  state  of  young 
doctors  beginning  practice  and  the  relocation  of 
more  experienced  men  from  other  areas  will  raise 
the  ratio  to  a new  high  mark. 

Questions  2 and  3 were  directed  toward  deter- 
mining the  probable  distribution  within  the  state  of 
the  321  physicians  who  intend  to  re-establish  prac- 
tice here. 

Table  II 

Relocaton  of  Medical  Officers  In  Connecticut 


Communities 

COMMUNITY  SAME  LARGER  SMALLER  UNDFCID’"  I)  TOTAL 

Number  288  14  5 14  321 

Per  cent  89.7  4.4  i.j  4.4  100.0 


The  tabulation  of  the  answers  to  these  questions 
(Table  II)  shows  that  the  majority  of  Connecticut 
communities  may  look  forward  in  all  likelihood  to 
an  adequate  supply  of  medical  services  in  the  post 
war  period  since  288  or  89.7  per  cent  of  these  physi- 
cians wish  to  relocate  in  the  community  which  they 
left  to  enter  military  service.  The  number  of  physi- 
cians who  signified  the  intention  to  remove  to  larger 
communities  constituted  only  4.4  per  cent  of  the 
total,  but  it  affords  an  opportunity  for  speculation 
on  the  reasons  motivating  such  removal.  These 
reasons  may,  of  course,  be  varied  and  complex  but 
for  practical  purposes  the  two  which  come  most 
readily  to  mind  are  the  inadequate  economic  return 
from  practice  in  certain  areas  or  the  lack  of  facilities, 
e.g.  teaching  hospitals  and  clinics,  which  further 
professional  knowledge  and  proficiency.  Five  re- 
spondents in  this  group  on  the  other  hand  prefer  to 
resume  the  practice  of  medicine  in  smaller  com- 
munities, possibly  because  of  distaste  for  the  pres- 
sures of  life  in  industrialized  urban  centers,  a desire 
to  avoid  competition  or  an  interest  in  generalized 
rural  practice.  A trend  toward  equable  distribution 
of  professional  services  in  rural  areas  and  away  from 
over-specialization  is  promising  and  it  brings  into 
focus  the  need  for  development,  in  cooperation  with 
smaller  hospitals,  of  measures  such  as  frequent  post- 
graduate medical  meetings,  clinical  pathological 
conferences  and  ward  rounds  which  might  have 
some  influence  in  encouraging  this  trend. 

In  Table  III  the  desires  for  additional  education 
or  training  expressed  by  the  men  replying  to  the 
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Table  III 

Educational  Desires  of  Returning  Medical  Officers  and  Year  of  .Medical  School  Graduation 

YEAR  OF  BEFORE  YEAR  NO 


GRADUATION 

19 

20 

1920- 

■ 1924 

'92 

5-1929 

1930 

-'934 

1935 

-'939 

1940- 

• 1 944  STATED 

TO' 

rAL 

NO. 

% 

NO. 

% 

NO. 

% 

NO. 

% 

NO. 

% 

NO. 

% 

NO. 

% 

Desire  additional  training 

3 

42.9 

8 

50.0 

30 

49.2 

53 

5°.° 

78 

69.0 

33 

97.I 

205 

60.5 

Do  not  desire  additional  training 

4 

57-' 

8 

50.0 

31 

50.8 

53 

50.0 

35 

31.0 

I 

2.9  2 

‘34 

39-5 

Total 

7 

16 

61 

106 

"3 

34 

2 

339 

100.0 

Table  IV 

Duration  and  Kind  or  Educational  Opportunities 
Desired  by  Medical  Officers 


questionnaires  are  broken  down  by  year  of  gradua- 
tion from  medical  school. 

It  is  interesting  to  note  that  among  physicians 
graduating  before  1935,  the  number  in  each  group 
who  do  not  feel  the  need  for  further  training  is  sub- 
stantially the  same  as  the  number  who  do.  It  may 
be  suggested  that  many  of  the  men  who  want  addi- 
tional training  have  long  felt  this  need  but  have  been 
prevented  by  a combination  of  circumstances  from 
realizing  their  ambition.  In  this  respect,  at  least,  the 
war  with  the  attendant  development  of  benefits 
under  the  Servicemen’s  Readjustment  Act,  holds 
some  advantages.  It  should  be  pointed  out  that  in  the 
interpretation  of  this  table,  allowance  must  be  made 
for  the  fact  that  the  number  of  returns  from  the 
groups  graduating  before  1920  and  from  1920  to 
1925  is  so  small  as  to  be  mathematically  not  signifi- 
cant. It  seems  obvious,  however,  that  considerable 
weight  must  be  attached  to  the  preponderance  of 
affirmative  returns  among  physicians  completing 
their  training  after  1934.  Some  of  these  men,  particu- 
larly in  the  1940  to  1944  classes,  entered  the  services 
after  curtailed  internships.  Others,  whose  hospital 
training  was  more  extensive,  have  not  been  able  to 
obtain  sufficient  clinical  experience  in  military  serv- 
ice. Since  60.5  per  cent  of  those  replying  to  this 
question  want  to  prepare  themselves  more  thorough- 
ly for  the  resumption  of  civilian  practice,  the  respon- 
sibility of  Connecticut  medicine  to  implement  such 
preparation  cannot  be  evaded. 

The  data  presented  in  the  foregoing  table  lead 
inevitably  to  an  investigation  of  the  duration  and 
kind  of  education  and  training  which  returning 
medical  officers  believe  will  best  fill  their  individual 
requirements.  Tire  results  of  this  inquiry  are  sum- 
marized in  Table  IV. 

It  is  worthy  of  note  that  the  group  which  is  inter- 
ested in  hospital  internships  and  residencies  is  ap- 
proximately equal  in  size  to  die  group  which  prefers 
didactic  courses.  In  both  categories,  the  number 


numb:  R g OF  TOTAL 


Hospital  Training 

6 months  to  1 year 56  16.2 

1 to  2 years 29  8.3 

Over  2 years 8 2.3 

Duration  unspecified  9 2.6 

Sub  total  102  29.4 

Didactic  Courses 

1 to  3 months 46  '3-2 

3 to  6 months 39  1 1 2 

6 months  to  1 year 10  2.9 

Duration  unspecified  4 ti 

Sub  total  99  28.4 

Kind  of  training  unspecified  4 m 

Undecided  9 2-6 

No  additional  training 134  38.5 

Total  348  I00-° 


signifying  preference  for  training  of  short  duration 
predominates.  This  may  well  be  explained  on  the 
basis  of  financial  pressure  to  return  to  an  earning 
status  as  rapidly  as  possible.  These  data  again  empha- 
size the  fact  that  the  need  to  make  provision  for 
both  types  of  training  is  an  immediate  one.  The 
Committee  has  taken  cognizance  of  this  obligation 
by  conducting  a survey  of  projected  expansion  in 
the  construction  programs  and  in  the  medical  staffs 
of  Connecticut  hospitals  and  will  publish  the  find- 
ings of  this  survey  in  the  near  future.  It  has  taken 
further  concrete  action  in  the  appointment  of  a 
sub  committee  to  devise  a guiding  curriculum  for 
intern  training  in  the  hospitals  of  the  state.  I his 
training  guide  will  be  available  for  use  by  any  hos- 
pital. Finally  the  cooperation  of  Connecticut  medi- 
cal organizations  and  educational  institutions  in  the 
provision  of  didactic  teaching  is  assured. 

The  figures  shown  in  Table  V,  while  they  are  of 
less  significance  than  the  other  data  obtained,  are 
nevertheless  of  interest  in  a specific  connection. 
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Table  V 

Appraisal  of  Clinical  Experience  in  Military  Service 

INTERESTING  GOOD  FAIR  DISAPPOINTING  NO  REPLY  TOTAL 
Number  140  80  4 115  9 348 

There  has  been  a rather  widespread  impression, 
based  apparently  on  scattered  reports  and  casual 
talk,  that  physicians  were  finding  their  clinical  ex- 
perience in  military  service  unprofitable  and  far 
from  adequate.  This  impression  is  not  borne  out  by 
the  replies  of  Connecticut  physicians  to  a direct 
question  on  this  matter.  Only  33  per  cent  of  the 
respondents  stated  that  their  experience  was  disap- 


pointing or  lacking  while  64.1  per  cent  classified  it 
as  interesting,  good  or  fair. 

Many  of  the  men  returning  the  questionnaires 
added  comments  which  were  enlightening  and 
which  will  aid  in  the  development  of  further  plans. 
Among  the  comments  were  several  expressing  con- 
cern over  the  socialization  of  medical  care,  others 
discussing  the  desirability  of  group  practice  and  a 
number  who  wrote  of  their  interest  in  specializa- 
tion. It  is  not  possible,  because  of  limited  space,  to 
reprint  these  comments,  but  it  is  gratifying  to  those 
engaged  in  post  war  planning  that  so  many  physi- 
cians emphasized  their  approval  and  appreciation  of 
the  efforts  of  the  Committee  on  Medical  Care  and 
Health  to  facilitate  the  readjustment  to  civilian  life. 


WELL  BABY  CLINIC:  FIJI  ISLANDS 

Russell  V.  Fuldner,  Major,  MC—AUS 


f | 1he  rainfall  in  Suva  during  the  two  months  of 
A February  and  March,  1944,  was  little  short  of 
New  Haven’s  yearly  average.  The  saying  is  that 
Suva  has  but  two  seasons:  one  rainy,  the  other  wet. 
The  malua,  a mild  and  not  unpleasant  Fijian  ailment, 
is  thought  to  be  induced  by  the  inordinate  rainfall, 
perhaps  abetted  by  the  general  prodigality  of 
Nature’s  gifts  to  these  islands.  The  symptom  diag- 
nostic of  the  malua  is  a profound  aversion  to  the 
expenditure  of  any  personal  energy  whatsoever, 
d his  affliction  has  never  been  accorded  official 
recognition  by  the  Army  Medical  Department,  al- 
though sufferers  are  likely  to  receive  a standard 
Army  treatment,  namely,  duty  as  usual.  A lesser 
stimulus  than  duty,  such  as  the  opportunity  given  us 
recently  by  the  Colonial  Medical  Sendees  to  witness 
a Fijian  infant  welfare  clinic,  ordinarily  fails  to 
house  the  malua  victim  from  his  couch.  Several  of 
us  nevertheless  did  turn  up  at  the  clinic,  perhaps 
demonstrating  that  an  acquired  malady  like  the 
malua  afflicts  the  patient  to  a lesser  degree  than  a 
congenital  anomaly  like  American  curiosity. 

d he  road  to  the  hill  village  of  Naimasimasi,  where 
the  clinic  was  to  be  held,  lay  at  first  along  the  Rewa, 
Fiji’s  largest  river.  Reminiscent  in  places  of  the 
Housatonic  above  Derby,  the  Rewa  flowed  calmly, 
contentedly,  in  true  Fijian  style.  Beyond  the  banks 
were  great  fields  of  sugar  cane,  and  occasionally  a 


punt  drifted  past  us  laden  with  cane  for  the  Nausori 
mill  of  the  Colonial  Sugar  Refining  Company,  Fiji’s 
greatest  industrial  concern.  C.  S.  R.  workers  are 
Indians,  mostly,  originally  imported  into  the  Colony 
under  an  indenture  system.  The  life  they  have  found 
here  has  been  one  of  comparative  abundance,  and 
many  of  them  have  not  accepted  the  privilege  of 
returning  to  their  homeland.  Now  the  Indians  nearly 
equal  the  Fijians  in  numbers,  the  population  of  each 
race  approximating  110,000,  in  round  figures.  The 
annual  rate  of  increase  of  the  Indians  is  always  well 
in  advance  of  that  of  the  Fijians,  sometimes  nearly 
twice  as  great.  This  disparity  has  probably  been 
widened  by  the  war,  since  the  Fijians  have  con- 
tributed several  battalions  of  volunteers  to  the  mili- 
tary service,  the  Indians  next  to  none. 

The  cane  fields  and  the  cheerless  corrugated  iron 
shacks  of  the  Indians  gradually  dropped  behind  as 
our  jeep  began  ascending  toward  Naimasimasi.  The 
bure,  thatched  hut  characteristic  of  Fiji,  now  ap- 
peared more  frequently.  Round  about  the  bures , in 
small  haphazard  patches  beset  by  thicket  and  jungle, 
the  land  was  partly  cleared  for  plantings  of  cassava 
(tapioca),  yams,  and  dalo— taro  in  more  familiar 
spelling,  the  starch  staple  of  the  South  Seas.  The 
abundant  coconut,  banana,  breadfruit  and  pawpaw 
trees  seemingly  derived  more  encouragement  from 
the  hand  of  Nature  than  of  man.  Now  and  again  we 


well  baby  clinic-fuldner 

saw  a graceful  fern  as  large  as  a New  England  apple 
tree.  The  contour  plowing  of  one  or  two  hillsides 
evidenced  the  effort  to  introduce  agricultural  im- 

Iprovements  to  the  Fijians.  Other  manifestations  of 
governmental  education  were  the  latrines  located  in 
strategic  proximity  to  the  dwellings.  It  is  not  likely 
that  Sylvester  M.  Lambert— whose  health  crusade  in 
the  South  Seas  is  engagingly  portrayed  in  “A  Yankee 
Doctor  in  Paradise”— would  take  offense  were  the 
native  privy  described  as  the  chief  memorial  of  his 
work  in  Fiji.  Probably  he  would  ask  for  none  better, 
provided  only  that  every  member  of  the  family 
rendered  it  due  tribute. 

The  progress  achieved  in  public  health  by  hook- 
worm control,  perhaps  Lambert’s  chief  interest,  has 
been  matched  in  the  checking  of  yaws  with  bismuth 
and  arsenic  injections.  Along  with  leprosy  and 
filariasis,  both  of  low  endemicity  now,  these  appear 
to  have  been  the  major  autochthonous  diseases  of 
the  Fiji  Islands.  The  white  man  lowered  the  bridge 
to  the  ills  of  most  concern  in  the  life  and  death  of 
the  Fijian  today.  Tuberculosis,  the  chief  scourge  of 
the  Islands,  most  likely  arrived  with  the  early 
Europeans.  Pneumonia,  which  ranks  with  tubercu- 
losis and  dysentery  in  the  mortality  statistics  of  in- 
fectious disease,  is  the  usual  cause  of  death  in  the 
contagions  introduced  by  the  white  man:  influenza, 
measles,  whooping  cough  and  chickenpox.  The  sus- 
ceptibility of  the  native  to  these  diseases  is  markedly 
greater  than  that  of  the  European  or  Indian,  and  a 
fatal  outcome  more  frequent.  Bacillary  and  amebic 
dysentery,  the  former  of  higher  morbidity  and  mor- 
tality, stem  more  doubtfully  from  European  sources, 
and  the  same  is  true  of  typhoid  fever,  which  still 
gathers  an  annual  toll  of  lives. 

* * # * 

Naimasimasi  lay  in  a clearing  to  one  side  of  the 
road,  a rambling  collection  of  twenty  or  thirty 
bures , some  exhibiting  the  most  modern  improve- 
ment: a roof  of  corrugated  iron.  The  turaga-?ii-koro, 
or  village  headman,  stood  ready  to  greet  us,  flanked 
by  a deputation  of  worthies,  the  latter  mostly 
women  and  old  men;  many  of  the  able  bodied  males 
were  away  in  service.  A brief  tour  of  the  village 
followed  our  welcome.  The  bures  were  grouped 
about  a well  kept  grass  square,  each  hut  providing  in 
its  single  room  everything  necessary  for  sleeping 
and  eating  as  well  as  for  one  of  the  chief  Fijian 
pastimes— just  sitting.  The  public  water  supply  was 
a stream  leading  from  the  slope  on  one  side  of  the 
village;  in  one  place  it  spread  out  over  a broad  face 
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of  rock  into  which  potholes  had  been  scooped  for 
laundry  basins,  in  another  it  narrowed  into  a fossette 
like  an  old  fashioned  bathtub  of  generous  propor- 
tions. This  structure,  obviously  designed  by  Nature 
for  taking  a bath,  could  be  used  with  little  fear  of 
intrusion  on  personal  privacy,  since  the  latter  is 
almost  non  existent  in  a Fijian  village.  At  one  end  of 
the  village  green  stood  a lali,  a drum  fashioned  from 
a hollowed  log.  The  lali  announces  the  more  stirring 
events  of  village  life,  such  as  the  twice  weekly 
church  service. 

During  the  village  inspection  our  entourage  was 
augmented  by  a native  of  aldermanic  aspect  and 
carriage.  A cravat  and  a European  style  shirt  sug- 
gested that  he  was  of  special  status,  as  did  likewise 
his  sulii— the  knee-length  skirt  worn  by  all  males—, 
which  was  of  finer  material  than  ordinary.  Like  all 
the  natives,  however,  he  was  without  hat  or  shoes. 
This  personage  was  Joni,  the  local  medical  practi- 
tioner. Later  he  established  himself  as  a bona  fide 
member  of  the  medical  fraternity  by  confiding  that 
his  income  was  far  too  meager,  considering  the 
amount  of  work  he  was  called  on  to  do. 

Joni  is  one  of  seventy  odd  graduates  of  the  Cen- 
tral Medical  School  in  Suva  who  are  now  serving 
their  fellow  Fijians  in  the  general  capacity  of 
l.m.d.’s.  These  Native  Medical  Practitioners,  as  they 
are  called,  are  qualified  in  medicine,  obstetrics, 
public  health  and  the  less  formidable  aspects  of  sur- 
gery; salaried  and  maintained  by  the  government, 
their  services  are  free  of  charge  to  Fijians.  The  first 
group  of  n.m.p.’s  was  certificated  in  1888.  In  1928, 
under  the  leadership  of  Dr.  Lambert  and  with  a 
substantial  gift  from  the  Rockefeller  Foundation, 
the  facilities  of  the  School  were  greatly  improved 
and  extended;  subsequently  the  course  was  length- 
ened to  a full  four  years.  The  curriculum,  similar  to 
that  of  American  medical  schools  has  the  usual 
division  into  pre-clinical  and  clinical  years,  Suva’s 
200-bed  Colonial  War  Memorial  Flospital  providing 
ample  material  for  clinical  clerkships.  Medical  stu- 
dents are  seemingly  all  akin  in  spite  of  pigmentary 
variations;  at  any  rate  it  was  recently  recommended 
that  the  students’  dormitory  be  removed  away  from 
the  hospital  so  that  the  patients  might  obtain  more 
rest.  The  medical  staff  of  the  hospital  and  the  dis- 
trict health  officers  of  the  Colony  are  British  regular 
physicians,  about  twenty  in  all,  who  provide  a 
framework  of  support  for  the  n.m.p.’s.  Like  the  prac- 
titioners, they  are  all  government  employees.  There 
are  a few  private  doctors  in  Suva,  chiefly  for  the 
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5,000  “Europeans”— a term  which  includes  all  white 
people. 

* * * * 

If  we  thought  to  begin  the  clinic  after  our  brief 
tour  we  reckoned  without  our  hosts,  to  whom  the 
time  hallowed  kava  ceremony  was  of  considerably 
more  consequence  than  any  clinic  yet  devised.  To 
enter  upon  an  undertaking  without  drinking  kava 
would  have  seemed  to  them  at  least  ill  mannered,  if 
not  quite  rash.  We  found  ourselves  seated  on  the 
floor  of  a large  bure , facing  the  turaga-ni-koro  and 
his  entourage.  After  the  intoning  of  a chant  of  wel- 
come by  the  headman,  interrupted  by  occasional 
approbatory  exclamations  from  his  following,  the 
kava  bowl  was  conveyed  into  the  middle  of  the 
room  and  deposited  on  the  floor.  The  bowl  looked 
like  the  plastron  of  a large  turtle  mounted  on  squat 
legs,  the  kava  like  the  drainage  in  a rutted  country 
lane  after  a cloudburst.  We  were  soon  to  find  that 
its  taste  did  not  belie  its  appearance.  Kava  is  derived 
by  aqueous  infusion  from  the  roots  of  the  yaqona 
plant,  Piper  methysticum;  it  is  intoxicating  when 
drunk  in  quantity.  The  serving  maids  demonstrated 
their  respect  for  the  peculiar  hygienic  scruples  of 
the  visitors  by  carefully  wiping  the  drinking  cups 
with  their  fingers.  The  cups,  coconut  shells  halved 
and  polished,  were  filled  and  preferred  to  each  visi- 
tor in  turn,  according  to  rank.  As  each  drank  he 
threw  the  empty  shell  to  the  floor  with  a flip  of  the 
wrist,  amid  general  handclapping  and  exclamations 
of  Vinaka!  V in  aka!  This  is  an  exclamation  of  good 
will  and  approbation,  perhaps  under  the  circum- 
stances equivalent  to  Bravo ! A cheering  section  helps 
one  in  drinking  kava  for  the  first  time.  The  astrin- 
gent, alkaline  taste  is  accompanied  by  a mild  oral 
tingling  or  numbness.  In  spite  of  first  impressions, 
some  Europeans  eventually  become  habituated,  even 
addicted,  to  kava  drinking.  Several  more  rounds 
were  served  to  us,  not  differing  from  the  first  except 
that  whatever  special  mouth  organisms  one  might 
be  harboring  underwent  gradual  distribution  to  the 
whole  assemblage. 

It  should  have  occasioned  no  surprise  when  our 
hosts,  loyal  subjects  of  the  English  Crown,  an- 
nounced tea  as  the  next  event  on  the  program  of  the 
clinic.  To  our  observation  the  British  permit  no 
urgency,  however  pressing,  to  interfere  with  tea 
time.  Tea  was  served  in  the  bure  of  the  village  nurse. 
This  combined  dwelling  and  office  was  impressively 
neat,  its  floor  rendered  agreeable  for  sitting  and  re- 
clining with  numerous  fresh  mats  woven  of  pan- 


danus  leaf.  The  chief  technical  equipment  was  a , 
cabinet  of  medications  in  one  corner.  A group  of 
family  portraits  were  suspended  from  an  overhead 
beam,  in  their  midst  a framed  certificate  attesting  to 
the  recipient’s  graduation  from  a nursing  school 
attached  to  one  of  the  local  hospitals. 

Most  of  these  “certificated  non  European  nurses”  : 
—there  are  about  135  in  service  in  Fiji— are  now 
trained  in  the  Central  Nursing  School,  which  is 
affiliated,  like  the  Medical  School,  with  the  War 
Memorial  Hospital  in  Suva.  The  European  nursing 
tutor  who  carries  chief  responsibility  for  the  teach- 
ing and  welfare  of  the  girls  was  especially  trained 
for  the  work  by  postgraduate  studies  under  the 
Rockefeller  Foundation  in  the  United  States.  The 
students  undergo  a training  similar  to  that  of  Ameri- 
can nursing  schools,  except  that  during  their  first 
six  months  they  are  assigned  only  to  housekeeping 
chores.  They  are  gathered  from  remote  reaches  of  ! 
British  Oceania  as  well  as  from  Fiji,  so  that  their  first 
six  months  may  be  so  filled  with  starry  eyed  wonder 
at  the  ways  of  civilization  as  to  leave  little  room  for 
academic  pursuits.  After  graduation  most  of  the  I 
girls  become  village  nurses,  fulfilling  the  functions 
of  public  health  nurse,  midwife,  surgical  dresser,  i 
sanitary  inspector  and  medical  newspaper  columnist. 
Since  villages  far  outnumber  available  nurses,  a 
system  was  devised  in  1921  for  training  a committee 
of  older  women  in  each  village  to  act  as  advisers  in 
matters  of  hygiene  and  infant  welfare.  The  educa- 
tional value  of  the  nurses  and  committees  is  not  their 
least  advantage.  The  high  mortality  rate  among 
Fijian  infants  stems  in  part  from  the  simplicity  and 
negligence  of  their  mothers;  also  to  be  combatted 
is  the  Fijian’s  lingering  belief  in  magic  and  occult 
methods  of  healing.  The  native  nurses  seem  well 
fitted  for  both  their  educational  and  practical  mis- 
sions, their  chief  drawback  being  the  common  fail- 
ing of  good  nurses  everywhere:  a strong  connubial 
diathesis. 

The  mortality  rate  for  Fijian  infants  in  1942,  an 
illustrative  year,  was  84.4  (deaths  of  children  under 
1 year  per  1,000  live  births),  the  crude  birth  rate 
34*7-  The  Indian  rates  were  43.8  and  42.7,  respective- 
ly. American  physicians  may  not  view  the  Fijian 
infant  mortality  rate  with  favor;  nevertheless,  it 
compares  well  with  rates  for  similar  indigenous 
populations  elsewhere,  as  well  as  with  Fiji’s  own  rate 
of  176.1  less  than  twenty  years  ago.  The  principal 
causes  of  death  are  bronchopneumonia— often  as  a 
sequel  to  pertussis  or  other  infectious  disease-, 
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tuberculosis,  diarrhea  and  nutritional  deficiencies. 
The  only  milk  available  to  the  average  pickaninny 
is  his  mother’s  supply.  No  whit  less  influential  than 
bacteria  and  vitamins  in  the  mortality  are  such  fac- 
tors as  primitive  hygienic  standards,  a gregarious 
pattern  of  life,  and  low  resistance  to  infections  re- 
cently introduced  into  the  race.  For  example,  at  least 
one  out  of  every  five  Fijians  died  in  a great  measles 
epidemic  in  1875.  An  added  check  to  the  increase  of 
the  race  is  the  small  size  of  the  Fijian  family,  which 
in  turn  partly  owes  to  the  Fijian’s  custom  of  marry- 
ing late:  about  the  middle  twenties.  Also  operative 
still,  in  some  of  the  more  remote  communities,  is  the 
ancient  tabu  against  a husband’s  resumption  of  inter- 
course with  his  wife  during  the  post  partum  period. 
In  former  times  this  proscription  might  last  two  or 
three  years,  even  longer.  Inadvertently  or  not,  it  was 
physiologically  sound,  since  the  child  was  breast  fed 
all  the  while.  The  abstention  taxed  neither  the  hus- 
band’s restraint  nor  the  race’s  productivity,  for  a 
man  was  allowed  to  keep  several  wives  for  use  in 
just  such  contingencies. 

* * * * 

After  tea  we  were  ready  for  the  clinic.  Unfortu- 
nately for  the  clinic,  the  villagers  were  not.  Fijians 
allow  no  pretext  for  a celebration  to  slip  by,  and  we 
offered  as  good  pretext  as  any.  The  first  of  the  events 
they  had  scheduled  was  a meke,  a song  or  chant  with 
illustrative  gestures  of  the  arms,  rendered  in  the 
sitting  position  to  the  beating  of  a small  lali.  School 
children  were  the  performers,  garlanded  with  flow- 
ers and  shining  with  coconut  oil.  The  words  of  the 
. meke , for  those  able  to  understand  them,  described 
the  arrival  of  early  missionaries  in  Fiji,  then  more 
widely  known  as  the  Cannibal  Islands.  Since  motions 
i of  ingestion  were  not  employed  in  the  meke,  the 
description  was  probably  poetic  rather  than  literal. 
The  next  event  was  the  customary  presentation  of 
gifts  to  the  visitors.  Bundles  of  huge  dalo  tubers 
were  heaped  on  the  ground,  together  with  baskets 
of  prawns  laboriously  gathered  from  nearby  streams, 
and  numerous  cans  of  New  Zealand  shredded  beef— 
the  last  esteemed  as  a delicacy  by  the  natives.  As  the 
gifts  were  separately  and  ceremoniously  placed  be- 
fore us,  we  each  assumed  an  expression  intended  to 
evince  pleasure  and  exclaimed  V in  aka!  Vinaka! 
Whatever  apprehension  we  may  have  felt  about  the 
disposal  of  our  gifts  was  later  relieved  by  Joni,  who, 
replete  with  fraternal  good  will,  offered  to  take  the 
lot. 

By  this  time,  having  begun  to  share  the  native 
viewpoint  regarding  the  importance  of  clinics  in  the 


general  scheme  of  existence,  we  were  pleased  to 
hear  that  dinner  was  on  the  table.  More  accurately, 
it  was  on  the  floor.  Fresh  banana  leaves  laid  on  the 
floor  of  the  nurse’s  bure  were  heaped  with  yams, 
prawns,  cooked  dalo  greens  and  boiled  fern.  The  last 
was  the  equivalent  of  spinach,  and  no  improvement 
on  it,  but  the  rest  was  a welcome  change  from  G-I 
chow.  One’s  fingers  were  his  knife,  fork  and  spoon. 
As  for  the  micro-organisms,  we  trusted  that  the 
gamut  of  our  Army  inoculations  would  dismay  them 
as  much  as  it  had  us.  When  we  had  eaten  our  fill  and 
a little  more,  the  maids  cleared  the  leavings  and 
swept  the  floor  with  a broom  of  twigs.  Pillows  were 
scattered  about  on  the  mats,  and  our  hosts  quietly 
withdrew,  leaving  us  to  sleep  away  our  meal  in 
peace. 

# * # # 

It  seems  more  than  doubtful  that  the  genial  folk 
of  Naimasimasi,  of  their  own  initiative,  would  ever 
have  got  around  to  holding  the  clinic  at  all.  The 
European  district  nurse  who  accompanied  us  took 
matters  in  hand  by  summoning  mothers  and  children 
to  the  Infant  Welfare  lorry,  an  ingeniously  con- 
trived vehicle  with  the  general  look  of  a moving 
van.  Its  function  was  boldly  proclaimed  by  a large 
red  cross  on  each  side  bearing  the  legend  “Child 
Flygiene”  in  English,  Fijian  and  Flindustani.  The 
lorry  was  divided  inside  into  a dispensing  cubicle 
forward  and  a compact  examining  room  aft.  The 
mothers,  evidently  looking  on  the  clinic  as  another 
event  in  the  day’s  gala  program,  were  in  holiday 
best,  and  their  offspring  shone  with  cleanliness,  or 
perhaps  with  coconut  oil.  The  children  were  di- 
vested of  their  clothing  for  a quick  once  over  by  the 
district  nurse.  Like  youngsters  elsewhere,  some  ac- 
cepted public  exposure  with  stoical  detachment, 
others  gave  vent  to  their  outraged  modesty  in  loud 
howls.  At  one  or  another  of  these  clinics  each  child 
receives  immunization  against  smallpox,  diphtheria 
and  pertussis.  The  last  is  especially  important,  since 
whooping  cough  causes  many  infant  deaths.  The 
nurse  maintained  a running  commentary  on  sundry 
matters  of  health  while  she  looked  into  eyes,  ears, 
nose  and  throat.  The  mothers  appeared  especially 
pleased  if  they  were  given  some  sort  of  medica- 
tion, perhaps  viewing  it  more  as  a talisman  than  a 
healing  agent.  Care  must  be  used  in  dispensing;  in  an 
idle  moment  Mother  may  compound  several  medica- 
ments and  try  them  out  on  the  baby,  just  to  see  what 
happens. 

* * * * 

“With  the  Fijian  you  have  obviously  little  or 
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nothing  in  common.  He  is  of  the  stone  age;  you  are 
of  the  era  of  increasing  speed  and  high  explosives. 
Pitch-forked  into  your  time,  he  can  be  no  more  than 
an  astounded  spectator,  squinting  and  doubting,  see- 
ing and  not  understanding.” 

These  words  of  a Fijian  chief,  spoken  a few  years 
ago,  seemed  to  sound  with  the  turning  wheels  as  our 
jeep  hurried  us  back  to  the  hospital.  Between  the 
Fijian  village  of  Naimasimasi  and  our  American  hos- 
pital lay  several  millenia  of  technical  and  social 
development.  A foundling  on  the  world’s  doorstep, 
will  the  Fijian  ever  find  security  within?  Weighing 
against  him  is  his  happy-go-lucky  outlook,  the  in- 
cubus of  introduced  disease,  the  travail  of  fitting  to 
an  economy  completely  alien  in  form  and  spirit.  But 


in  their  favor  the  Fijians  have  many  sound  qualities, 
excellent  native  intelligence,  and  the  advantage  of 
modem  methods  in  health  and  education.  They  re- 
tain title,  nominally  at  least,  to  the  greater  part  of 
the  land.  Some  of  their  administrators,  native  and 
European,  are  resolved  that  the  Fijians  are  to  increase 
and  prosper.  We  who  have  known  these  gracious, 
amiable  people  give  them  godspeed  in  their  uphill 
journey;  and  to  everyone  lending  them  a helping 
hand  we  can  exclaim  with  utmost  feeling:  Vinaka! 
Vinaki! 

NOTE 

All  references  to  vital  statistics  are  based  on  the  Annual 
Medical  and  Health  Reports,  Council  Papers  of  Fiji.  The 
name  Joni  is  fictitious. 


LETTERS  FROM  MEMBERS  IN  THE  ARMED  FORCES 


39TH  General  Hospital  Barrack  i i’s  “Dream  Team”— Volley  Ball  Champions  of  1913 

Left  to  right:  Perham,  Claiborn,  Helzboner,  Merriman,  Yancy,  Bumstead, 
Robbins,  Newberg,  D’Amico,  Wingey 


LETTERS  FROM  ARMED  FORCES 

From  Lt.  Comdr.  Walter  J.  Keefe,  USNR, 
Hartford 

U.  S.  Submarine  Base,  New  London,  Conn., 

September  23,  1944 

This  is  a grateful  acknowledgement  of  your  letter 
of  August  15,  1944.  Your  proposed  service  journal 
should  have  a unique  appeal  under  present  circum- 
stances. Many  of  our  Hartford  medicos  have  spent 
some  time  here  varying  from  a few  days  to  many 
months  (seldom  longer  than  six).  I have  had  expe- 
riences of  a purely  local  nature  in  that  my  Naval 
service  has  taken  me  to  3 near  home  stations— the 
first  at  St.  Albans  Naval  Hospital,  N.  Y.  for  3 
months,  then  at  the  U.  S.  Naval  Torpedo  Testing 
Range,  Montauk,  L.  I.,  for  3 months  and  now  my 
3rd  station  here  at  the  Sub  Base. 

As  you  may  surmise  this  is  a very  busy  place  and 
routine  medical  work  including  accidents  keeps  us 

(quite  busy.  We  all  see  the  later  treatment,  complica- 
tions and  final  outcome,  including  disposition  of  a 
multitude  of  cases. 

What  strikes  one  is  the  abundance  of  cases,  par- 
ticularly the  tropical  fevers  and  fungi  infections,  to 
which  so  little  space  has  been  devoted  in  our  excel- 
lent text  books  of  student  years.  The  literature  is 
certain  to  be  filled  with  them  henceforth.  What  with 
Combat  Fatigue— Battle  Deafness  and  other  New 
Diagnoses  our  nomenclature  is  certain  to  come  in 
for  a revision  or  addenda.  , 

For  hair  raising  stories,  gallant  exploits  and  har- 
rowing experiences,  like  yourself  I must  be  attentive 
and  lend  a willing  ear— for  it  has  just  not  been  my 
lot  to  date. 

With  every  good  wish  to  you,  I am  yours  truly, 

Walter  J.  Keefe 

From  Lt.  Comdr.  Andrew  Taylor,  USNR, 

Hartford 

New  Guinea, 

September  17,  1944 

The  request  for  a letter  from  me  for  the  Army- 
Navy  number  of  the  Journal  has  just  arrived.  I 
hesitated  to  write  last  year,  because  we  were  still 
building  at  that  time  and  were  not  receiving  any 
patients— hence  very  little  experience. 

I expected  some  of  you  to  question  my  phrase- 
ology “we  were  still  building,”  but  as  a matter  of 
fact  we  were  doing  just  that.  I,  along  with  my  col- 
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leagues  here,  put  in  nine  hours  a day,  seven  days  a 
week  swinging  hammers,  saws,  carrying  lumber, 
laying  out  floor  sills,  building  partitions  and  all  that 
goes  with  “setting  up.”  It  was  indeed  a pleasure  to 
fall  into  bed  as  soon  as  evening  chow  was  over. 

We  accepted  our  first  patient  on  October  15,  last, 
and  were  officially  opened  six  days  later.  Since  then 
the  building  has  continued  but  the  staff  has  been  too 
busy  with  ward  duties  to  indulge  in  that  phase  of  the 
life  out  here. 

Ours  is  a general  hospital  and  is  a center  for  a 
greater  part  of  the  area— all  of  the  mainland  and 
most  of  New  Guinea.  We  get  our  patients  by  plane 
ship  and  train.  Censorship  forbids  my  telling  you 
the  size  of  the  place  but  that  can  keep  till  later. 

As  far  as  experience  is  concerned,  I have  been 
most  fortunate.  I am  on  the  surgical  service— have  a 
ward  to  myself  (capacity  36  beds)  which  is  devoted 
entirely  to  ano-rectal  cases— and  am  getting  my 
share  of  general  surgery  in  addition.  My  ward  is 
always  full— the  most  active,  perhaps,  on  the  area— 
and  has  been  very  interesting. 

Perhaps  my  most  time  consuming  duty  has  been 
my  work  on  the  board  of  survey.  That  has  been  a 
day  and  night  job  but  has  afforded  me  the  oppor- 
tunity of  seeing  many,  many  patients  and  has  been  a 
grand  review  course  in  both  medicine  and  surgery. 

I saw  “Red”  Wilson  six  weeks  ago— he  dropped  in 
for  a couple  of  hours.  After  chow  we  went  to  a ball 
game  for  a little  while.  He  is  the  only  one  I have 
bumped  into  from  Hartford. 

We  have  a swell  staff  here— both  professionally 
and  personally.  Recently  it  has  been  broken  up  con- 
siderably by  transfer  and  replacement,  so  that  few 
of  the  original  outfit  are  still  here. 

I enjoy  the  Journal  each  month— usually  a bit 
late,  but  always  welcome.  When  I finish,  it  goes 
into  our  library. 

My  regards  to  all— and  here’s  hoping  I see  you 
soon. 

Andrew  Taylor 

From  Lt.  Col.  W.  C.  Townsend,  AUS, 
Hartford 

4 July  1944 

This  would  appear  to  be  a yearly  communication 
as  it  was  just  about  this  time  a year  ago  that  I wrote 
to  you  from  North  Africa.  However,  time  goes 
quickly,  and  the  war  has  progressed,  and  we  too, 
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have  moved  on— to  an  Italian  base.  We  were  very 
busy  during  the  summer  and  fall  but  as  the  winter 
wore  on  our  medical  patients  became  fewer,  one 
reason  being  the  low  incidence  of  respiratory 
diseases.  We  now  have  an  entirely  new  set  up  and 
have  had  some  interesting  medical  cases  and  I expect 
a busier  service. 

About  a month  ago  Major  Z—  of  Bridgeport  and 
1 were  discussing  the  peculiar  and  deplorable  ab- 
sence of  a state  medical  school.  We  came  to  the 
natural  conclusion  that  the  U.  of  Conn,  at  Storrs 
should  give  the  didactic  courses  and  the  excellent 
and  unsurpassable  clinical  facilities  of  Hartford 
should  be  used  for  undergraduate  and  postgraduate 
training. 

42,  jt. 

TV  W W W 

I was  agreeably  surprised  within  a week  to  receive 
a clipping  from  home  in  which  Governor  Baldwin 
proposed  to  initiate  this  project.  According  to  the 
soldier’s  bill  of  rights  the  government  will  finance 
one  year  and  almost  certainly  the  other  three  years 
to  those  who  have  made  the  grade.  At  this  hospital 
and  in  the  hundreds  of  others  there  are  numerous 
bright  young  fellows  who  will  want  to  continue  the 
good  work  they  have  been  doing  and  make  medicine 
their  profession.  There  will  be  no  dearth  of  appli- 
cants and  the  war  will  be  over  soon.  Now  is  the  time 
to  get  in  the  ground  work,  particularly  from  the 
Hartford  standpoint. 

With  best  wishes,  and  remember  me  to  all  my 
friends. 

8 September  1944 

It’s  a pleasure  to  hear  of  our  friends’  activities  both 
abroad  and  at  home,  so  I am  sure  your  second  Army 
and  Navy  number  will  be  a great  success. 

Our  hospital  has  continued  to  work  uninterrupt- 
edly except  for  a brief  interlude  when  we  moved 
from  North  Africa  to  Italy.  It  was  a welcome 
change,  as  we  now  have  many  of  the  comforts  of 
home. 

Here  we  have  had  some  new  experiences. 
Although  the  bulk  of  the  work  has  been  surgical, 
we  have  had  some  interesting  medical  cases,  par- 
ticularly in  tropical  medicine.  Major  Buck  recently 
wrote  me  and  his  description  of  the  surgical  rush 
was  similar  to  many  of  our  periods.  I noticed  that 
he,  as  well  as  I,  was  one  of  the  very  few  that  kept 
away  from  the  operating  table.  Perhaps  our  Hart- 
ford Hospital  training  was  responsible. 


To  illustrate  our  tropical  medicine  experience,  I 
might  mention  one  case,  and  he  is  improving,  who 
has  a combination  of  bacillary  dysentery,  filariasis, 
schistosomiasis  and  amebiasis  and  has  a complete 
right  hydrothorax.  We  also  have  a case  of  visceral 
leishmaniasis,  which  is  always  intriguing. 

With  the  war  advancing  so  rapidly,  many  of  us  j 
will  be  seeing  each  other  again;  nearer  to  home  or  : 
perhaps  farther  from  home.  I know  you  are  pre- 
paring for  the  many  problems  of  adjustment  that 
will  have  to  be  made.  I hope  there  will  be  ample 
oportunity  in  the  state  for  the  many  service  men  to 
enter  college  for  premedical  work  and  to  go  to  j 
medical  school.  For  two  years  I have  been  instruct- 
ing  men  in  medical  subjects  and  they  have  been  in 
intimate  contact  with  medical  work,  and  I think 
some  of  them  will  continue. 

Wilmot  C.  Townsend 


From  Major  B.  J.  Buck,  AUS,  Hartford 

1 July  1944 

We  have  reached  a point  of  activity— opened  4 
days  after  landing  with  a rush  of  patients  such  as  I 
have  never  dreamed  of.  Major  surgery  to  minor 
wounds  and  some  “battle  fatigue”  and  blast  injuries. 
I find  the  latter  two  are  very  real  syndromes.  An 
experience  like  that  makes  one  thankful  for  plasma. 
I have  never  had  such  an  appreciative  group  of 
patients  or  seen  so  little  impatience  and  complain- 
ing-even on  those  nearly  dead. 

B.J.B. 


From  1st  Lt.  R.  Keeney,  AUS,  Hartford 

A.A.F.  Regional  Station  Hospital 
Robins  Field,  Georgia 
June  1944 

I entered  the  service  September  24,  1943.  I am 
now  stationed  at  Robins  Field,  Georgia,  the  head- 
quarters of  the  4th  Air  Service  Command.  I am 
working  in  the  medical  outpatient  of  the  station 
hospital.  We  are  very  busy  here  and  the  personnel 
at  the  hospital  includes  Captain  William  Troy  of 
Stamford,  Conn.  We  are  all  happy  to  be  doing  our 
part  in  the  war  effort. 


Please  give  my  regards  to  the  members  of  the 
County  Society. 

R.  Keeney 
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From  Surgeon  Charles  C.  Montano  (Lt. 
Comdr.),  USPHS(R),  Hartford 

Miami,  Florida 
31  July,  1944 

It  is  indeed  gratifying  to  receive  the  monthly 
copies  of  the  Journal.  I have  now  been  away  from 
Hartford  for  a little  over  one  year,  and  the  Journal 
certainly  makes  it  possible  for  me  to  retain  some  of 
the  ties  with  the  Connecticut  State  Medical  Society 
as  well  as  learning  certain  of  the  things  that  many 
of  my  colleagues  are  doing  in  the  service. 

I thought  it  would  be  fitting  at  this  time  to  give  a 
brief  summary  of  some  of  the  interesting  things  that 
I have  seen  and  done  during  the  past  year,  first  of 
all,  may  I inform  you  that  I am  detailed  to  the  U.  S. 
Coast  Guard  which  part  of  the  service  receives  its 
medical  care  by  way  of  the  United  States  Public 
Health  Service. 

I entered  the  United  States  Public  Health  Service 
as  a Passed  Assistant  Surgeon  (Lieut.  Senior  Grade), 
and  only  recently  have  I been  given  the  rank  of 
Surgeon  of  the  Public  Health  Service  (Lieut.  Com- 
mander). My  first  detail  was  very  interesting  in  that 
it  gave  me  an  opportunity  to  make  a medical  survey 
of  the  entire  east  coast  of  the  state  of  Florida.  Some 
of  the  parts  of  Florida  are  a bit  “wild  and  woolly.’ 
The  reason  for  this  survey  was  to  make  sure  that 
adequate  medical  care  was  being  given  to  the  men  of 
the  Coast  Guard  who  were  carrying  out  a very  vital 
duty,  mainly  the  complete  patroling  of  the  entire 
east  coast  of  Florida.  A great  deal  of  credit  must  be 
given  to  these  Coast  Guard  lads  who  lived  under 
unusual  trying  circumstances  in  order  to  guard  part 
of  the  coast  of  this  country  against  the  invader.  As 
you  can  appreciate,  there  were  many  problems  of 
water  supply  and  sanitation  which  had  to  be  solved 
and  this  was  very  interesting  work. 

Following  a month  of  this  type  of  duty,  I was 
detailed  to  the  Coast  Guard  Hospital  in  Miami  where 
I have  remained  since.  At  the  present  time  this  hos- 
pital carries  patients,  some  of  whom  are  men  who 
have  seen  action  in  various  parts  of  the  globe.  1 he 
hospital  is  well  equipped  with  a complete  air  condi- 
tioned operating  room,  complete  x-ray  equipment, 
and  I must  say  that  the  Government  spares  nothing 
to  treat  the  men  who  are  really  fighting  this  war 
for  us. 

I am  in  charge  of  the  hospital  as  its  executive 
officer  and  in  charge  of  the  Surgical  Department  as 
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well.  This  also  has  been  a good  opportunity  in  that 
it  has  made  it  possible  for  me  to  do  a considerable 
amount  of  major  surgery  and  to  do  those  things 
which  will  be  of  help  in  the  years  to  come. 

I thought  you  might  be  interested  also  in  knowing 
what  the  Government  does  for  the  dependents  of 
“G.  I.  Jo.”  All  dependents  of  these  men  have  ample 
opportunity  to  receive  all  types  of  medical-surgical 
treatment.  These  dependents,  including  wives,  chil- 
dren, mothers,  and  fathers  can  regularly  come  to 
our  hospital  by  appointment  at  no  expense  on  their 
part.  Many  of  these  dependents  who  require  hos- 
pitalization are  cared  for  at  Miami’s  largest  city  hos- 
pital, where  the  United  States  Public  Health  Service 
maintains  a contract  allowing  the  medical  officers 
to  be  part  of  the  working  staff  of  this  hospital.  At 
present  I am  in  charge  of  all  surgical  work  that  is 
done  on  these  dependents  and  I have  been  quite  busy 
in  this  department. 

Since  my  stay  here  in  Miami  I have  been  fortu- 
nate to  have  my  family  with  me,  and  this  has  some- 
what eased  the  nostalgia  which  otherwise  would 
have  been  present.  On  many  occasions  I have  seen 
several  of  the  boys  that  I was  associated  with  in  my 
practice  at  Hartford.  Officers  who  have  been  both 
part  of  the  Army,  Navy,  and  Public  Health  Service. 

May  I thank  you  in  closing  for  my  copies  of  the 
Journal  which  I have  enjoyed  so  much. 

Very  truly  yours, 

, Charles  C.  Montano 

From  Major  John  H.  Wentworth, 
AUS,  New  Haven 

Surgeon’s  Division, 

AAF  Redistribution  Sta.  3, 
Santa  Monica,  California. 

7 August  1944 

The  Journal  has  been  coming  to  me  regularly, 
and  has  been  highly  appreciated  both  for  its  pro- 
fessional value  in  keeping  up  with  civilian  trends  of 
thinking  and  also  for  interesting  news  of  old  friends 
and  associates.  Four  years  in  the  Service  has  been  a 
long  time,  and  contacts  with  the  home  town  and 
state  have  been  meager  and  far  between. 

For  the  purpose  of  correcting  mailing  and  other 
records  and  for  possible  interest  to  some  like  me 
who  comb  the  Journal  for  bits  of  personal  informa- 
tion concerning  those  they  knew  “back  when  may 
I present  a little  personal  history  prior  to  my  assign- 
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ment  to  this  station.  Apparently  the  Public  Relations 
Officer  took  care  of  the  previous  events  at  the  time 
of  promotion  to  Major  on  12  February  1943,  at 
which  time  I was  functioning  as  Chief  of  the  X-ray 
Service  at  the  Station  Hospital  at  Foster  Field, 
Texas,  an  assignment  held  since  December  of  1941, 
so  I shall  only  mention  them.  First  assignment  came 
as  orders  to  active  duty,  after  finishing  interneship 
at  Lawrence  and  Memorial  in  the  summer  of  1940, 
to  the  station  hospital  at  Fort  Devens.  Six  months 
later  orders  were  received  for  transfer  to  Spring- 
field,  Massachusetts,  as  Medical  Induction  Officer. 
As  a result  of  completing  the  Course  in  Aviation 
Medicine  by  extension,  transfer  was  granted  to  the 
Air  Corps  in  October  of  1941  with  assignment  to 
the  newly  opened  station  hospital  at  the  newT  air 
field  at  Victoria,  Texas,  now  Foster  Field,  where 
the  job  of  assistant  Flight  Surgeon  was  filled  until 
December  28  of  that  year,  when  upon  being  relieved 
I was  assigned  at  my  request  to  x-ray.  In  April  and 
Aday  of  1942  good  fortune  and  a generous  C.  O.  pro- 
vided the  opportunity  to  enjoy  a month’s  concen- 
trated cram  course  in  roentgenology  at  the  Army 
Adedical  School  in  Washington  under  Major  De 
Lorimier  (now  Colonel  in  charge  of  the  branch  at 
Ademphis). 

Assignment  the  last  of  November,  1943,  to  the 
original  cadre  of  this  then  embryonic  station  was 
a complete  surprise  at  Foster.  Garbed  in  coveralls 
and  smeared  with  dirt,  officers  and  enlisted  men  alike 
worked  like  Trojans  to  accomplish  the  birth  and 
relative  maturity  to  full  operation  by  December  15 
of  AAF  Redistribution  Station  No.  3 from  the  three 
beach  club  hotels,  one  abandoned  for  10  years,  here 
on  the  Santa  Adonica  waterfront.  The  task  was 
herculean  for  our  small  but  eager  group,  but  the 
results  met  with  consistent  praise  from  the  frequent 
“pentagon  parades,”  as  we  call  our  visitations  from 
the  military  upper  crust.  We  felt  like  real  pioneers 
with  this  new  baby  of  the  Army  Air  Forces,  and 
swelled  with  pride  when  the  ground  forces  saw  the 
wisdom  of  our  mission  and  decided  to  copy  our 
system.  The  wonderful  human  salvage  mission  of 
the  Personnel  Distribution  Command  and  the  asso- 
ciated Rehabilitation  Centers  assumes  greater  and 
more  fundamental  significance  for  the  future  of  this 
land  of  ours  the  older  it  gets. 

Since  our  mission  has  been  dealt  with  at  length  in 
not  only  professional  but  popular  lay  literature, 
suffice  it  to  say  that  the  function  of  the  Surgeon’s 
Division  here  is  to  thoroughly  examine  and  classify 


physically  and  psychiatrically  according  to  the  new 
“Physical  Profile  Serial”  every  returnee  passing 
through  our  hands.  My  assignment  to  this  station 
was  as  “Radiologist— M.O.S.  3306”  placed  me  in 
charge  of  the  X-ray  Department  again,  including 
installation.  As  our  men  have  been  rapidly  replaced 
by  Air  WACs,  again  training  of  technicians  has 
provided  additional  interesting  work,  with  a par- 
ticularly apt  class  of  WACs  now  being  conducted.  ,! 

1 he  beach  front  hotels  provide  a very  pleasant 
and  healthful  environment  for  the  returnees  during 
their  approximately  two  week  stay  here,  and  for  us  ‘ 
of  the  permanent  partv  in  our  work  and  recreation.  j 
Our  officer’s  volley  ball  league  is  now  in  their  third 
spirited  tournament,  and  all  of  us  sport  very  good 
sun  tans,  in  spite  of  the  more  or  less  persistent  fog 
and  ‘high  fog”  peculiar  to  this  part  of  the  coast, 
which  has  led  us  to  almost  lose  faith  in  the  sunnv 
part  of  the  name  “Sunny  California.”  In  good 
natured  sarcasm  someone  has  suggested  for  us  en- 
joying our  assignment  to  this  station  a decoration 
for  the  “Battle  of  Santa  Monica”  in  the  form  of  a 
ribbon  consisting  of  a bit  of  sandpaper! 

The  Journal  has  been  faithfully  readdressed  from 
Foster  Field  during  the  past  eight  months,  owing  to 
my  procrastination  in  letting  you  know  of  "the 
change.  Thank  you! 

Sincerely  yours, 

John  H.  Wentworth,  Major,  A1C— USA 

From  Sam  Climo,  New  Haven 

24  June  1944 

By  now  you  are  as  fully  acquainted  with  the 
progress  of  the  invasion  of  western  France  as  any- 
one. According  to  the  radio  and  the  concise  bulle- 
tins  to  us  afloat  all  plans  are  being  realized  and  the 
material  gains  are  quite  satisfactory. 

As  you  are  aware,  I am  restricted  from  disclosing 
the  movements  and  locations  of  the  U.S.S.  Barnett 
APA  5.  Although  / may  not  speak  freely  it  is 
apparent  that  the  American  press  has  had  some 
things  to  say  about  it. 

This  is  the  greatest  experience  in  my  rather  mild 
life  s stream  of  events  and  I wouldn’t  have  ex- 
changed my  position  for  any  other  that  I’m  ac- 
quainted with. 

My  ship  has  an  enviable  reputation  for  being  a 
happy  ship.  The  complement  of  the  officers  has 
quite  a fine  record  of  achievement  and  I,  a new- 
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comer,  find  it  most  intriguing  to  listen  to  and  ob- 
serve everything  taking  place  about  me.  It  has  been 
quite  an  interesting  study  to  imaginatively  take  the 
ship  apart  and  put  it  together  again.  Quite  a salty 
tale  I’ll  have  to  relate  to  my  grandchildren. 

Life  aboard  ship  is  most  remarkable.  There  are  no 
myriads  of  urgent,  pressing  details  to  keep  me  on 
the  hop.  The  contrast  to  my  former  life  is  quite 
startling.  There  are  the  same  number  of  hours  per 
diem  in  mid-ocean  or  near  shore  as  on  land  but, 
peculiarly  to  me,  they  fly  past  on  happy  wings.  It 
may  be  that  I looked  keenly  forward  to  this  life  on 
the  sea  and  had  heard  so  much  about  it. 

Afloat  one  becomes  involved  in  many  kinds  of 
exercises  and  drills,  each  individual  assuming  his 
duties  with  interest  and  complete  capability.  No 
single  person  knows  the  complete  story  behind  any- 
thing but  just  get  mixed  into  the  company  of  several 
extroverted  and  talkative  officers  and  the  facts  seem 
to  shape  up  to  make  a composite  picture  of  more  or 
less  complete  truth.  At  all  times  there  is  plenty  of 
“scuttlebutt”  (gossip  and  idle  rumor),  of  good  or 
bad  portent  depending  upon  who  started  it  cir- 
culating. Our  latest  and  choicest  scuttlebutt  is  that 
we’ll  be  in  the  States  soon.  Let’s  hope  the  war  will 
end  soon  and  let  some  joys,  permanent  joys,  per- 
meate the  body  of  this  sick,  ailing  world. 

Respectfully, 

/s/  Sam  Climo 

From  Captain  Alexander  J.  Mozzer,  AUS, 
Middletown 

Somewhere  in  New  Guinea, 
September  16,  1944 

I have  your  letter  of  August  15,  1944  concerning 
the  Army  and  Navy  number.  Since  notifying  you 
of  my  address  I have  received  the  Journal  every 

month. 

As  for  my  experiences  I can’t  say  I have  been  satis- 
fied with  what  I have  had  and  there  are  many  others 
like  myself.  I have  never  been  to  any  Service  Medi- 
cal School,  not  even  Carlisle,  and  most  of  my  28 
months  overseas  has  been  spent  in  isolated  places. 
Many  medical  officers,  like  myself,  have  taken  sick 
call  for  small  Service  Groups  in  isolated  parts  of  the 
Southwest  Pacific.  The  work  usually  takes  about  an 
hour’s  time  and  consists  of  treating  epidermyphy- 
tosis,  “the  common  cold”  and  minor  ailments.  Occa- 
sionally an  accident  occurs  or  someone  develops  a 
disease  and  then  the  patient  is  hospitalized  and  not 


treated  by  the  medical  officer  making  the  diagnosis. 
In  addition  to  this  rather  dull  experience,  I have  had 
some  experience  as  a Surgical  Ward  Officer,  Medi- 
cal Ward  Officer,  Acting  Flight  Surgeon,  Air 
Evacuation  Officer,  and  Psychiatric  Ward  Officer. 
Usually  duty  in  hospitals  is  much  more  interesting 
and  in  certain  locations  educational;  however,  as 
everywhere  in  the  Army,  a great  deal  of  record  and 
administrative  work  has  to  be  done.  Lately  all 
psychiatric  services  have  been  busy.  The  hospital  1 
am  in  now  does  not  get  many  “anxiety  states”  or 
“exhaustion”  cases  but  mainly  hysterics  and  malad- 
justed individuals.  The  hysterics  are  the  most  diffi- 
cult to  treat.  The  majority  have  a history  of  some 
minor  injury  and  have  been  through  the  orthopedic 
services  of  other  hospitals.  The  most  frequent  com- 
plaints of  all  seem  to  be  “indigestion,”  “backache” 
and  “headaches”  unrelieved  by  any  medical  or  sur- 
gical treatment,  and  they  usually  end  up  with  the 
psychiatrist.  Some  men  we  get  are  merely  malad- 
justed and  just  “fed  up”  with  army  life.  They  are 
considered  an  administrative  rather  than  a medical 
problem  but  are  continually  hospitalized  and  must 
be  sorted  out  from  the  true  neurotics. 

A.  J.  Adozzer 

From  Commander  ].  A.  Beauchemin, 
USNR,  Middletown 

Naval  Air  Station, 

San  Diego,  California 

Your  letter  dated  August  15,  reached  me  a few 
days  after  my  return  from  the  South  and  Southwest 
Pacific  areas.  On  completion  of  this  foreign  service 
I was  assigned  to  “shore  duty”  at  the  Naval  Air 
Station  Hospital  in  San  Diego,  California. 

From  February  1943,  for  a period  of  fourteen 
months,  the  laboratory  of  a Base  Hospital,  in  a large 
South  Pacific  Naval  Base  was  in  my  charge.  It  was 
my  pleasure  to  plan  its  construction  and  equipment. 
The  bulidings  comprised  five  Quonset  huts.  There 
were  complete  laboratory  facilities  divided  into 
departments  for  hematology,  serology,  bacteriology, 
parasitology,  clinical  and  blood  chemistry,  surgical 
pathology  and  a morgue,  as  well  as  complete  blood 
bank  equipment  for  whole  blood  preparation  and 
storage.  In  addition  to  serving  the  Base  Hospital, 
this  laboratory  was  the  designated  unit  to  furnish 
laboratory  work  for  the  fleet  in  the  area. 

Field  and  laboratory  diagnosis,  in  tropical  di- 
seases, for  the  British-Free  French  outpost  hospitals 
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were  also  carried  out  through  the  courtesy  of  the 
Naval  Area  Force  Surgeon. 

Among  the  natives  in  surrounding  islands,  out- 
breaks of  cerebrospinal  meningitis,  influenza  pneu- 
monia, bacillary  and  amoebic  dysentery  were  in- 
vestigated, as  additional  duties  assigned  to  me,  and 
recommendations  for  their  correction  were  carried 
out  after  laboratory  studies  were  completed  in  the 
villages  involved. 

It  was  also  my  privilege  to  arrange  for  and  guide 
a naval  photographic  commission  on  a tour  of  tropi- 
cal islands.  Many  and  varied  lesions  of  yaws,  ele- 
phantiasis, so  called  tropical  ulcers,  fungoid  and 
parasitic  skin  diseases,  beri-beri,  rickets  and  advanced 
malnutrition  in  the  Melanesian  populations  were 
filmed  in  technicolor  and  for  medical  educational 
purposes. 

Numerous  necropsies,  never  before  performed  in 
these  islands,  were,  for  me,  a great  source  of  knowl- 
edge about  tropical  diseases  encountered  in  that  part 
of  the  world.  They  also  supplied  fine  material  for 
our  weekly  pathological  conference  in  the  hospital. 

During  the  last  five  months  prior  to  my  return  to 
our  country,  a new  assignment  was  given  me.  It  was 
my  duty  to  plan  and  make  recommendations  for  the 
establishment  of  medical  and  sanitation  facilities  at 
advanced  naval  bases.  This  provided  the  opportu- 
nity of  examining  islands  extending  into  the  forward 
areas  of  the  Southwest  Pacific.  The  natives  were 
examined  as  possible  foci  of  tropical  diseases,  to 
include  scrub  typhus  and  leprosy,  erroneously  re- 
ported in  some  island  groups. 

I he  experience  and  knowledge  which  it  was  my 
privilege  to  gain  during  this  foreign  service,  will,  no 
doubt,  be  of  some  value  to  me  if  post  war  recur- 
rences and  sequelae  from  tropical  diseases  arise  at 
home  in  our  repatriated  service  men. 

It  has  always  been  a real  pleasure,  somewhat  like 
a letter  from  friends  at  home,  to  read  our  Connecti- 
cut State  A4edical  Journal  far  away  in  those 
Pacific  islands. 

I am  looking  forward  to  the  time  when  I can  en- 
joy a cool,  crisp,  beautiful  fall  in  Connecticut. 

J.  A.  Beauchemin 

i 

From  Captain  E.  Dorian,  AUS,  New  Britain 

China,  Burma,  India, 

8 September  1944 

Received  your  letter  inviting  me  to  contribute 
something  of  my  experience  abroad  and  am  glad  to 
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comply.  Our  hospital  is  located  somewhere  in  India 
where  life  is  much  like  an  army  camp  in  the  States. 
Correction,  the  above  statement  is  only  true  after 
you  become  accustomed  to  the  India  heat  and 
humidity. 

To  start  from  the  beginning,  our  doctors  and 
nurses  were  assembled  at  Camp  Adair,  Oregon,  and 
attached  to  the  Station  Hospital  there  for  training. 
Our  parent  hospital  there  was  commanded  by  Col. 
Charles  W.  Comfort  of  New  Haven,  Connecticut; 
another  Connecticut  medico  that  I met  months  later 
here  in  India  is  Capt.  Robert  Jordan  who  is  com- 
manding a nearby  hospital  right  now. 

In  late  February  1944  we  were  placed  in  “readi-i 
ness”  and  quickly  sent  to  a Port  of  Embarkation  and 
embarked  early  in  March.  The  boat  ride  may  be 
dismissed  by  recalling  that  the  trip  was  restful  across 
the  blue  Pacific  and  there  was  very  little  work  to 
do.  4 he  total  blackout  nights  at  sea  were  only  a j 
slight  inconvenience.  In  true  tourist  style,  I bought 
and  read  some  books  on  India  and  China  as  rumor 
had  it  that  we  were  going  there. 

There  was  one  stopover  in  western  Australia  and 
we  had  an  opportunity  to  go  ashore  and  spend  the 
day  sightseeing.  The  capital  city,  Perth,  was  avail-  j 
able  to  us  with  its  Swan  River,  noted  as  the  home  of  1 
the  Black  Swan.  There  followed  another  long  boat 
ride  across  the  equally  blue  Indian  Ocean,  bringing 
us  to  our  port  in  India.  4 he  swarms  of  Indian  coolies  j 
unloading  and  loading  freight  on  the  docks  was  a 
study  in  the  might  of  cheap  labor.  In  a few  days 
travelling  across  country  on  troop  trains  we  arrived 
at  our  camp.  Our  hospital  buildings  were  straw 
roofed,  bamboo  and  cement  buildings.  Probably  to 
impress  us  with  the  magnitude  of  the  supply  prob- 
lem in  war,  we  were  on  the  scene  but  found  none 
of  our  supplies,  not  to  mention  no  electricity,  run- 
ning water,  ice,  or  laundry  service.  Needless  to  say 
the  whole  crew  including  nurses  ate  outdoors  from 
mess  kits  and  dunked  them  into  the  hot  water  barrels 
until  their  kits  were  clean. 

Our  supplies  were  procured  and  many  pieces  of 
equipment  had  to  be  made  or  improved,  causing  the 
hospital  to  shape  up  nicely.  During  our  six  months 
or  so  here  we  have  moved  once  and  are  now  in  the 
process  of  expanding  into  the  372nd  Station  Hos- 
pital. We  felt  the  heat  and  practically  finished  the 
monsoon  season. 

On  the  professional  side,  many  of  the  tropical 
diseases  such  as  filariasis,  kala  azar,  cholera,  plague, 
leprosy  and  schistosomiasis  are  only  of  academic 
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jjinterest  to  us.  Doubtless  they  exist  in  the  native 
population  but  due  to  proper  hygiene  and  preven- 
tive medicine,  are  rarely  found  in  the  American 
soldier.  We  see  and  treat  malaria,  amebic  and  bacil- 
lary dysentery,  dengue,  epidemic  jaundice  and  the 
usual  diseases  of  temperate  climates.  Our  malaria  has 
been  the  benign  tertian  (p.  vivax)  variety  mostly, 
though  we  have  had  p.  maleriae  and  p.  falciparum. 
The  disease  has  not  been  a killer  here  but  friends  in 
the  Burma  campaign  write  me  that  they  have  a great 
respect  for  its  mortality  rate.  Space  prohibits  my 
writing  in  any  detail  on  the  medical  side.  As  is  well 
known,  skin  diseases,  tricophytosis  and  pyodermia 
are  commonly  treated.  Specifically,  I am  on  the  sur- 
gical service  but  find  the  bulk  of  the  work  falls  in 
medicine  and  have  a medical  ward  as  well. 

Briefly,  the  high  spots  in  visiting  the  big  cities  are 
the  native  markets  or  even  the  street  vendors  whose 
! wares  vary  all  the  way  from  a shoe  shine  to 
1 “precious  gems.”  Few  are  the  men  who  haven’t  been 
offered  a ruby  or  an  emerald  for  sale  cheap,  “Sahib.” 
I think  I have  covered  just  about  everything  and 
after  less  than  a year  here  I feel  like  the  combat  crew 
does  who  graced  their  plane  with  the  appropriate 
name  “My  Assam  Dragon”  artistically  adorned  with 
a fiery  eyed  dragon. 

Hoping  to  be  home  before  another  Army  and 
Navy  number  of  the  Journal  goes  to  press. 

E.  Dorian 

From  Captain  Wiliam  E.  Pola,  AUS, 
New  Britain 

c/o  Postmaster,  New  York,  N.  Y., 
September  30,  1944 

Today,  I received  your  letter  of  August  16  in- 
forming me  of  your  contemplated  Army  and  Navy 
number. 

Very  soon  after  my  enrollment  in  the  medical 
corps,  I embarked  for  overseas— and  to  my  amaze- 
ment, discovered  that  we  were  Africa  bound. 

I could  write  a great  deal  concerning  my  battle 
experiences,  but  let  it  suffice  to  merely  say  that  not 
only  did  I have  a part  in  the  North  African  cam- 
paign, but  also  the  Sicilian  and  European  campaigns. 
In  each  venture,  I acted  as  battalion  surgeon  of  an 
armoured  unit,  viz.,  the  2nd  Armoured  Division— a 
good,  tough  outfit.  This  outfit,  as  you  probably 
know,  was  chosen  to  spearhead  the  European  in- 
vasion. We  were  told  in  advance  that  we  would  go 
and  we  would  keep  going  until  Paris  and  then  Ber- 


lin had  been  reached.  To  use  an  army  expression,  it 
was  rough,  but  the  men  were  all  experienced  troops 
and  nothing  could  stop  their  progress,  and,  they  are 
still  on  their  way. 

After  nearly  two  exhausting  months  of  battle,  I 
am,  at  the  present  time,  hospitalized,  having  received 
a blast  concussion  one  night  during  an  enemy  air 
raid,  but  fortunately,  I am  improving  and  on  the 
road  to  recovery. 

Now,  a word  about  the  medical  corps.  I am  ex- 
tremely proud  to  be  a member  of  this  unit.  Their 
work  is  hard  and  difficult  but  their  accomplishments 
have  been  excellent.  I refer  primarily  to  the  com- 
pany aid-men  and  battalion  aid-men.  Let  it  not  be 
said  that  they  failed  in  their  duty.  Enough  praise 
cannot  be  showered  upon  them— these  unsung,  un- 
armed but  deeply  appreciated  troops.  My  hat  goes 
off  to  them. 

W.  E.  Pola 

From  Capt.  William  J.  FI.  Fischer,  Jr., 
AUS,  Milford 

Somewhere  in  India, 
July  5,  1944 

The  State  jMedical  Journals  which  I have  been 
receiving  always  contain  articles  of  great  interest 
and  the  Journal  is  always  gratefully  received. 

The  unit  I am  very  fortunate  to  be  with  is  the 
Evacuation  Hospital,  comprised  essentially  of 
doctors  and  nurses  of  the  Rhode  Island  Hospital  of 
Providence,  R.  I.  I was  an  interne  there  when  the 
unit  was  activated  in  August  1942. 

After  a brief  experience  on  maneuvers  in  Ten- 
nessee and  a few  subsequent  weeks  of  grace  at  Camp 
Devens,  we  sailed  in  January,  1943  and  wound  up 
in  India  about  two  months  later. 

We  have  been  in  India  ever  since,  but  individuals 
and  small  groups  have  at  times  made  sorties  here 
and  there,  including  Burma. 

In  the  main,  our  job  has  been  the  care  of  Chinese 
troops.  For  about  a year  we  had  a good  sized  hos- 
pital at  a Chinese-American  Training  Center.  At  the 
present  time  the  whole  unit  is  busily  engaged  in 
running  a large  hospital,  admissions  to  which  include 
battle  casualties  and  diseases  peculiar  to  the  country 
and  time  of  year. 

As  the  Laboratory  Officer  and  a member  of  the 
Medical  Service,  1 have  had  what  may  be  described 
as  a “field  day.”  John  Dillon  (of  Waterbury),  Yale 
Med.  ’38,  is  a Captain  on  the  Medical  Sendee. 
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Our  Commanding  Officer  is  Col.  Herman  A. 
Lawson  of  Providence.  The  Chief  of  Medicine  is 
Lt.  Col.  Frank  B.  Cutts  of  Providence,  and  of  Sur- 
gery, Lt.  Col.  Kwan  Heen  Ho  of  Chicago. 

William  J.  H.  Fischer,  Jr. 

From  Capt.  F.  S.  Buccheri,  AUS, 

New  Britain 

c/o  Postmaster,  New  York,  N.  Y., 
September  6,  1944 

It  is  with  pride  that  l answer  your  letter  of  Aug. 
15,  and  let  me  congratulate  you  on  your  very 
patriotic  endeavor  to  do  more  than  your  part  to- 
wards supplying  us  medical  officers  with  the  most 
recent  medical  discoveries  and  showing  a keen  inter- 
est in  us.  It  is  a tough  job— but  you  have  done  it 
well. 

I am  one  of  the  surgeons  in  a clearing  station,  right 
now  located  in  Southern  France.  We  receive  the 
wounded  fresh  from  the  battle  front— and  even  now 
as  I write,  the  artillery  fire  rings  clearly  in  the  air. 

The  miracles  of  penicillin  can  never  be  praised 
enough.  We  are  saving  lives  that  hitherto  were 
deemed  impossible.  Besides  gonorrhea,  we  use  it  in 
all  cases  of  badly  mangled  soldiers,  in  peritonitis,  in 
all  cases  of  amputations,  in  cases  of  severe  car- 
buncles, and  in  all  laparotomies  we  do  where  shrap- 
nel has  been  the  cause.  Penicillin  works— and  we 
love  it. 

Plasma  and  whole  blood— sent  to  us  from  the 
States— are  indispensable.  Loss  of  blood  from  torn 
blood  vessels  would  have  caused  the  death  of  many 
of  our  boys,  were  plasma  and  whole  blood  not  im- 
mediately available.  To  one  soldier  alone  we  gave  6 
pints  of  plasma  and  7 pints  of  whole  blood  before 
he  was  in  decent  shape  again.  He  had  ceased  breath- 
ing 3 times  before  our  very  eyes.  He  is  well  now. 

Sulfa  powders  have  done  a splendid  job.  We  carry 
it  in  our  pockets  wherever  we  go.  We  just  don’t  see 
pus  any  more  exuding  from  the  multitude  of  in- 
fected wounds.  We  use  sulfa  powders  on  everything 
and  everywhere. 

We  treat  all  our  burn  cases  with  sterile  vaseline 
compresses.  It  works  like  a charm.  We  have  no  other 
treatment. 

Keep  up  your  good  work.  I am  proud  to  be  one 
of  your  members. 

F.  S.  Buccheri 


From  Hospital  News,  New  Britain 
General  Hospital 

In  the  meantime  please  write  to  us.  It  would  do 
your  hearts  good  were  you  able  to  listen  in  and  hear 
the  shrieks  of  delight  that  accompany  the  reading  of 
some  of  your  letters.  For  instance,  Captain  Meyer 
Goldschmidt’s  account  of  his  tonsorial  experience 
in  an  English  village: 

“In  the  first  place  the  shop  is  usually  a few  degrees 
below  the  standard  for  quick  freeze  of  perishables— 
the  instruments  are  ice  cold  and  when  the  clippers 
touch  your  neck  they  almost  freeze  the  blood  flow- 
ing through  the  jugulars.  If  you  are  not  on  the 
alert  the  barber  will  clip  off  everything  but  your 
eyebrows.  I dozed  the  first  time— and  never  again  do 
I relax  my  vigilance  while  in  the  danger  zone.  The 
whole  ritual  is  veiled  in  the  most  polite  atmosphere. 
Each  time  the  barber  turns  your  head  he  says: 
‘Pardon  me,  thankyuh’  and  you  reply— thankyuh. 
The  haircut  runs  like  this— snip,  snip,  snip,  ‘pardon 
me,  thankyuh’— thankyuh— snip,  snip,  snip,  ‘thank- 
yuh’—thankyuh”  and  so  on. 

Here’s  an  excerpt  from  a letter  from  Major  Lo- 
Vetere  written  from  Fort  Knox,  Kentucky: 

“I  am  glad  that  the  News  is  not  being  scrapped, 
for  I enjoyed  receiving  it.  Talk  about  being  busy, 
well,  I have  had  charge  of  five  contagious  wards, 
the  Allergy  wards  and  clinics  and  am  on  a few 
boards.  I have  had  about  60  cases  of  meningitis  and 
some  with  meningococcemia.  Since  I left  New 
Orleans  I have  been  doing  a great  deal  of  allergy 
and  am  the  allergist  at  this  hospital.  This  war  has 
done  a great  deal  to  change  some  of  us.  Allergy  is 
a great  field  and  I like  it.  To  get  away  from  the  hos- 
pital and  thoughts  of  war,  I have  started  a Victory 
garden.  I have  done  all  the  digging  and  Mary  has 
done  the  planting.  To  date  the  peas,  carrots  and 
radishes  have  started  to  sprout.” 

Ensign  Pauline  Adlynarski  from  San  Diego,  Calif., 
writes: 

“I  received  the  Hospital  News  today  and  want  to 
thank  you  for  it.  It  really  makes  me  feel  closer  to 
home— it’s  about  the  nicest  way  in  keeping  in  touch 
with  everyone.  I was  detached  to  San  Diego  on 
December  1,  and  have  been  here  since.  It’s  the  largest 
Naval  hospital  in  the  world  and  like  a little  city  of 
its  own.  It’s  hard  work  but  very  interesting.”  She 
closes  her  letter  as  follows:  “It  amazes  me— to  see 
flowers  growing  here  along  the  roadside  which  I’ve 
seen  previously  only  in  flower  pots.” 
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From  Lt.  Col.  Richard  W.  Pullen,  AUS, 
New  Britain 

England, 

8 September  1944 

Your  kind  letter  of  August  15,  1944  regarding  the 
Army  and  Navy  number  evokes  a desire  to  answer 
adequately,  a desire  which  is  somewhat  interfered 
with  by  reason  of  the  censor’s  rather  particular  re- 
quirements. Details  of  how,  when  and  where  are 
restricted  but  if  you  are  interested  in  generalities 
here  they  are. 

After  something  over  two  years’  experience  with 
the  Army  Medical  Corps  there  are  certain  things 
which  impress  me  quite  definitely.  One  has  heard  on 
occasion  that  the  doctor  who  enters  the  army  from 
civil  life  not  infrequently  complains  that  he  hasn’t 
enough  to  do.  That  is  a complaint  I find  difficult  to 
understand.  My  own  experience  has  been  the  con- 
trary. The  principle  difficulty  has  been  to  find  time 
enough  in  each  twenty-four  hours  to  complete  the 
allotted  tasks. 

I used  to  think  I was  busy  in  civil  life,  but  that 
was  a comfortable  illusion.  Army  life  has  shown  me 
what  it  really  means  to  be  busy.  First  there  is  the 
very  important  job  of  becoming  a capable  officer. 
This  is  no  small  task  but  one  is  forced  to  feel  that  it 
is  neglected  if  not  actually  fought  against  by  some 
individuals.  The  Army  Medical  Corps  will  give  you 
back  more  than  you  put  into  it,  but  if  you  put  little 
in,  you  get  little  back. 

Association  with  a school  for  training  medical 
officers  gave  me  the  privilege  of  meeting  and  ob- 
serving some  five  hundred  doctors  who  came  into 
the  army  from  civil  life.  It  was  quite  easy  to  deter- 
mine in  the  first  few  days  what  the  probable  out- 
come of  each  one’s  army  career  would  be.  Those 
who  put  their  wholehearted  effort  into  the  business 
of  learning  their  army  job  were  happy  and  soon 
found  there  was  much  to  learn.  They  found  too,  that 
army  medicine  was  a wide  field  and  put  rather 
heavy  demands  on  a doctor.  Those  who  fought  the 
army  and  made  no  effort  to  conform,  failed  to  see 
their  opportunity  and  mostly  became  objectionists 
of  unhappy  life  and  unhappy  outlook. 

Seeing  many  of  these  same  officers  two  years  later 
in  a theater  of  operations  overseas  has  served  to 
confirm  earlier  impressions.  1 hose  who  realized  the 
magnitude  of  their  opportunity  have  advanced 
rapidly  and  have  earned  the  respect  of  their  asso- 
ciate officers  and  men.  As  doctors  they  have  a group 


of  men  who  rely  on  them  for  maintenance  of  health 
and  relief  from  illness.  As  officers  they  are  respected 
first  as  men  deserving  the  title  of  officer  and  second 
as  men  whose  military  knowledge  is  necessary  to 
the  successful  completion  of  military  missions. 

As  for  the  question  of  what  the  military  doctor 
does,  it  can  be  answered  by  saying  that  first  of  all 
he  works  and  prepares  himself.  Then  one  day  he 
finds  himself  in  an  actual  theater  of  operations. 
Wherever  he  is  he  has  an  opportunity  for  service. 

For  myself,  I have  the  privilege  of  being  in  an 
Army  General  Hospital  in  England  in  the  chain  of 
air  evacuation  from  France.  The  clinical  opportu- 
nities are  most  remarkable.  I am  quite  sure  that  no 
doctor  here  has  ever  seen  before,  or  will  ever  see 
again  in  his  lifetime,  the  clinical  material  which 
passes  through  this  hospital  in  a month.  The  most 
satisfying  part  of  the  work  is  the  really  amazing 
recovery  rate.  Complete  facilities  make  possible  a 
quality  of  medical  care  which  is  seldom  equalled 
and  never  exceeded,  even  in  the  top  notch  civilian 
hospitals.  The  mortality  rate  is  practically  nil,  even 
in  the  face  of  wounds  and  injuries  which  in  severity 
have  no  civilian  counterpart. 

This  may  read  like  romance  to  you  but  it  is  sober 
fact.  Sober  fact,  learned  not  through  hearsay  or 
rumor  but  from  personal  observation  and  experience. 

Richard  W.  Pullen 

From  Lt.  Col.  Carl  H.  Wies,  AUS, 
New  London 

The  Connecticut  State  Medical  Journal  letter 
over  your  signature  requesting  news  from  those  in 
the  service  has  finally  caught  up  with  me  “some- 
where in  France.”  Have  been  doing  general  staff 
work  since  being  over  here  and  because  my  duties 
call  for  a great  deal  of  traveling,  I have  been  fortu- 
nate to  see  a great  deal  of  Europe,  mostly  from  jeep 
and  liaison  type  of  plane.  With  all  the  trucks  on  the 
roads,  it  really  seems  safer  to  travel  by  unarmed 
plane.  Driving  for  miles  in  a total  blackout  is  an 
experience  that  is  something  that  one  has  to  do  to 
appreciate. 

Have  met  none  of  the  old  gang  from  New  Haven, 
but  of  course  the  bulk  of  them  went  west.  However, 
two  physicians,  a Collins  from  Boston  and  Manning 
from  Dover,  N.  H.,  have  both  spoken  of  the  good 
September  Clinical  Congress  sessions  that  they  re- 
member and  which  must  be  in  session  just  about 
now.  Hope  we  will  all  be  able  to  get  to  the  next  one. 

C.  H.  Wies 
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From  Lt.  Col.  Arthur  C.  Unsworth,  AUS, 
Hartford 

AAF  Regional  Hospital  No.  1, 
Coral  Gables  34,  Florida, 

19  September  1944 

In  response  to  your  request  for  a word  from  me 
for  the  Journal,  1 am  writing  somewhat  apologeti- 
cally because  my  service  to  date  has  been  entirely 
within  the  country,  while  many  of  our  colleagues 
have  been  risking  their  lives  in  dangerous  situations 
and  spent  a long  time  from  their  wives  and  children, 
often  on  an  assignment  which  has  been  far  from 
pleasant.  I know  that  all  of  them  are  homesick  and 
tired  of  the  war. 

My  first  assignment  was  at  Miami  Beach  during 
the  period  of  rapid  expansion  of  the  Army  Air 
Forces.  Since  a large  proportion  of  the  defects  of 
inductees  were  ocular  and  dental,  we  set  up  process- 
ing units  where  the  men  were  screened  for  eye  and 
dental  defects  and  in  addition  given  their  immuniza- 
tion injections.  Many  hundred  men  were  examined 
daily.  Refractions  were  done,  where  indicated  glasses 
were  ordered,  delivered,  and  fitted  before  basic 
training  was  completed.  Ocular  pathology,  especially 
congenital  defects,  were  observed  in  numbers  pos- 
sible in  no  other  situation.  Remediable  defects  were 
corrected.  The  largest  proportion  of  surgery  was 
strabismus  operations.  It  is  one  of  the  most  satis- 
factory of  surgical  cosmetical  procedures.  Soldiers 
with  disqualifying  uncorrectible  defects  were  sent 
to  the  hospital  and  returned  home  with  a Certificate 
of  Disability  Discharge.  Retinitis  pigmentosa,  seen 
only  occasionally  in  civil  practice,  was  seen  in  pro- 
fusion. 

The  work  at  the  AAF  Regional  Hospital  No.  1 at 
Coral  Gables  has  been  of  a somewhat  different 
nature.  I his  hospital  takes  care  of  the  area,  and  is 
one  of  the  ports  of  debarkation  of  the  air  borne 
evacuees,  during  the  season  when  the  northern  route 
is  closed  it  is  particularly  active.  The  remarkably 
short  period  between  the  time  a soldier  becomes  a 
casualty  and  his  arrival  in  a hospital  in  the  United 
States  has  been  due  to  the  splendid  coordinated 
planning  of  the  Air  Transport  Command.  The 
thoroughness  and  efficiency,  and  excellent  quality 
of  surgery  and  medicine  received  by  these  men  in 
the  overseas  medical  installations,  is  a great  credit  to 
American  medicine  and  the  organization  of  the 
Medical  Corps.  However,  the  large  numbers  of 
maimed,  chronically  sick,  and  mentally  unwell 


veterans  we  are  going  to  see  for  the  rest  of  our 
lives  will  be  a constant  reminder  to  all  of  us  never 
to  let  this  thing  get  started  again. 

The  approaching  end  of  the  European  war  brings 
thoughts  of  returning  home  closer  to  us.  We  wonder 
what  the  practice  of  medicine  will  be  like  during 
these  coming  years.  I he  faults  of  private  practice 
are  more  obvious  when  viewed  from  a distant  per- 
spective, but  I think  that  almost  all  of  us  who  have 
been  in  service  feel  sure  that  we  do  not  want  govern- 
ment subsidization  of  medicine.  The  red  tape,  the 
high  cost  to  the  tax  payer,  the  inefficiency  and  waste 
of  medical  man  power  and  equipment  are  quite 
obvious  when  seen  at  first  hand.  However,  the  free 
medical  care  received  by  service  men,  and  their  de- 
pendents as  well,  in  Army  and  Navy  clinics  in  many 
localities  during  the  war  is  going  to  create  demand 
for  cheaper  and  more  easily  obtained  medical  diag- 
noses and  treatment  of  the  clinical  type,  especially 
in  the  East  where  the  idea  has  not  reached  the  size- 
able proportions  as  in  some  sections  of  the  country. 

1 his  type  of  care  will  probably  be  demanded  par- 
ticularly by  the  above  lowest  income  bracket.  We 
doctors  must  organize  medical  care  ourselves  to 
meet  this  rising  demand  in  a manner  both  fair  to 
ourselves  and  to  the  laity,  or  we  are  going  to  prac- 
tice medicine  in  a manner  conceived  by  vote-seeking 
politicians  and  government  employees  hired  to  tell 
us  how  to  treat  the  sick,  and  to  pay  us  for  it. 

Hie  editorial  staff  of  The  Connecticut  State 
Medical  Journal  is  doing  a great  job.  J here  is  more 
peitinent  medical  news  in  it  than  any  other  state  or 
sectional  medical  periodical  that  I have  had  the  op- 
portunity to  read. 

Arthur  C.  Unsworth 

From  Lt.  Comdr.  John  C.  White,  US  NR, 
New  Britain 

United  States  Naval  Hospital, 
Fort  Eustis,  Virginia, 
September  20,  1944 

1 he  Journal  has  followed  me  from  station  to 
station  and  has  made  very  welcome  reading.  I be- 
1 i c \ c it  lanks  high  among  state  periodicals,  espe- 
cially for  its  sound  and  aggressive  articles  on  the 
lelations  of  medicine  to  the  public,  and  for  its  avoid- 
ance of  neat  little  “arbeits”  by  favorite  sons. 

The  really  useful  and  productive  service  medical 
jobs  are,  I think,  usually  the  less  exciting.  From  May 
until  September  this  year  I stood  aside  "from  the  job 
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of  being  a doctor  while  our  unit  went  through  train- 
ing to  become  a harbor  control  unit.  The  many  ex- 
perts in  naval  specialties  that  composed  this  unit 
were  all  interesting  people  with  rare  abilities.  I saw 
the  whole  program  grow,  and  I went  to  the 
European  theater  with  them,  and  was  greatly  dis- 
appointed to  be  detached  on  arrival  and  returned  to 
this  country.  I am  now  occupied  with  routine  but 
undoubtedly  necessary  work  in  this  Naval  Hospital 
in  tidewater  Virginia. 

John  White 

From  Captain  Robert  Creadick,  AUS, 
New  Haven 

Station  Hospital, 

Big  Spring,  Texas, 
August  29,  1944 

Being  a “GI”  doctor  is  not  so  good,  but  I am  doing 
my  best  to  fight  the  war  by  “peeping  over  the 
perineum.”  My  service  is  not  too  active  now,  al- 
though it  was  last  year  while  I was  at  “Little  Alca- 
traz” (Jefferson  Barracks,  Mo.);  we  had  two  babies 
a day  and  there  were  three  of  us  on  the  service.  Here 
I get  barely  one  a day,  but  have  a tremendous 
endocrine  practice.  Nobody  is  happy— those  that 
have  babies  don’t  want  them  and  those  that  have 
none  are  trying  to  get  them.  Most  of  my  females  in 
the  service,  to  avoid  naming  any,  are  either  paining, 
bleeding  or  illegitimately  pregnant. 

I have  not  seen  many  New  England  boys,  but  I 
expect  to  some  day  in  the  near  future.  I was  fortu- 
nate enough  to  receive  my  captaincy  in  June  of  this 
year;  I had  then  been  in  eleven  months  and  a pro- 
motion in  that  length  of  time  is  very  good  for  a 
medical  officer. 

I highly  approve  of  the  Army  and  Navy  number 
and  got  a tremendous  kick  out  of  seeing  where  the 
boys  were  and  what  they  were  doing.  1 his  place  I 
am  at  now  is  really  “cow  country”  but  we  enjoy 
the  rodeo  and  I am  one  of  the  few  who  likes  the 
weather.  The  humidity  out  here  stays  around  1 5 to 
20  and  that  is  very  pleasant  after  St.  Louis  with  a 
humidity  of  80.  The  main  reason  why  the  Air  Force 
appeals  to  us  so  much  is  that  they  seem  to  have 
done  more  towards  keeping  us  in  our  specialty  than 
any  other  branch  of  the  service.  I was  very  dis- 
tressed when  I found  one  of  my  friends  from  Hop- 
kins, an  eight  year  surgical  resident,  32  years  old, 
doing  no  medicine  whatsoever— in  fact,  he  had  been 
on  maneuvers  five  times.  Many  of  us  take  very  seri- 


ously what  Charlie  Bingham  said  in  his  letter  and 
earnestly  desire  refresher  courses  with  a chance  to 
make  rounds  again  on  the  hospital  wards  and  get 
back  “on  the  beam”  in  medical  advances. 

I am  now  making  desperate  effort  to  get  to  the 
American  Association  meeting  in  Hot  Springs,  Vir- 
ginia, and  I hope,  for  goodness  sake,  some  of  the 
Connecticut  gang  will  be  there. 

Robert  Creadick 

From  Lt.  Col.  Harry  H.  Maynard,  AUS, 
New  Haven 

c/o  Postmaster,  New  York,  N.  Y., 

12  September  1944 

Have  your  letter  regarding  the  Army  and  Navy 
number.  I get  the  Journal  somewhat  irregularly  at 
times  which  is  to  be  expected  under  the  circum- 
stances. This  will  give  you  my  present  address  and 
give  you  a little  idea  of  what  one  of  us  is  doing. 

Have  been  in  the  United  Kingdom  since  about 
the  middle  of  July.  Have  a nice  set  up  in  a former 
small  hotel  in  a fairly  large  city.  Though  my  “out- 
fit” is  small,  we  are  operating  as  a 50  bed  hospital, 
and  see  a fairly  large  variety  of  cases.  Mine  is  of 
course  an  administrative  job;  medicine  as  such  is 
rather  far  away. 

I was  called  to  active  service  24  February  1941 
with  the  activation  of  our  43  d Division,  with  which 
I saw  service  for  about  a year.  Early  in  ’42,  got  a 
transfer  to  the  Air  Corps,  mostly  on  the  strength  of 
a Flight  Surgeon’s  rating.  During  ’42  and  early  ’43 
was  Post  Surgeon  at  Wright  Field,  Ohio.  During 
the  next  year  organized  Aviation  Cadet  Boards  at 
Cleveland  and  Fort  Hayes,  Ohio.  With  the  discom- 
tinuance  of  a number  of  Air  Corps  activities,  these 
boards  were  generally  inactivated,  and  I was  trans- 
ferred to  take  command  of  one  of  a number  of 
numbered  general  dispensaries  then  being  formed. 
It  may  seem  strange,  but  it  was  a rather  sure  oppor- 
tunity of  getting  “overseas”  of  which  I had  almost 
despaired. 

We  may  or  may  not  be  sent  to  the  Continent  in 
the  near  future.  However,  the  UK  is  not  too  bad, 
though  most  of  us  would  rather  welcome  the 
change.  Have  done  considerable  flying,  mostly  in 
England.  It  is  beautiful,  particularly  the  open  coun- 
try; of  the  large  cities  I cannot  say  the  same.  1 hey 
just  do  not  compare  with  our  cities  in  “The  States.” 

Wherever  we  are  or  whatever  we  are  doing  we 
will  be  glad  when  this  is  over  and  we  can  get  back 
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to  “God’s  Country”  once  again.  So  far,  nothing  that 
I have  seen  compares  with  it,  and  I doubt  that  I will 
see  anything  that  will. 

Hoping  that  from  this  you  can  get  something  that 
will  help,  with  kindest  personal  regards,  I am 

Harry  H.  Maynard 

From  Capt.  Charles  M.  Spiegel,  AUS, 
New  Haven 

c/o  Postmaster,  San  Francisco,  Cal., 
September  25,  1944 

It  was  indeed  a pleasure  to  receive  your  com- 
munication requesting  a few  words  concerning  my 
experiences  in  the  Army.  If  you  will  permit,  I would 
like  to  write  something  about  my  more  recent 
experiences  which  have  proven  more  exciting  than 
my  first  year  in  the  Army. 

On  June  1,  1944  I left  Honolulu  with  a division 
who  had  made  itself  famous  during  World  War  No. 
1 and  is  still  living  up  to  its  reputation  in  the  Pacific- 
War.  We  all  knew  that  we  were  on  another  mission 
and  it  was  just  another  voyage  to  us.  Heretofore,  the 
division  had  elements  represented  on  the  Marshall’s 
and  Gilberts.  On  this  mission,  we  didn’t  have  the 
slightest  idea  where  we  were  going.  After  a few 
hours  out  of  Pearl  Harbor  we  were  assembled  and 
solemnly  informed  where  we  were  going.  It  turned 
out  to  be  Saipan  and  we  then  knew  we  had  a tough 
battle  on  our  hands.  The  plans  of  attack  were  ex- 
plained to  us  and  on  June  13  the  landing  invasion 
began  and  in  spite  of  enemy  aircraft  we  all  landed 
safely.  I he  clearing  company,  which  is  part  of  this 
medical  battalion,  was  employed  as  a field  hospital 
and  we  had  no  sooner  landed  when  we  were  ready 
to  function  and  receive  casualties.  At  first,  we  were 
located  in  the  close  proximity  of  the  beach  but  as 
the  fighting  progressed  we  had  to  move  inland 
where  protection  to  our  station  was  very  meager,  in 
fact,  at  one  time  we  were  isolated  from  any  protec- 
tion at  all.  In  other  words,  we  gave  medical  and 
surgical  service  to  our  troops  right  up  in  the  front 
lines  and  were  subject  to  mortar  shells  in  one  in- 
stance. We  even  came  face  to  face  with  the  enemy. 
For  24  days  and  even  after  the  island  was  secured, 
we  worked  day  and  night  treating  the  usual  run  of 
casualties  of  all  types  and  degrees.  I might  add  here, 
in  order  to  give  you  an  inside  picture  of  our  hazard- 
ous position  that  three  of  our  corpsmen  and  one 
dentist  were  killed  during  this  battle.  Also  many  of 


our  medics  were  wounded.  The  angels  must  have 
been  with  me  and  I was  fortunate  to  come  out  of 
this  battle  without  a scratch,  save  the  unpleasant 
memories  that  fail  to  leave  my  mind. 

I will  not  go  into  a specific  management  of  the 
wounded  since  I have  nothing  new  to  add  and  vou 
have  been  receiving  a wealth  of  information  from 
other  sources.  In  our  medical  installation  the  most 
important  factors  toward  saving  life  were:  (1)  im- 
mediate first-aid  with  administration  of  morphine 
and  plasma;  (2)  evacuation  of  wounded  from  the 
battalion  aid  stations  and  collecting  companies  to 
the  clearing  company  by  the  fastest  and  safest 
method— the  jeep  ambulance;  (3)  immediate  sur- 
gical intervention  at  the  clearing  company;  and  (4) 
evacuation  of  wounded  to  the  hospital  ships  to  be 
sent  to  base  hospitals  for  definitive  treatment.  In 
spite  of  the  terrific  number  of  casualties  on  Saipan, 
we  were  able  to  function  superbly,  thereby  saving- 
many  lives.  It  would  be  an  injustice  if  I failed  to 
mention  the  wonderful  results  of  plasma,  blood- 
banks  and  the  sulfa  compounds. 

After  the  Saipan  operation,  we  were  sent  to  an- 
other island,  the  name  of  which  I cannot  reveal.  We 
are  here  for  rehabilitation  and  am  taking  the  oppor- 
tunity of  my  free  time  to  catch  up  with  my  corre- 
spondence. I was  very  fortunate,  the  other  day,  to 
attend  a clinical  conference  at  the  island  hospital 
and  learn  something  about  diffuse  amyloidosis.  The 
general  symptoms  of  this  case  were  so  complex  and 
confusing  that  it  was  diagnosed  as  filariasis.  A 
pathologist  was  called  in  consultation  and  he  made 
a clinical  diagnosis  of  diffuse  amyloidosis.  After  the 
patient  died,  the  diagnosis  was  confirmed  on  autopsy. 
Permission  was  obtained  since  the  patient  was  a 
native  of  this  island. 

We  are  now  receiving  an  extensive  course  in  the 
recognition  and  treatment  of  all  types  of  diphtheria 
and  malaria  cases.  The  cutaneous  type  lesions  of 
diphtheria,  heretofore,  were  confused  with  tropical 
ulcers  and  oriental  sores.  When  we  discovered  a 
few  cases  of  nasopharyngeal  diphtheritic  mem- 
branes, we  became  aware  of  the  fact  that  these 
cutaneous  lesions  might  be  diphtheritic  in  origin, 
and  so  they  turned  out  to  be.  It  will  make  a nice 
statistical  study  and  when  this  data  has  been  col- 
lected, I’ll  send  it  off  to  you  for  publication. 

I lave  been  receiving  many  inquiries  as  to  my  post 
war  plans  but  am  not  quite  certain  how  to  answer 
them.  I do  know  this — many  medical  officers  will 
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want  to  have  refresher  courses  and  residencies  at 
hospitals. 

j 

I’ve  enjoyed  excellent  health  since  enlistment  and 
have  taken  amphibious,  jungle  training  and  marches 
surprisingly  well.  I’m  fast  becoming  hardened  after 
my  soft  life  in  general  practice. 

Naturally,  I miss  New  Haven  and  all  my  good 
friends  and  above  all  my  family  life  and  I know 
they  all  miss  me  at  home  badly,  but  my  wife  has 
I been  the  “real  soldier”  of  my  family  and  she  cer- 
tainly can  take  it.  My  little  boy,  who  was  six  months 
old  when  I entered  the  service,  is  now  approaching 
his  third  birthday  and  I’m  hopeful  that  I will  be 
home  to  celebrate  his  fourth  one. 

It  is  a pleasure  to  continue  to  see  the  Journal  and 
read  about  other  men  in  the  services. 

Charles  M.  Spiegel 

From  Capt.  A.  L.  Shure,  AUS,  New  Haven 

September  25,  1944 

Just  received  your  letter  of  August  15,  1944.  It 
went  all  the  way  to  Italy  and  back  and  finally 
reached  me  here  at  the  Regional  Hospital.  Thanks 
for  your  efforts.  In  twenty  months  overseas  I had 
received  just  two  copies  of  the  Journal,  and  this  is 
the  first  request  for  letters. 

I might  say,  that  reading  material  is  precious  for 
the  men  overseas  and  material  like  the  Journal  is 
most  welcome.  Sorry  I missed  them.  Be  sure  you 
keep  them  going  to  the  others  who  are  still  “over 
there.” 

The  going  in  the  battled  areas  is  rough  and  tough, 
and  the  lot  of  the  doctors  is  no  bed  of  roses.  It  is 
indeed  surprising  how  much  work  and  under  such 
handicaps,  is  being  done  hourly  by  the  doctors, 
nurses  and  medical  aides.  The  profession  can  he 
proud  of  their  accomplishments  in  every  theatre  of 
war.  The  boys  are  receiving,  not  only  prompt  atten- 
tion, but  most  up  to  date  procedures  are  being  fol- 
lowed. Early  in  the  game  did  we  recognize  the 
importance  of  bringing  the  patient  out  of  shock 
before  rushing  in  to  operate,  and  thus  saving  lives. 
The  plasma  is  precious,  and  most  necessary,  whole 
blood  is  more  life  saving,  and  nothing  was  spared  to 
obtain  this  under  battle  conditions.  Surgery  was  per- 
formed aseptically  and  carefully,  and  I dare  say  that 
the  men  are  doing  even  a better  job  in  France  than 
we  did  in  Africa  and  Italy.  War  surgery  is  different, 
and  new  approaches  and  understanding  were  neces- 
sary. The  sulfa  drugs  that  were  literally  dumped  on 


to  a wound  were  later  sprinkled  on.  The  use  of 
penicillin  aided  us  greatly  in  the  management  of  gas 
gangrene  and  other  cases. 

In  spite  of  all  the  work  and  shooting,  we  managed 
to  have  seminars  weekly,  and  thus  were  we  able  to 
guage  the  effects  of  our  efforts. 

And  though  the  battle  rages  furiously  in  both 
hemispheres,  there  is  still  a greater  battle  ahead  after 
the  last  shot  is  fired.  That  of  rehabilitating  our 
wounded  and  maimed.  A challenge  will  be  thrown 
out  at  the  medical  profession  and  it  must  be  met 
straight  forward,  honestly  and  without  thought  of 
over  work,  or  of  compensation.  We  have  no  C.  I.  O. 
or  A.  F.  L.  in  our  profession  and  there  cannot  be 
one  for  a 48  hour  week  means  nothing  to  a doctor. 
Let  us  not  allow  the  various  government  agencies,  as 
well  as  other  political  run  agencies,  or  charitable 
institutions  make  all  the  plans.  What  are  we  going 
to  do  about  it?  I do  not  mean  the  definitive  work, 
but  the  building  up  means  and  support  of  a program 
to  alleviate  the  unfortunate  who  have  given  of  their 
bodies  for  you  and  for  me.  I am  not  writing  this  as 
a lecture  or  a taunt.  Maybe  I didn’t  use  the  proper 
language,  for  all  that  I want  to  say,  is  Doctors:  Start 
plans  to  help  our  wounded— after  this  is  all  over. 

Have  had  some  wonderful  experience  and  am 
doing  a great  deal  of  work  since  returning  to  the 
States.  All  has  been  well  worth  while,  in  spite  of  all 
the  hardships  we  have  and  continue  to  go  through. 
Not  only  have  I gained  technical  experience,  but 
above  all,  a profound  understanding  of  my  fellow 
man.  I believe  every  one  of  us  would  enjoy  being 
in  the  armed  forces  for  a spell— what  a lesson  it 
would  be! 

Please  extend  my  best  wishes  to  all  of  the  mem- 
bers. 

A1  Shure 

From  Lt.  Comdr.  Alfred  J.  Sette,  USNR, 
Stamford 

FPO  San  Francisco,  Cal., 
August  26,  1944 

Much  water  has  passed  under  the  keel  since  we 
last  matched  glances.  At  that  time,  I was  cutting 
some  fancy  didoes  at  the  Submarine  Base  in  New 
London.  However,  time  changes  all  things  and  on 
March  19,  1944  I began  a series  of  moves  that  landed 
me  out  here  in  the  middle  of  the  Pacific  Ocean:  i.c., 
from  Chief  of  Surgery  at  New  London  to  Consult- 
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ant  Surgeon,  Armed  Forces  Induction  Center,  New 
York,  to  Senior  Medical  Officer  of  a Ship  Repair 
Unit.  This  ship  is  but  one  component  of  the  unit, 
which  when  assembled  can  handle  quite  an  array  of 
ship’s  ailments. 

Right  now  there  is  a lull  in  our  work.  The  hectic 
days  of  organization  and  training  are  behind  us. 
When  we  set  up  shop  at  our  final  destination  we 
shall  be  confronted  with  the  necessity  of  fitting  all 
the  parts  of  our  hospital  unit  into  a functioning 
whole. 

Life  aboard  ship  is  not  as  bad  as  it  is  cracked  up 
to  be.  Sure,  space  is  limited,  sure  it’s  hot  and 
sure  it’s  a lot  of  other  things,  yet  in  comparison  with 
the  foxhole  and  the  tent  it’s  heaven.  Medical  work 
has  been  trifling,  much  of  it  piddling  stuff  that 
sonny  usually  pestered  mommy  with,  but  at  times 
definite  problems  do  arise.  All  of  it  is  agreeable  and 
some  downright  interesting:  i.e.,  operating  on  a 
rolling  and  rocking  ship  in  the  tropics,  an  experience 
I’ve  had  twice.  What  with  collateral  duties,  a well 
stocked  medical  library  and  current  literature 
coming  aboard  with  every  mail,  there  is  no  excuse 
in  this  man’s  Navy  for  rustiness.  Moreover,  fifteen 
years’  experience  doesn’t  leave  you  in  a hurry.  I can 
honestly  say  that  my  2 1 months  of  active  duty  have 
done  me  no  harm  either  physically,  mentally  or 
technically—  Financially?  That’s  a horse  of  another 
color. 

Naturally  our  thoughts  are  of  home  and  the  in- 
evitable questions  constantly  crop  up  at  each  bull 
session.  You  are  familiar  with  them  and  I won’t 
repeat  them.  I can  only  reiterate  what  I wrote  to 
you  some  two  years  ago  just  before  going  on  active 
duty.  “Hold  the  line  at  home  until  we  get  back.” 
From  many  sessions  with  many  of  the  men  both 
from  Connecticut  and  other  states,  much  will  be 
said  and  done  about  the  mooted  points  in  today’s 
medical  practice.  Heaven  knows  we  have  all  had 
time  to  crystallize  our  thoughts  on  them. 

Alfred  J.  Sette 

From  Col.  C.  E.  Haberlin,  AUS,  Stratford 

Headquarters,  174th  General  Hospital, 
Camp  Barkeley,  Texas, 

21  August  1944 

I thank  you  for  your  recent  letter  requesting  that 
I write  you  regarding  my  Army  experiences  and  am 
grateful  to  you  for  keeping  the  Connecticut  State 
Medical  Journal  following  me  on  my  travels. 


As  you  may  know  the  story  of  my  experiences  to 
date  would  necessarily  be  voluminous.  I entered 
active  duty  in  the  pre-Pearl  Harbor  period  as  Execu- 
tive Officer  of  the  118th  Medical  Regiment,  43d  1 
Division  (commanded  by  Colonel  Charles  W.  Com- 
fort, Jr.,  who  was  held  in  high  esteem  and  love  by 
all  ranks  of  the  Regiment).  We  underwent  training 
at  Camp  Blanding,  Florida,  from  the  time  of  our 
arrival  after  induction  until  February  12,  1942.  Part 
of  this  period  I was  in  command  of  the  Collecting 
Battalion  of  the  Regiment.  Colonel  Comfort  was 
relieved  of  command  because  of  age  before  the 
Division  left  in  February  for  Camp  Shelby,  Missis- 
sippi, and  I was  temporarily  made  Division  Surgeon 
and  Commanding  Officer  of  the  118th  Medical 
Regiment,  being  myself  replaced  in  this  assignment 
by  Colonel  George  A.  Enion,  formerly  of  the  44th 
Division.  Also,  during  the  period  that  I was  Division 
Surgeon  of  the  43  d Division,  the  Division  was 
streamlined  from  a square  to  a triangular  division 
and  the  118th  Medical  Regiment  was  converted  to 
the  1 1 8th  Medical  Battalion. 

I was  then  assigned  to  organize  and  train  as  well 
as  command,  the  21st  Station  Hospital  (500  beds)  at 
Fort  Bragg,  North  Carolina.  The  unit  left  for 
foreign  service  on  September  21,  1942,  and  after 
the  long  trip  around  the  Cape  of  Good  Hope,  with 
stopovers  at  Rio  de  Janeiro,  Capetown,  and  Aden,  we 
arrived  at  Suez,  Egypt  on  October  30,  1942,  aboard 
the  SS  Aquitania.  • 

We  arrived  in  Egypt  at  rather  a crucial  time  in 
Middle  Eastern  Affairs.  Rommel,  with  his  Africa 
Korps  was  knocking  at  the  gates  of  Alexandria  and, 
because  of  the  great  likelihood  that  he  might  make 
good  his  boast  to  sleep  in  the  Shepperd  Hotel  in 
Cairo  very  shortly,  a great  U.  S.  base  was  being 
established  in  Eritrea,  part  of  Italian  East  Africa.  It 
was  to  this  country  our  unit  was  next  sent,  estab- 
lishing the  first  U.  S.  Hospital  in  this  country  at  Mai 
Habar,  Eritrea,  located  in  a cool  valley  about  5,500 
feet  above  sea  level,  about  two-thirds  of  the  way 
from  Massaua  to  Asmara,  the  capital.  The  ship  on 
which  the  unit  sailed  from  Suez  to  Massaua,  the 
Nova  Scotia,  was  later  sunk  with  great  loss  of  life 
off  Durban,  South  Africa.  The  harbor  of  Massaua 
was  indeed  a great  sight.  Here  approximately  39 
ships,  three  floating  dry-docks,  floating  cranes,  etc., 
had  been  scuttled  by  the  Italians  and  were  in  the 
process  of  being  raised  by  the  U.  S.  Navy  under  the 
direction  of  then  Commander  Ellsberg. 

The  threat  of  Rommel  cleared  away  with  the 
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advance  of  the  8th  Army  and  the  necessity  for 
Eritrea  as  a base  naturally  declined,  so  that  in  the 
middle  of  March  1943  our  hospital  moved  to  a 
beautiful  location  near  Tel  Aviv  in  Palestine,  on  the 
U.  S.  Army  Post  called  Levant  Depot  where  great 
ordnance  depots  for  the  repair  and  assembly  of  tanks 
and  other  motor  vehicles  had  been  established.  The 
entire  area  was  surrounded  by  great  orange  groves. 
The  hospital  buildings  here  had  been  constructed  at 
a cost  of  $19,000,000,  entirely  of  cement,  to  house  a 
thousand  patients. 

Here  the  21st  Station  Hospital  remained  for  the 
balance  of  March  and  April.  There  was  little  work 
at  the  hospital  so  all  of  the  personnel  were  afforded 
ample  time  to  visit  points  of  interest  in  the  Holy 
Land  and  neighboring  Lebanon,  Syria,  and  Trans- 
jordan. The  military  situation  having  changed  with 
the  retreat  of  the  Africa  Korps,  the  hospital  con- 
structed for  1,000  patients,  had  so  few  present  that 
it  was  decided  a 250  bed  unit  could  amply  care  for 
it.  Our  unit  was  therefore  moved  in  the  early  days 
of  May  1943  to  a new  hospital  setup  at  Khorrams- 
hahr,  Iran,  at  the  confluence  of  the  Shat-el-Arab 
and  the  Karun  Rivers.  There  the  personnel  travelled 
overland  through  Syria,  and  across  Iraq  by  air  con- 
ditioned buses  to  Bagdad  (where  all  spent  a few 
days),  then  via  rail  to  Basra  (the  home  of  Sinbad  the 
Sailor),  thence  to  our  new  station  at  Khorramshahr 
in  Iran  by  river  boat. 

Khorramshahr  was  an  unusually  busy  port.  It  was 
the  main  port  of  debarkation  of  U.  S.  Supplies  for 
Russia.  Here  were  always  present  a great  number 
of  Liberty  Ships  and  others,  unloading  their  moun- 
tainous piles  of  equipment  to  aid  our  ally,  the 
Russian  Bear. 

Here  also  was  the  main  southern  terminus  of  the 
railroad,  largely  modernized  and  partially  con- 
structed by  U.  S.  Engineers  and  run  by  them.  All 
of  the  young  engineers  running  the  freight  and 
passenger  trains  on  this  busy  one  track  Railroad  of 
Iran  are  from  the  U.  S.  Army  Engineers. 

Khorramshahr  is  also  the  terminus  of  the  road 
running  to  Teheran.  This  road  was  in  the  main  con- 
structed and  kept  in  repair  by  U.  S.  Armv  Engineers 
and  a constant  stream  of  trucks  and  supplies  was 
kept  always  going  north,  to  Russia. 

In  July  I was  transferred  to  Teheran,  the  capital, 
and  in  September,  left  via  C-i  freighter  for  the 
United  States.  This  was  a 62  day  trip  from  Khor- 
ramshahr, through  the  Persian  Gulf  and  the  Indian 
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Ocean,  below  the  tip  of  Africa  to  Montivideo, 
Uruaguay  (where  the  ship  was  loaded),  thence  to 
Trinidad  (Port  of  Spain)  for  a couple  of  days  and 
back  through  Port  of  New  York  to  home,  and 
believe  me,  the  lady  with  torch  surely  looked  good. 

My  assignment  at  home  on  the  rotation  policy 
was  not  apt  to  be  for  more  than  6 months.  I was 
made  Post  Surgeon  and  Commanding  Officer  of  an 
800  bed  Station  Hospital  at  Camp  Gordon  Johnston, 
Florida  (the  amphibious  training  center).  Here  the 
training  of  Engineer  Special  Brigades  in  landing 
operations  and  the  use  of  the  amphibious  trucks, 
“ducks,”  is  carried  on.  There  are  also  Harbor  Craft 
outfits  that  repair  and  maintain  Port  facilities  for 
the  Army. 

On  May  12  my  six  months  were  up  and  on  May 
30  I was  notified  that  I was  to  proceed  to  Camp 
Barkeley,  Texas,  to  activate,  train,  and  take  over- 
seas, the  174th  General  Hospital  (1,000  beds).  Our 
date  of  departure  is  not  too  far  off  and  it  is  expected 
that  our  experience  on  this  trip  will  be  of  unusual 
interest  as  we  expect  to  be  in  fairly  close  support  of 
the  combat  troops. 

The  Navy  used  to  have  a slogan  for  recruiting, 
“Join  the  Navy  and  see  the  World,”  but  right  now 
it  is  my  experience  that  the  Army  is  likewise  doing 
a fairly  good  job  of  seeing  the  world. 

Chester  E.  Haberlin 

From  Capt.  A.  L.  Gentile,  AUS,  New  Haven 

c/o  Postmaster,  New  York,  N.  Y., 

5 September  1944 

I have  been  receiving  the  State  Journal  regularly 
and  am  grateful.  Please  correct  my  APO  number  to 
APO  634. 1 am  still  in  England  and  am  now  entitled 
to  wear  one  overseas  stripe.  I have  had  an  opportu- 
nity to  see  much  of  the  country  and  have  visited 
several  London  hospitals.  I have  made  a good  friend 
in  Mr.  W.  B.  Gabriel,  the  eminent  English  rectal 
surgeon  who  has  allowed  me  to  attend  his  clinic  at 
St.  Mark’s  Hospital  in  London  twice  weekly  where 
I have  been  able  to  see  and  treat  patients  under  his 
guidance.  I was  able  to  accomplish  this  through 
my  commanding  officer’s  approval. 

Shortly  after  D-day  I took  part  for  a time  in  air- 
sea  rescue  work  in  the  English  channel  and  this 
proved  to  be  my  opportunity  also  to  get  tb  the 
shores  of  France.  I had  several  unforgetable  mem- 
ories of  this  service  which  censorship  forbids  giving 
any  details  of.  At  present  we  are  awaiting  the  fall 
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of  Germany  and  then  I suppose  we  will  “sweat  out” 
the  route  we  are  to  take  home. 

I note  with  delight  the  interest  the  Society  is 
taking  in  medical  men  of  the  Army  and  Navy  and 
trust  some  post  war  plan  of  mutual  benefit  will  be 
formulated. 

I will  be  interested  in  seeing  the  results  of  the 
recent  questionnaire  published  in  the  forthcoming 
Army  and  Navy  number. 

A.  L.  Gentile 

P.S.  Good  luck  to  all  at  home  and  abroad. 

From  Major  C.  A.  Breck,  AUS?  Wallingford 

October  1 6,  1944 

Your  letter  of  August  15,  1944  reached  me  on 
October  10,  having  traveled  to  New  Zealand,  back 
to  California,  thence  to  Utica,  N.  Y.,  and  finally  to 
Hot  Springs  National  Park,  Arkansas,  where  I am 
at  the  moment  a patient  in  the  Army -Navy  General 
Hospital.  As  you  may  know,  this  hospital  has  been 
designated  by  the  S.G.O.  as  a center  for  study  and 
treatment  of  rheumatic  diseases  and  its  census  has 
jumped  from  400  odd  (when  I arrived  in  December 
1943)  to  1,500  at  the  present  time.  Special  work  is 
also  being  done  in  the  treatment  of  poliomyelitis 
especially  in  the  field  of  rehabilitation.  Lt.  Col. 
Philip  Hench,  formerly  of  the  Mayo  Clinic  is  in 
command  of  the  medical  service,  Major  Edward 
Boland,  also  Mayo  trained,  heads  the  section  on 
rheumatic  diseases.  The  section  of  physical  medi- 
cine, headed  by  Major  Jerome  Lee  overlaps  the 
rheumatic  or  arthritic  section  in  that  physiotherapy 
(hydro-therapy,  electro-therapy,  occupational 
therapy  and  supervised  exercises)  are  prescribed  for 
most  of  the  patients  with  joint  disease.  The  hot 
spring  water  is  utilized  extensively  in  the  treatments 
given  here,  one  of  the  greatest  comforts  an  arthritic 
can  experience. 

The  occupational  therapy  department  has  been 
developed  during  the  past  six  months  under  the 
supervision  of  Major  Lee  and  Miss  Waller,  a trained 
physiotherapist  with  special  instruction  in  treatment 
by  occupation.  Many  forms  of  interesting  jobs  are 
provided,  a well  equipped  carpenter  shop,  volunteer 
workers  who  teach  music  and  art.  Any  interest  a 
soldier  may  have  can  be  stimulated  whether  it  be 
leather  work,  radio  construction,  fly  tying,  wood 
carving,  cabinet  making,  weaving,  plastic  design, 
typewriting,  book  binding,  metal  work,  knot  tying, 
mechanical  drawing— in  fact  all  he  has  to  do  is  name 


his  preference  and  someone  is  available  for  instruc- 
tion and  materials  obtainable  for  his  use.  The  patients 
with  muscle,  nerve  or  joint  injuries  find  this  type 
of  exercise  much  more  interesting  and  productive 
as  well  than  the  conventional  types  of  routine  physi- 
cal exercise  and  as  one  might  expect,  progress  is 
much  more  rapid. 

This  hospital  is  one  of  the  Army’s  finest  institu- 
tions, now  under  the  command  of  General  Ralph 
Goldthwaite  who  is  primarily  responsible  for  its 
superiority. 

I left  the  39th  General  Hospital  in  November 
1943,  after  sixteen  months  association  with  it,  evacm 
ated  as  a medical  casualty  with  rheumatoid  arthritis. 
Having  thus  seen  both  sides  of  the  Army’s  medical 
program,  I can  vouch  for  its  dual  efficiency.  There 
are  members  of  the  Yale  group  engaged  in  record- 
ing the  unit  activities  so  I won’t  attempt  a report  in 
any  detail.  Let  me  say,  however,  that  the  hospital  has 
served  the  South  Pacific  well  and  there  is  yet  to 
come  to  my  notice  a dissatisfied  patient.  In  fact, 
after  my  return  to  the  U.  S.  a great  many  of  the 
officers  who  were  evacuated  with  me  expressed  a 
desire  to  return  to  New  Zealand,  insofar  as  hospital  ; 
treatment  was  concerned.  Lor  over  a year  we  were 
the  only  general  hospital  in  the  area  and  as  such 
received  most  of  the  casualties  from  the  Solomon 
Islands.  We  treated  every  sort  of  disorder  common 
to  man  (and  a few  women)  practically  all  of  course 
having  malaria  as  a primary  or  complicating  factor. 

I his  was  especially  troublesome  to  the  surgeons  who 
looked  upon  malaria  as  a second  cousin  who  had  to 
be  tolerated.  There  are  worries  in  Army  medicine, 
plenty  of  them  and  Lt.  Col.  (Jim)  Lox  and  Col. 
(Scotty)  Oughterson  (who  recently  received  the 
Legion  of  Merit  award ) were  superb  in  their  efforts 
to  run  a class  A institution.  Lront  my  own  compari- 
sons along  the  way  it  will  rate  a triple  A in  any 
league. 

Lor  a description  of  the  trip  back  to  the  U.  S. 
aboard  an  Army  transport  let  me  refer  you  to  an 
article  in  the  Saturday  Evening  Post  for  October 
*4»  '944  entitled  “The  Return  Trip.”  We  had  one 
additional  bit  of  excitement  when  one  of  the  marines 
from  the  “psycho”  ward  jumped  out  through  a 
porthole.  ^ es,  he  was  picked  up  and  when  safely 
aboard  he  stated  happily,  “Boy,  I’d  like  to  do  that 
every  day.  We  had  several  “alerts,”  suspicions  of 
hovering  Jap  submarines  but  saw  nothing  to  disturb 
an  otherwise  peaceful  voyage.  Landing  at  Long 
Beach  was  just  a matter  of  business,  no  band,  no  fuss, 
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no  dock  lined  with  welcoming  faces  as  is  customar- 
ily described,  just  a Red  Cross  worker  handing  out 
a package  of  cigarettes  to  each  soldier  as  he  was 
carried  off  the  boat  onto  the  waiting  hospital  train. 
Being  home  again  was  sufficient  for  most  of  them— 
as  a rule  the  American  soldier  does  not  like  to  return 
as  a casualty,  regardless  of  how  well  he  has  done  his 
duty.  Some  boys,  gifted  with  a little  foresight  are 
even  frightened  a little  at  being  home.  They  wonder 
what  they  will  say  when  they  meet  the  town  folks 
and  are  asked,  “What  are  you  home  for  Joe,  the  war 
isn’t  over  out  there,  is  it?”  Sometimes  they  can’t 
show  a purple  heart  or  a jagged  scar  to  refute  this 
pseudo  accusation.  All  they  may  know  is  that  they 
nearly  died  of  malaria  or  so  they  have  been  told  or 
that  they  are  emotionally  unsuitable  for  soldiering. 
They  have  no  quick  and  suitable  answer  to  these 
thoughtless  questions  that  will  be  satisfactory  to 
both. 

To  return  again  to  the  39th  General,  all  reports 
indicate  a scattering  of  its  original  personnel,  all  to 
advanced  bases  with  new  assignments.  Paul  Harper 
was  the  first  to  leave,  then  followed  Scotty  Oughter- 
son.  Since  then  Manwell,  Welt,  Fuldner,  Falk,  Dun- 
leavy,  Newberg,  Moore  and  Sutherland  have  been 
transferred  to  new  jobs.  Paul  McLean  and  I are  the 
only  two  returned  because  of  illness.  Many  of  the 
remaining  “old  guard”  should  get  back  to  this  coun- 
try early  in  1945  on  the  “rotation  plan”  but  only 
after  they  have  been  relieved  by  medical  officers 
who  have  spent  their  first  two  years  of  duty  in  the 
U.  S. 

I enjoyed  your  last  Army-Navy  issue— this  one 
with  more  of  the  war  back  of  us  will  no  doubt  be 
even  better.  Please  note  my  change  of  address. 

C.  A.  Breck 

From  Captain  A.  E.  Reichenbach,  AUS, 
Waterbury 

Station  Hospital,  Fort  Logan,  Colorado, 

19  August  1944 

In  reply  to  your  letter  of  August  15,  1944,  I want 
you  to  know  that  I receive  the  Journal  each  month 
with  constant  regularity,  and  I enjoy  reading  the 
articles  and  news  about  home.  Home  means  more 
when  you  are  far  away  and  any  news,  no  matter 
how  small  or  trivial,  is  certainly  welcome. 

Right  now  I am  stationed  at  Fort  Logan,  Colorado. 
This  is  a convalescent  hospital,  and  we  are  treating 
those  casualties  returned  from  overseas.  The  work  is 


very  interesting  and  varied.  Most  of  our  patients 
here  come  under  the  category  of  those  casualties 
resulting  from  accidents  and  wounds,  and  a great 
percentage  are  orthopedic  in  nature.  We  also  have 
a number  of  cases  of  operational  fatigue  and  several 
cases  of  tropical  diseases.  The  men  themselves,  who 
come  back  from  overseas,  are  very  good  patients. 
Their  morale  is  good  and  they  are  all  anxious  to  get 
back  into  the  fight.  The  convalescent  program  here 
is  probably  one  of  the  best  in  the  country.  We  have 
a very  complete  occupational  therapy  program  and 
recreational  facilities,  and  the  patients  really  respond 
and  recover  rapidly. 

I also  have  started  and  am  completely  in  charge 
of  the  maternity  ward  here.  Because  of  the  lack  of 
facilities  in  and  around  Denver  for  the  soldiers,  a 
maternity  ward  was  started. 

Besides  that,  we  are  running  a control  program 
for  the  rheumatic  fever  survey  of  the  Army.  It  is 
very  complete  and  the  officers  here  who  are  on  the 
program  are  becoming  quite  familiar  with  rheumatic 
fever  and  its  treatment.  We  expect  that  the  findings 
and  the  treatment  in  the  care  of  rheumatic  fever 
patients  at  Fort  Logan  will  be  incorporated  in  a 
book  that  is  to  be  published  by  the  Air  Surgeon. 

Hope  that  this  will  be  of  some  informative  value 
to  you. 

Alfred  E.  Reichenbach 

From  1st  Lt.  Daniel  O.  Sayers,  AUS, 
Waterbury 

August  22,  1944 

Your  letter  of  the  15th  reaches  me  at  my  new 
address. 

I had  planned  to  write  you  of  the  change  so  I 
could  continue  my  contact  with  Connecticut  medi- 
cine. I might  as  well  be  in  the  South  Pacific  for  all 
the  news  of  Connecticut  doings  hereabouts. 

My  new  post  sees  me  in  charge  of  four  wards  of 
orthopedics  patients,  largely  men  who  have  been 
wounded  in  foreign  service  in  the  Air  Forces.  The 
program  here  is  excellently  arranged  so  that  all  the 
patients  involved  have  a maximum  of  physiotherapy 
and  directed  exercise  in  a pleasant  environment  with 
minimal  restriction  consistent  with  Air  Force  Regu- 
lations. As  might  be  expected  there  is  also  a large 
proportion  of  “operational  fatigue”  cases  cared  for 
in  addition  to  orthopedics. 

I was  particularly  impressed  with  Dr.  J.  R.  Miller’s 
“Report  to  the  Council”  in  the  July  edition  of  the 


8 46 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


Journal  and  feel  it  will  bear  re-reading  by  all  inter- 
ested in  the  future  of  the  Society  and  Medicine.  It 
is  a very  progressive  summary  of  many  of  the  things 
we  all  are  to  be  confronted  with  in  post  war  medical 
practice  approached  in  a very  realistic  manner. 

Like  the  saying— “No  Atheists  in  Foxholes”— 
“Service  away  from  home  makes  all  doctors  from 
Connecticut  cover  to  cover  readers  of  the  Journal— 
when  they  get  it.” 

I feel  fortunate  to  have  all  the  editions  since  leav- 
ing Waterbury  and  hope  they’ll  continue  to  come. 

My  best  to  my  Waterbury  and  Connecticut 
friends  whenever  the  Journal  finds  them. 

Daniel  O.  Sayers 


From  Capt.  Milton  L.  Jennes,  AUS, 

Waterbury 

San  Francisco,  Calif., 

30  October  1944 

This  is  to  notify  you  of  the  change  in  my  address, 
to  enable  the  Journal  to  get  to  me  more  readily. 

It  is  nice  getting  news  of  medical  activities  at 
home.  Two  and  a half  years  overseas  sharpens  one’s 
interest  in  all  things  local! 

My  thanks  to  the  editors  for  getting  out  such  fine 

1SSUeS‘  Milton  L.  Jennes 


satisfactions  he  experienced  coming  in  to  the  service, 
and  the  problems  of  the  Army  and  how  to  handle 
fear  so  that  it  is  a positive  instead  of  a negative 
force.  Orientation  for  the  officer  group  is  perhaps 
almost  more  important  where  knowledge  of  morale, 
training,  leadership  are  so  important.  Then  in  battle 
the  Div.  N.P.  must  have  a staff  trained  to  handle 
large  groups  of  “exhaustion”  cases  from  time  to 
time.  So  not  only  must  the  Battalion  and  Regimental 
Surgeons  have  a practical  knowledge  of  psycho- 
somatics  and  general  psychiatry,  but  psychiatric 
“nurse  case  workers”  must  be  found  and  trained. 
When  psychiatric  cases  are  treated  close  to  their 
units,  close  to  the  front  lines  many  more  can  be 
returned  to  duty,  and  saved  from  becoming  fixed  in 
their  illness— a loss  to  society  and  themselves. 

The  greatest  boon  to  the  Div.  N.P.  is  that,  not 
only  is  he  cheered  when  things  go  well— when  team 
work,  leadership  and  morale  are  high,  but  even  when 
the  night  is  darkest  there  is  always  a new  challenge, 
new  methods  to  devise  to  solve  the  problems  and 
new  knowledge  gained  of  the  devious  ways  of  man. 

Now  that  winter  is  here  we  have  high  hopes  again 
of  getting  into  the  thick  of  battles. 

Lewis  Thorne 


From  Lieut.  F.  Reichenbach,  USNR, 
Watertown 


From  Major  Lewis  Thome,  AUS, 
New  Haven  County 

Camp  Swift,  Texas, 

6 November  1944 

This  is  indeed  a delayed  answer  to  your  letter  of 
August  1 5 requesting  information  about  your  mem- 
bers’ activities,  but  perhaps  some  of  the  news  will 
not  be  in  yet. 

Major  Alfred  Sundquist  of  Manchester,  for  some 
time  medical  inspector  of  the  10th  Light  Division 
(receiving  mountain  and  ski  instruction  at  Camp 
Hal),  received  a call  to  join  another  outfit  and  we 
understand  he  has  been  near  the  thick  of  it  in  France. 

I too  have  been  working  in  the  Division  Surgeon’s 
office,  being  assigned  last  January  as  the  Division 
Neuropsychiatrist.  As  you  know  by  now,  the  Div. 
N.P.  has  many  functions  other  than  just  screening 
out  those  unfit  to  serve  in  a combat  organization. 
There  is  important  orientation  to  be  carried  out  for 
the  enlisted  man  to  help  him  understand  better  what 
the  big  picture  of  this  war  is,  to  face  the  loss  of 


France, 

September  22,  1944* 

I was  delighted  to  hear  from  the  Journal  and  to 
receive  a request  for  a note  of  interest  to  the  doctors 
at  home.  My  answer  is  given  with  the  feeling  that  I 
am  inadequate  to  the  task  of  supplying  much  medi- 
cal information.  I am  only  a minor  cog  in  the  military 
machine  and  most  of  my  time  has  been  spent  as  a 
battalion  Medical  Officer  where  the  orthodox  pro- 
cedures are  used  and  not  in  the  hospitals  where  a 
more  investigative  attitude  can  be  taken.  As  a con- 
sequence my  nebulous  impressions  are  to  be  taken 
lightly. 

Early  in  my  membership  in  the  Navy  I was  as- 
signed to  a Construction  Battalion.  A “Seabee” 
battalion  consists  of  approximately  a thousand  men. 

I hey  are  all  artificers  or  specialists  such  as  elec- 
tricians, carpenters,  tinsmiths  and  machinists.  They 
are  usually  in  the  older  age  groups.  The  officers  are 
graduate  engineers.  It  is  a well  balanced  unit  capable 
of  any  engineering  feat. 

* Received  shortly  before  Lieutenant  Reichcnbach’s  death 
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The  Medical  Department  is  of  less  importance, 
having  none  of  the  drama  of  building  an  air  strip  or 
the  excitement  of  burying  Japs  in  a gun  implace- 
ment  with  a bulldozer.  There  is  no  medical  analogy 
to  these  magnificent  stunts.  There  are  two  Medical 
Officers  and  a Dentist  with  ten  hospital  corpsmen 
capable  of  staffing  a twenty-five  bed  dispensary. 
The  latter  are  the  hardest  working,  best  boys  in  the 
U.  S.  Navy.  They  are  particularly  adept  at  records 
which  are  anathema  to  any  physician  in  or  out  of 
the  Navy. 

The  duty  of  the  Medical  Officer  is  predominantly 
sanitation.  In  South  Pacific  warfare  malarial  care  and 
prevention  is  most  important.  The  Seabee  battalions 
had  a large  part  in  malarial  control.  As  the  battalion 
is  a mobile  unit  medical  care  is  on  the  fly.  Sick  call, 
respiratory  infections,  fractures  and  minor  surgery 
constitute  the  major  portion  of  the  work.  In  France 
a type  of  gastro-enteritis  is  prevalent.  It  is  a short 
lived,  explosive  diarrhea  accompanied  by  vomiting 
and  cramps  in  approximately  fifty  per  cent  of  the 
cases.  No  definite  organism  has  as  yet  been  made 
responsible  for  it.  The  bacillary  dysenteries  will 
probably  fit  in  better  than  any  other  with  water  as 
the  vehicle.  All  the  water  in  France  is  polluted  and 
must  be  purified  and  chlorinated  before  it  can  be 
used. 

It  is  not  too  long  since  we  bid  a sad  and  lingering 
farewell  to  the  “Lady  of  Liberty”  and  sailed  in  con- 
voy for  the  country  from  whom  she  was  a gift. 
I’m  sure  they  have  learned  to  treasure  what  she 
stands  for  after  four  years  of  German  occupation. 
We  traveled  a circuitous  route,  disembarking  in 
Scotland,  we  crossed  England  by  train  and  the  chan- 
nel to  France  in  a landing  craft. 

It  is  the  old  continent!  It  lacks  the  newness  of  our 
white  clapboard  and  green  shuttered  houses,  our 
wide  lawns  and  highways.  The  houses  are  of  gray 
stone  with  red  tile  roofs,  high  peaks  and  chimney 
pots.  The  roads  are  narrow.  In  France  they  are 
lined  by  hedgerows  giving  a covert  and  hidden  look 
to  the  countryside. 

Non  military  vehicles  are  at  a minimum.  The  roll- 
ing rubbertired  flood  of  military  vehicles  on  the 
Continent  is  a monument  to  American  industry.  The 
traffic  is  heavier  than  old  route  6 on  a prewar  Labor 
Day  weekend.  When  we  think  of  the  industry 
which  has  produced  these  various  machines  of  war 
and  transported  them  here  and  think  what  it  would 
mean  could  this  be  diverted  to  more  peaceful  pur- 
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suits,  we  should  treasure  what  that  “Lady  of  Lib- 
erty” stands  for. 

The  French  seem  a bewildered  race.  The  Germans 
confiscated  most  of  their  food  and  livestock.  1 he 
British  and  Americans  as  a necessity  to  conquest 
have  destroyed  their  homes.  Transportation  facilities 
and  industries  have  suffered  as  well.  The  injury  is 
severe  and  the  people  will  be  a long  time  licking 
their  wounds.  I wonder  what  it  will  do  to  their 
thinking? 

The  most  startling  thing  in  a medical  sense  is  the 
sanitation  on  the  continent  or  rather  the  lack  of  it. 
In  this  part  of  France  sewage  still  runs  in  the  streets 
and  inside  plumbing  is  at  a minimum.  To  my  unac- 
customed eye  the  sidewalk  urinal  is  a curiosity.  The 
old  story  of  the  man  tipping  his  hat  to  a passing 
female  acquaintance  while  relieving  himself  is  here 
an  actuality.  It’s  un-American! 

I visited  the  local  Armv  hospital  and  met  some  of 
the  Michigan  unit.  Colonel  John  Sheldon  kindly 
took  me  for  a tour  of  the  underground  hospital 
facilities  built  by  the  Germans.  They  are  being  used 
by  the  Americans  and  are  well  constructed.  The 
supplies  and  instruments  captured  seem  of  good 
quality.  The  use  of  concrete  in  shelters  and  fortifica- 
tions represents  a great  deal  of  work. 

To  conclude  in  a trite  fashion,  war  is  destructive. 
In  the  final  analysis  there  is  no  victor.  Unfortunately 
at  times  it  is  necessary  to  do  battle  to  stifle  a few 
madmen.  I think  every  medical  man  gives  his  serv- 
ices willingly  and  cheerfully  in  an  attempt  to  allevi- 
ate the  suffering  inflicted  by  these  selfstyled  saviors 
of  the  human  race,  realizing  the  futility  of  war  and 
wishing  with  all  his  heart  that  he  could  get  home  to 
his  family  and  friends. 

It  is  with  the  deepest  regret  that  I learned  of  the 
death  of  two  grand  men.  Doctors  John  Dye  and 
Charles  H.  Brown  of  Waterbury.  I know  I’ll  miss 
seeing  them  when  I return. 

F.  Reichenbach 

From  Major  Harry  S.  Phillips,  AUS, 
Westport 

Camp  Shelby,  Miss.,  Station  Hospital, 

3 September  1944 

Thanks  for  your  letter  of  15  August  forwarded 
to  me  from  Westport.  I returned  to  the  United 
States  from  the  European  theatre  March  this  year 
on  the  rotation  system.  Went  over  with  10  Field 
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Hospital  March  1943  and  we  were  fortunate  to  see 
action  in  three  campaigns,  Tunisia,  Sicily  and  Italy. 

The  field  service  was  interesting  and  one  cannot 
give  enough  praise  to  excellent  work  done  by  Medi- 
cal Corps  in  this  war.  The  results  in  getting  injured 
and  sick  treated  quickly  speak  for  themselves. 

Since  returning  had  an  excellent  course  at  Army 
Medical  School  in  tropical  and  acute  infectious 
diseases.  Now  am  working  at  Station  Hospital  here 
in  Mississippi  on  Medical  Service  as  assistant  chief. 

A Bridgeport  surgeon,  Major  Reiter,  was  attached 
to  us  for  Sicilian  campaign,  and  did  some  beautiful 
life  saving  abdominal  surgery  under  very  trying 
conditions  in  the  field. 

Continued  success  to  your  home  Journal. 

Harry  S.  Phillips 

From  Lt.  Col.  Edward  J.  Ottenheimer,  AUS, 
Willimantic 

^ # 

23  July  1944 

We  had  a busy  time  and  some  day  I hope  to  be 
able  to  tell  you  more  about  it  in  detail.  Just  now  we 
are  approaching  a lull  as  our  particular  theatre  rolls 
up.  The  war  is  moving  rapidly  now,  out  into  the 
vast  reaches  of  the  Pacific,  and  I assume  we  will 
follow  the  show. 

It  has  been  pleasant  enough  here  surrounded  as 
we  are  by  all  the  appurtenances  of  civilization  and 
English  culture  and  working  in  a large  base  hospital 
equipped  to  the  teeth  with  every  device  known  to 
science.  The  Army  has  spared  nothing  to  give  us 
anything  we  wanted  or  needed  and  the  acquisition 
has  not  been  attended  with  traditional  red  tape.  But 
after  almost  two  years  all  of  us  would  welcome  a 
change,  even  for  the  worst,  if  it  afforded  an  oppor- 
tunity to  see  more  of  the  world,  and  at  the  same  time 
contribute  what  we  can  to  accelerating  the  progress 
of  the  war. 

News  is  good  these  days  as  you  know  and  the  end 
may  well  be  in  sight.  It  will  be  welcome  indeed 
because  we  have  already  been  away  from  home  over 
two  years  and  it  is  tough  on  us  as  well  as  our 
families.  But  the  stakes  are  high  in  this  war  and  any 
financial  disaster  which  will  be  ousted  upon  us  as  a 
result  of  giving  up  civilian  practice  will  be  com- 
pensated in  some  measure  by  the  satisfaction  of 
having  done  our  bit. 

Clinically  we  have  seen  a lot  in  this  hospital  but 
it  is  not  the  type  of  work  encountered  in  civilian  life. 


As  chief  of  a huge  surgical  service  I have  done  little 
of  the  routine  work  like  hernias,  appendices,  etc., 
but  have  dabbled  in  the  unusual  cases  which  in- 
trigued me.  But  I see  all  the  cases  on  rounds  and  my 
experience  in  general  surgery  over  a long  period 
of  years  has  been  of  great  value  to  me  in  making 
the  necessary  decisions.  Harmony  reigns  on  the 
service  even  though  we  have  perhaps  more  than  our 
share  of  surgical  prima  donnas.  But  then  the  same 
is  true  on  all  the  services  so  I am  not  attempting  to 
reflect  credit  upon  me.  It  has  been  a hard  working, 
conscientious  group  of  men  with  skill  and  ingenuity 
and  the  mutual  associations  have  been  stimulating. 

* * * * 

No  narrow  outlook  will  suffice  if  the  profession  is 
to  dominate  the  future  of  medical  practice.  We  want 
men  of  vision  and  who  are  practical  at  the  same  time. 
Little  sideshows,  such  as  whether  or  not  x-ray 
charges  are  to  be  included  in  a medical  plan,  appear 
to  us  at  this  distance  to  be  very  small  compared  with 
the  larger  issues  at  stake.  There  should  be  no  pres- 
sure groups  within  the  profession.  We  must  combine 
on  the  large  problems  before  they  are  taken  out  of 
our  hands  by  less  well  meaning  politicians. 

* * * * 

E.  J.  Ottenheimer 

From  Capt.  Francis  Gallo,  AUS,  Winsted 

Asheville,  N.  C., 
November  2,  1944 

At  last  I have  some  time  to  myself  and  can  sit 
down  and  answer  your  very  nice  letter  of  October 
23.  I just  had  no  time  to  myself  during  my  three 
weeks  at  home  and  now  that  I am  down  here  in  this 
very  lovely  setting  taking  a two  weeks  rest  cure  I 
decided  to  answer  your  letter. 

I entered  the  Army  on  April  15,  1941  and  was 
assigned  to  the  101st  Inf.  Reg.  26th  Div.  as  battalion 
surgeon.  On  February  1,  1942,  I was  transferred  to 
the  109th  medical  battalion  of  the  34th  Inf.  Div.  and 
on  February  19  I was  on  the  high  seas  headed  for 
northern  Ireland  where  we  landed  on  Adarch  2.  At 
that  time  I was  S-3  of  the  battalion  and  in  June  I 
was  assigned  to  a collecting  company  of  the  bat- 
talion. From  there  we  went  to  Scotland  and  I was  a 
part  of  one  of  units  which  made  the  landing  in  the 
Algiers  sector  on  November  8,  1942.  Eventually  I 
landed  in  the  Tunisian  front  where  in  support  of  the 
1 68th  Combat  Team  on  February  14,  1943  in  the 
German  break  through  at  Faid  Pass  we  were  cut  off. 
Things  were  quite  hot  most  of  the  day  as  the  battle 
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raged  around  us  and  through  us  and  we  had  a good 
many  casualties  to  handle.  We  finally  had  to  make 
a decision  as  to  whether  to  cut  cross  country  on  foot 
to  save  ourselves  or  stay  and  treat  the  casualties 
and  take  the  consequences  of  capture.  We  decided 
to  do  the  latter.  It  was  at  this  time  that  I was  injured 
in  the  right  shoulder.  Though  we  had  prepared  our- 
selves for  capture,  we  still  had  a terrific  let  down 
feeling  when  the  Germans  finally  got  us.  It  just 
seemed  as  if  the  bottom  had  dropped  out  of  the 
world. 

From  there  I was  transferred  to  a German  field 
hospital  and  the  next  day  to  a German  general 
hospital  in  Sfax.  My  treatment  by  them  was  poor 
and  I was  shown  no  professional  courtesies.  I was 
just  another  prisoner  to  them.  1 was  with  them  for  a 
week  and  was  then  transferred  to  an  Italian  field 
hospital  where  slightly  better  treatment  was  given, 
but  here  I acquired  scabies  with  which  I had  quite 
a time.  At  the  end  of  February  I was  taken  in  an 
Italian  hospital  ship  to  Bari,  Italy,  from  where  I 
went  to  a P.O.W.  hospital  at  Altamuva.  After  two 
weeks  I was  released  from  here  to  a transient 
P.O.W.  camp  in  Bari  and  in  the  first  week  in  April 
I was  sent  to  Camp  PG-z  i at  Chieti.  Flere  because 
of  my  knowledge  of  the  language  I was  put  in 
charge  of  the  P.O.W.  hospital  in  the  camp. 

In  the  camp  we  had  about  1,000  British  officers, 
200  American  officers  and  300  enlisted  men,  mostly 
British.  Living  conditions  weren’t  too  good  and  our 
quarters  were  crowded.  The  food,  what  there  was 
of  it,  was  very  poor  and  if  it  had  not  been  for  the 
Red  Cross  food  parcels,  of  which  each  man  received 
one  a week,  a good  many  of  us  might  have  starved 
to  death.  Considering  conditions  the  health  of  the 
men  wasn’t  too  bad.  The  only  things  we  had  much 
of  were  impetigo  of  the  face  which  I found  extreme- 
ly hard  to  cure  with  what  we  had  to  treat  it  with 
and  jaundice  which  I found  hard  to  explain  though 
I had  mv  own  theory  of  explaining  it.  The  latter 
continued  for  several  weeks  in  most  cases  before 
clearing  up.  There  were  no  deaths,  however. 

After  the  armistice  with  Italy  the  Germans  took 
us  over  and  about  a week  later  moved  us  to  another 
Camp  at  Sulmona.  On  October  2,  1943  eight  hun- 
dred of  us  were  put  on  a train  for  Germany,  all  but 
twenty  of  us  in  box  cars  which  were  locked.  On  the 
following  day  at  about  10:00  A.  M.  I managed  to 
jump  off  the  train  just  south  of  Florence  and  very 
luckily  for  me  esscaped  recapture.  I was  helped  by 
ji  friendly  Italians  who  saw  the  escape  happen.  They 
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supplied  me  civilian  clothing,  as  I was  dressed  in 
Army  uniform,  and  told  me  where  I could  hide  out 
in  the  hills.  Here  I contacted  anti-fascist  Italian 
elements  and  worked  with  them  and  Italian  partisans 
behind  the  German  lines.  As  the  front  drew  near  on 
August  1 I finally  crossed  the  front  line  and  joined 
up  with  a unit  of  the  British  8th  Army.  I worked 
with  them  and  A.M.G.  for  two  weeks  and  then  re- 
turned back  to  our  Army  and  actually  rejoined  my 
old  outfit  the  109th  medical  battalion,  34th  Inf.  Div. 
You  can  well  imagine  their  surprise  at  seeing  me. 
They  thought  that  I was  someone  resurrected  from 
the  dead.  Finally  I sailed  for  the  good  old  U.  S.  A. 
on  September  13  and  landed  here  on  September  26. 
You  can  be  assured  that  I was  extremely  glad  to  just 
be  alive  as  well  as  to  be  back  home.  It  was  hard  to 
believe  that  I had  finally  made  it  back  home  after  so 
many  trials  and  tribulations. 

Of  course  there  are  a good  many  things  I can’t 
reveal  such  as  just  exactly  how  I worked  my  leap 
from  the  train  without  getting  shot  at  and  what  my 
activities  were  in  the  ten  months  as  an  escaped  pris- 
oner behind  the  German  lines  but  I can  promise  you 
that  the  last  was  no  fun  and  most  of  it  was  a hideous 

nightmare.  ^ 

b r rancis  Gallo 

From  Lt.  Comdr.  S.  A.  Thompson,  USNR, 
Greenwich 

6 October  1944 

Yours  of  August  15  just  received,  and  I regret  that 
strict  censorship  in  our  particular  area  eliminates  the 
many  subjects  that  would  prove  of  interest. 

Briefly,  after  a year  with  the  Air  Force,  I secured 
duty  with  the  Amphibious  Force  and  have  been  in 
the  Pacific  since  last  February.  Have  been  in  on  a 
few  D-davs  but  our  activities  since  Saipan  are  still 
under  strict  censorship.  We  are  well  equipped  to 
handle  practically  any  type  of  surgery  and  have 
treated  many  battle  casualties.  The  periods  between 
invasions  are  naturally  boring  but  under  combat 
conditions  our  surgical  problems  would  tax  the 
facilities  of  a good  surgical  hospital. 

By  necessity,  we  have  learned  the  vast  difference 
between  civil  and  military  surgery  and  will  probably 
require  a period  of  readjustment  to  once  more 
accommodate  ourselves  to  a civilian  practice. 

Needless  to  sav,  the  Journal  is  very  welcome  and 
is  usually  well  thumbed  by  the  time  it  has  passed 
through  the  Medical  Department. 

S.  A.  Thompson 
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From  Captain  Edmond  R.  Zaglio,  AUS, 
Manchester 

Somewhere  in  the  Aleutians, 
September  16,  1944 

It  was  with  great  pleasure  I received  your  letter 
stating  an  Army  and  Navy  Journal  number  was  in 
the  making.  There  is  little  I can  say  from  this  lonely, 


Orthopedic  Ward,  Interior,  Aleutian  Islands 


yet  interesting,  corner  of  the  world  that  you  have 
not  already  heard.  I have  been  in  the  Aleutians 
nearly  two  years  with  the  179th  Station  Hospital. 
All  of  this  time  I have  been  on  the  orthopedic  staff 
and  for  the  last  five  months  have  been  chief  of  the 
orthopedic  department.  The  work  has  been  most 
interesting  and  we  have  treated  quite  a variety  of 
cases.  Unfortunately  I cannot  disclose  the  size  or 

number  of  patients  on  my  I 
service.  However,  I am  en- 
closing two  snapshots,  one 
showing  the  exterior  and 
the  other  the  interior,  of 
one  of  the  orthopedic 
wards.  These  may  be  of 
interest.  Our  equipment  is 
unusually  excellent.  Most 
of  the  medical  officers  are 
very  congenial.  The  great- 
est majority  of  us,  while 
away  from  the  states  for  a 
long  period  of  time  are, 
nevertheless,  keenly  inter- 
ested in  both  the  political  ! 
and  economic  trends  in 
medicine.  The  best  of  luck 
to  you  at  home  who  have  to 
bear  the  brunt  and  respon- 
sibility of  guiding  medical 
destiny  in  these  troubled 
times. 

Edmond  R.  Zaglio 


Orthopedic  Ward,  Exterior,  Aleutian  Islands 
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From  1st  Lt.  Paul  Duzmati,  AUS,  Bridgeport 

Belgium,  28  Sept.  44 

I acknowledge  with  great  thanks  and  enthusiasm 
the  receipt  of  the  August  issue  of  the  Connecticut 
State  Medical  Journal.  It’s  a shot  in  the  arm  to 
read  this  Journal,  for  one  just  wishes  he  were  able 
to  attend  your  Twentieth  Clinical  Congress.  Just 
now  the  Germans  are  throwing  heavy  bombs  near- 
by. It’s  the  lull  before  the  final  push. 

Yes,  if  possible,  could  you  forward  me  a tran- 
script or  summary  on  the  topic  “Correct  Treatment 
of  Varicose  Veins,”  that  was  discussed  at  the  Con- 
gress. 

I thank  you  for  sending  the  copy  here  to  the 
battle  front.  Regards  to  all  the  Society. 

Paul  Duzmati 

From  Major  Robert  Walker,  AUS,  Cornwall 

20  September  1944 

Your  thoughtful  letter  of  a month  ago  has  stirred 
me  up  enough  to  try  to  cover  some  of  my  expe- 
riences, which  are  limited,  for  the  most  part,  to  a 
IX  Air  Force  Fighter  Bomber  Group  of  Thunder- 
bolts which  has  been,  and  still  is,  dishing  out  to  the 
Germans  their  own  unhealthy  medicine  on  the 
Western  Front. 

To  hear  the  pilots  go  into  accurate  details  con- 
cerning their  missions,  especially  on  ground  support 
work  makes  me  feel  that  this  is  really  an  important 
factor  in  liquidating  the  Wehrmacht.  It  looks  as 
though  the  Luftwaffe  has  already  said  “uncle,”  much 
to  the  disgust  of  the  more  eager  Bird-Men. 

Having  been  in  the  AAF  since  July  1,  1941  with 
but  six  months  overseas  service,  I can’t  say  that  I 
like  the  sound  of  General  Lear’s  remarks  which 
would  suggest  a round-the-world  trip  for  us.  Of 
course,  seeing  Frick  Sutherland  would  be  almost 
worth  it. 

My  assignment  as  Flight  Surgeon  of  a Group  has 
afforded  a dearth  of  clinical  material  for  me  to 
study.  Pilot  selection  by  the  AAF  has  proven  to  be 
most  successful  in  weeding  out  men  unfit  for  com- 
bat flying  and  I personally  saw  to  it  that  most  of  the 
ground  personnel  were  fit  for  a rugged  outdoor  life 
of  travel  before  leaving  the  U.  S.  A.  Preventive 
medicine,  sanitation,  and  maintainence  of  efficient 
Fighter  Pilots  comprise  my  chief  duties. 

Injured  or  ill  men  are  evacuated  immediately  to 
a Medical  Dispensary  (Aviation)  of  24  beds  which 
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is  assigned  to  this  group  and  is  commanded  by  Cap- 
tain Harold  A.  Bergendahl,  MC,  of  Norwich,  Con- 
necticut. I am  not  a little  bit  envious  of  this  fine 
Connecticut  doctor,  who  handles  his  small  hospital 
full  of  soldiers  in  a superior  manner,  practicing  sur- 
gery, medicine,  and  even  pediatrics  amongst  the 
French  farmers  nearby  who  have  little  or  no  medical 
care  at  this  time.  He  has  been  an  excellent  friend 
to  me,  sharing  both  professional  and  social  expe- 
rience since  our  arrival  here  in  France. 

We  have  fortunately  had  very  few  plane  acci- 
dents on  our  own  landing  fields,  but  those  few,  with 
occasional  flak-torn  bombers  full  of  wounded  found 
Captain  Bergendahl  to  be  an  invaluable  addition  to 
our  team.  For  a weird  thrill  I can  recommend  going 
after  an  unconscious  pilot  in  a burning  bomb  laden 
P-47.  Confidentially,  I don’t  like  it  because  the 
darned  bombs  are  not  fireproofed. 

It  is  amazing  to  see  how  much  punishment  the 
Thunderbolt  can  take;  leaving  the  pilot  practically 
unhurt.  Of  course,  it  is  one  of  the  expected  quirks 
of  war  to  find  ourselves  trained  for  high  altitude 
work,  using  a ship  designed  for  stratosphere  flight, 
yet  when  we  get  into  combat,  dive-bombing  and 
strafing  “on  the  deck”  is  our  assigned  task. 

I had  expected  to  encounter  a considerable  num- 
ber of  pilots  with  “flying  fatigue,”  also  called  “oper- 
ational fatigue,”  which  is  a psychological  response 
to  handling  an  excessive  amount  of  anxiety  result- 
ing from  combat  flying.  However,  I have  seen 
practically  none  of  it  in  any  significant  amount.  The 
answer  is,  1 think,  to  be  found  in  improved  pilot 
selection;  adequate  rest  periods;  being  on  the  win- 
ning team;  confidence  in  their  airplanes;  and  the 
AAF  policy  of  pilot  replacement  after  a reasonable 
tour  of  duty.  If  you  knew  you  had  to  keep  flying 
until  either  the  war  ended  or  your  “number”  came 
up,  you  too  would  know  what  it  means  to  handle 
large  doses  of  anxiety.  This  subject  of  mental  stress 
will  be  completely  covered  in  post  war  journals  by 
psychiatrists  and  psychologists  who  are  doing  on 
the  spot  study  and  treatment.  It  is  a real  privilege 
and  pleasure  to  be  so  closely  associated  with  some 
of  America’s  finest  fighting  men  and  to  see  them  do 
their  job  in  a manner  which  would  make  you  sin- 
cerely proud  to  be  an  American. 

I wish  I could  relate  a few  interesting  medical 
facts  to  you  but  the  War  Department  has  its  censors 
and  I will  confine  my  remarks  to  the  above  general- 
ities and  the  flat  statement  that  we  doctors  over 
here  are  in  a most  fortunate  position.  We  are  backed 
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up  by  the  best  doctors,  hospitals,  and  medical  sup- 
plies available,  and  all  you  may  have  read  in  the 
press  about  the  good  job  being  done  by  the  Medical 
Department  in  this  man’s  army  is  no  idle  talk. 

I have  gotten  all  of  your  Connecticut  State 
Medical  Journals,  for  which  I cannot  thank  you 
enough.  The  subject  matter  is  nicely  balanced  and 
affords  my  hungry  appetite  with  exactly  what  I 
want  to  read.  The  work  of  the  Post  War  Planning 
committee  is  extremely  encouraging  to  me  because 
I surely  do  feel  “rusty,”  and  greatly  in  need  of  post- 
graduate work  before  settling  down  in  Connecticut 
again  in  the  misty  future. 

Robert  Walker 

From  Captain  Gilbert  E.  Moore,  AUS, 
Darien 

c/o  Postmaster,  San  Francisco,  Calif., 
September  17,  1944 

In  reply  to  your  August  15  letter  may  I express 
my  appreciation  for  the  several  copies  of  the  Jour- 
nal which  have  so  thoughtfully  been  sent  to  me  in 
the  past  six  months.  My  overseas  duty  has  thus  far 
been  continuously  in  New  Guinea— a total  of  1 2 
months  to  the  day.  It  is  a far  cry  from  Darien  and 
Connecticut  quite  generally  but  during  this  time  we 
have  seen  considerable  medical  and  military  activity, 
the  former  interesting  and  instructive,  the  latter 
exciting,  to  say  the  least.  I say  exciting  but  it  is  more 
than  that.  It  is  the  feeling  you  get  when  on  a dark, 
moonless  night  the  customary  far-off  artillery  firing 
is  suddenly  interrupted  by  a hoard  of  fanatical  Japs 
firing  knee  mortars,  throwing  grenades  and  attempt- 
ing generalized  mayhem  with  bayonets— and  all  this 
going  on  a few  hundred  feet  from  your  bed  and,  you 
are  certain,  getting  closer  and  closer.  It  is,  shall  we 
say,  rather  a “disturbing”  feeling.  Maybe  I should 
have  been  in  the  infantry  after  all.  So  it  goes.  But 
there’s  one  man  I know  who  can  spin  some  real 
yarns,  and  that  is  Will  Neff  from  Cheshire.  Ask  him 
for  a few  choice  ones. 

Gilbert  E.  Moore 

From  Aaron  Bobrow,  Passed  Asst.  Surg., 
USPHS,  Hartford 

October  11,  1944 

Your  card  relative  to  my  change  of  address  finally 
caught  up  to  me  and  I am  hastening  a reply.  I 
have  no  idea  when  this  will  reach  you,  but  neverthe- 


less here  goes.  First  as  to  whether  I still  want  the 
Journal  sent  to  me— I certainly  do. 

For  the  past  5 months  I have  been  attached  to  this 
ship  about  which  I can  only  tell  you  that  she  is  a 
troop  transport.  Our  job  is  primarily  the  transport 
of  troops  to  battle  areas,  and  of  wounded  and  ill 
back  to  the  “States.”  We  have  been  under  way  for 
quite  a while  now  with  a very  short  stay  in  our 
home  port.  As  you  know,  I had  done  a bit  of  travel- 
ling in  my  student  days,  but  these  past  few  months 
have  eclipsed  my  previous  wanderings. 

Ours  is  a very  interesting  life.  One  might  say 
that  this  type  of  assignment  is  the  “cream”  of  the 
sea  duty  jobs.  We  are  comfortably  quartered  on  a 
vessel  one  might  call  a floating  hotel,  with  entertain- 
ment and  diversion  of  all  kinds.  Professionally,  we  1 
have  a 62  bed  hospital,  two  operating  rooms— one 
major  and  one  for  minor  procedures— all  of  the 
necessities  and  many  of  the  luxuries  of  medical  prac-  j 
tice,  and  a large  clientele  to  draw  from.  In  the  trans- 
port of  troops  to  battle  areas  we  have  all  of  the  j 
medical  and  surgical  problems  of  civilian  practice 
and  on  the  return  trip  there  are  many  opportunities 
for  the  practice  of  traumatic  medicine.  Our  staff 
consists  of  4 physicians  and  one  dentist.  I may  say 
we  are  kept  really  busy  all  the  time.  It  is  not  per- 
mitted to  divulge  the  number  of  troops  we  carry  but 
it  is  quite  large,  and  the  variety  of  complaints  and 
conditions  is  really  great. 

Until  I got  this  assignment,  I was  rather  disgusted 
with  the  lack  of  opportunity  to  keep  abreast  of  both 
old  and  new  medicine.  Here  however,  I can  have 
no  complaints. 

I’ve  been  quite  well  and  having  a very  interesting 
time,  my  only  difficulty  of  course  is  getting  to  see 
my  family  but  that  of  course  is  not  a particularly 
unusual  situation  in  the  service. 

Aaron  Bobrow 

From  Surgeon  Burr  H.  Curtis,  USPHS, 
Flartford 

Hospital  Sheepshead  Bay,  Brooklyn,  N.  Y., 

October  25,  1944 

Thanks  for  your  letter  and  interest  in  what  we  are 
doing  here  at  this  station. 

In  the  last  sixteen  months  at  this  station  we  have 
undergone  an  interesting  change  of  functions.  First 
we  had  a training  station  and  since  about  the  first  of 
the  year  we  have  been  a medical  reclassification 
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center  for  the  Coast  Guard.  More  recently  have 
become  a rehabilitation  center  for  the  Coast  Guard 
so  that  the  type  of  orthopedic  work  coming  to  the 
base  has  varied. 

At  first  our  orthopedic  problems  were  largely 
those  arising  from  training  accidents,  then  we  began 
to  have  cases  requiring  reconstruction  of  untreated 
or  insufficiently  treated  injuries,  many  of  them  sus- 
tained overseas.  More  recently  we  have  had  some  of 
the  fresh  casualties  from  the  Atlantic  and  European 
theaters.  Now  with  our  rehabilitation  program  we 
are  having  an  even  greater  burden  thrown  upon  us. 
Our  volume  of  work  has  greatly  grown  so  that  in 
the  last  twelve  month  period  we  had  approximately 
700  inpatients  with  approximately  260  operative 
procedures  and  about  800  plaster  room  procedures. 
In  the  corresponding  twelve  month  period  the 
orthopedic  outpatient  clinics  passed  through  some 
4,723  new  patients  with  9,974  patient  visits.  My 
podiatry  department  handled  19,331  treatments  and 
my  physiotherapy  departments  handled  65,794 
treatments. 

One  of  the  most  valuable  and  interesting  phases 
of  our  work  here  has  been  the  opportunity  to 
organize  and  conduct  our  orthopedic  department  on 
a teaching  basis  and  this  has  resulted  in  the  approval 
of  our  service  as  residency  training.  Dr.  Butterfield, 
who  trained  at  Hartford  Hospital,  has  taken  his  Part 
I of  the  American  Board  examination  on  the  basis 
of  training  received  here. 

All  in  all  we  have  very  little  to  be  desired  for  we 
have  been  favored  with  a fine  group  of  medical 
associates  at  this  station  and  many  of  them  are  Con- 
necticut men,  so  we  have  enjoyed  a good  deal  of 
fellowship  as  well. 

I enjoy  reading  the  letters  from  the  men  in  the 
Armed  Forces  as  they  are  published  in  the  State 
Journal  and  hope  that  the  plan  can  be  continued. 

Burr  H.  Curtis 

From  Major  Benjamin  R.  Reiter,  AUS, 
Bridgeport 

„ c/o  Postmaster,  New  York,  N.  Y., 

Sept.  23,  1944 

I have  received  your  letter  of  Aug.  1 5 and  will  be 
very  happv  to  tell  you  of  a few  of  my  experiences 
if  it  will  be  of  assistance  to  you.  Much  has  happened 
since  I left  Bridgeport  so  I trust  that  you  will  under- 
stand if  time  and  space  permit  me  to  only  scratch 
the  surface. 


I came  overseas  late  in  1942  and  after  2 months  in 
England  went  to  North  Africa  where  I worked  with 
the  British  in  the  Tunisian  campaign.  After  this 
came  the  Sicilian  Campaign,  then  a return  to  Eng- 
land and  finally  the  present  campaign  on  the  con- 
tinent. In  both  of  the  latter  two  campaigns  I have 
been  in  the  initial  invasion  and  can  assure  you  that 
amphibious  procedures  are  not  exactly  pleasant. 

My  unit  is  made  up  of  individual  teams  consisting 
of  3 surgeons,  1 anesthetist  and  4 enlisted  men.  The 
purpose  of  this  outfit  is  to  carry  major  surgery  as 
far  forward  as  possible  and  accordingly  my  team 
has  worked  with  clearing  stations  in  the  early  stages 
of  an  invasion  and  then  with  Field  Hospitals.  Only 
rarely,  if  an  Evacuation  Hospital  is  unusually  busy, 
do  we  go  to  these  units  to  help  them  over  heavy 
periods. 

Working  in  these  positions  our  job  has  been  to 
perform  the  surgery  on  the  non  transportable  cases: 
i.e.,  abdomens,  chests,  compound  femurs  or  other 
cases  with  severe  injuries  or  in  shock.  Our  position, 
we  feel,  is  unusually  fortunate  for  us;  first,  because 
we  are  working  on  boys  who  need  attention  very 
bady  and  thus  we  feel  that  we  are  playing  a real 
part  in  the  war  effort.  Secondly,  it  is  very  interesting 
work.  In  civilian  life  we  would  never  have  had  an 
opportunity  to  observe  and  work  on  the  mass  num- 
bers of  serious  cases  of  this  nature  and  one  cannot 
help  but  profit  greatly  by  such  an  experience. 

Here  are  a few  surgical  observations  which  may 
possibly  be  of  interest  to  you— I regret  that  I can 
only  make  brief  comments  on  each. 

1 ) The  grade  of  surgery,  the  degree  of  asepsis,  the 
level  of  facilities  are  all  exceedingly  high  over  here. 

2)  Gas  bacillus  infection  is  not  the  terrifying  thing 
it  used  to  be.  1 he  explanation  is  probably  early 
adequate  surgery  and  penicillin. 

3)  Two  types  of  cases  for  which  most  of  us  have 
developed  great  respect  are  those  with  extensive 
liver  damage  and  cases  where  the  popliteal  artery  is 
severed. 

4)  In  the  European  campaign,  in  contrast  to 
previous  campaigns,  there  are  two  great  blessings 
speaking  from  the  medical  point  of  view.  One  is  the 
rapid  evacuation  of  patients  from  the  front  and  the 
second  is  the  presence  of  whole  blood.  This  latter 
point  I cannot  emphasize  too  strongly.  Plasma,  while 
useful,  cannot  possibly  take  the  place  of  blood  in 
the  vast  majority  of  cases  that  we  see.  There  is  a 
lot  of  interesting  work  being  done  on  shock  and  the 
use  of  whole  blood,  plasma  and  electrolytes  which 
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will  emphatically  drive  home  certain  points  to  the 
medical  profession. 

Within  a few  days  I am  being  sent  to  England  to 
talk  at  the  Inter  Allied  Surgical  Conference— I only 
wish  the  plane  would  continue  on  to  America. 
France  was  nice,  Paris  an  amazing  city  and  the 
Belgians  are  the  finest  people  I have  known.  But 
these  Germans  are  nasty,  their  cold  stares  are  be- 
coming unpleasant— they  are  completely  untrust- 
worthy. I can’t  begin  to  describe  how  deeply  we 
all  long  to  be  home.  And  for  myself  I have  a 20 
month  old  son  I have  never  seen. 

But  the  Connecticut  State  Medical  Journal  has 
been  arriving  regularly  and  is  a pleasant  contact 
with  home.  Thank  you  for  your  interest  in  us. 

Benjamin  R.  Reiter 

From  Lt.  Thomas  M.  Feeney,  USNR, 
Hartford 

c/o  Fleet  Post  Office,  New  York, 
September  3,  1944 

It  was  a pleasure  to  receive  your  kind  letter  of 
August  15.  We  always  look  forward  to  hearing  from 
home. 

I find  that  your  request  for  information  regarding 
my  activities  since  leaving  Hartford  will  enable 
me  the  more  readily  to  exchange  greetings  with  my 
former  associates  in  the  Society.  It  often  surprises 
me  that  in  all  the  travels  in  the  past  year  I have  not 
encountered  more  of  the  doctors  from  Connecticut. 

For  the  past  year  I have  been  on  sea  duty;  after 
a brief  stay  of  sixteen  days  in  New  Fondon  I re- 
ceived orders  to  this  Navy  Transport  as  ship’s  sur- 
geon. I have  enjoyed  my  duties  aboard  this  vessel 
and  the  officers  and  men  are  a most  congenial  group. 

As  is  frequently  the  case,  I have  not  been  so 
occupied  with  surgery  as  I had  thought  I might  have 
been.  What  usually  happens  is  that  one  is  snowed 
under  with  large  groups  of  casualties  for  short 
periods  and  then  one  has  very  little  to  do  until  the 
next  avalanche  appears.  One  of  the  unsatisfactory 
points  about  such  an  arrangement  is  that  one  only 
occasionally  has  the  opportunity  of  seeing  a case 
through. 

This  ship  has  taken  part  in  most  of  the  amphibious 
operations  in  the  European  theatre  and  I enjoyed 
the  excitement  of  being  in  on  the  invasion  of  Nor- 
mandy and  later  of  Southern  France.  It  is  quite  im- 
possible to  describe  adequately  the  mixed  feelings 


one  experiences  during  such  an  operation  but  after  it 
is  all  finished  and  one  is  safe  and  sound,  all  agree  it 
is  quite  a thrilling  adventure. 

From  a cultural  point  of  view,  my  duties  have  not 
been  without  reward.  All  these  Navy  ships  have 
excellent  libraries  and  although  one  cannot  always 
get  the  latest  journals,  we  receive  in  abstract  form 
most  of  the  recent  developments  in  the  medical 
sciences.  I find  myself  reading  many  of  the  classical 
works  for  which  under  ordinary  conditions  I would 
not  be  able  to  find  time.  Then,  too,  I have  been  able 
to  see  interesting  parts  of  Scotland,  England,  Wales, 
Italy,  Sicily,  and  North  Africa.  Several  sight  seeing 
trips  to  the  Isle  of  Capri  pleased  me  so  much  that 
I reread  Dr.  Axel  Munthe’s  “Story  of  San  Michele” 
with  renewed  curiosity.  I am  looking  forward  with 
great  hope  of  seeing  more  of  France. 

Such  has  been  my  navy  experience  and  I cannot 
say  it  has  not  been  enjoyable.  Nevertheless  we  all 
look  forward  to  the  day  when  we  may  return  to  the 
wife  and  kiddies. 

Once  again  let  me  thank  you  for  your  continued 
interest  in  us.  I wish  to  extend  greetings  to  all,  espe- 
cially my  associates  in  Hartford. 

Thomas  M.  Feeney 

From  Lt.  Comdr.  Derrick  A.  January, 
USNR,  Hartford 

U.  S.  Coast  Guard  Training  Station, 
Manhattan  Beach,  Brooklyn  29,  N.  Y., 

11  September,  1944 

Glad  to  know  that  you’re  continuing  to  publish 
news  from  the  men  in  service.  Although  it  seems  to 
me  that  the  news  from  overseas  should  receive  top 
billing,  here  goes  for  some  observations  from  the 
sidelines  at  Manhattan  Beach. 

Arrived  at  this  large  training  base  for  Coast  Guard 
recruits  in  November  ’42;  felt  more  lost  than  the 
“boots”  and  couldn’t  believe  that  the  day  might  end 
on  occasion  at  five  p.  m.  Farge  sick  lines  soon  de- 
cided for  us  that  doctors  were  needed  at  once,  as 
the  thousands  of  recruits  passed  in  with  their  diverse 
susceptibilities  and  infections.  For  a while  it  seemed 
that  the  whole  camp  was  just  one  big  respiratory 
infection.  Part  of  the  men  were  housed  “sardine 
fashion”  in  the  cottages  remaining  from  the  summer 
resort,  from  which  this  base  took  its  origin.  The 
splendid  new  hospital  itself  wasn’t  finished  at  first  so 
a barracks  served  for  a time  in  lieu  of  it. 


LETTERS  FROM  ARMED  FORCES 


855 


That  first  winter,  meningitis  appeared  here  and 
there  and  lots  of  rubella,  scarlet  fever  and  virus 
pneumonia.  The  sick  line  stretched  out  into  Febru- 
ary blizzards  on  more  than  one  occasion.  Don’t  think 
that  mumps,  measles  and  strep  had  enemies  among 
the  doctors,  either. 

For  a while  I had  a general  practice  among  the 
families  of  the  men  and  officers,  and  out  of  that 
there  has  developed  quite  a good  sized  family  and 
ante-natal  clinic  in  the  new  hospital  itself,  though 
the  actual  deliveries  are  done  elsewhere. 

Since  October  ’43,  I have  been  serving  as  Medical 
Executive  Officer  in  the  Coast  Guard  base  here. 
We  have  quite  a large  group  of  doctors,  and  in  gen- 
eral, they  have  a rotating  service  between  Coast 
Guard,  Main  Hospital,  and  Maritime  Training  Base, 
which  latter  is  just  across  the  fence  from  us.  Hart- 
ford is,  as  you  know,  well  represented  by  Curtis, 
Durkee,  Butterfield,  Hollinshead  and  Twaddle,  the 
two  latter  having  recently  returned  from  sea  duty. 
The  orthopedic,  medical  and  cardiological  services 
practically  depend  on  ’em! 

It  has  been  a great  pleasure  to  have  the  Connecti- 
cut State  Medical  Journal,  and  while  private 
practice  at  present  still  seems  very  remote,  you  have 
kept  us  abreast  of  all  that  is  happening  of  note  in 
Connecticut. 

Derick  January 

From  Major  Howard  P.  Serrell,  AUS, 
Greenwich 

France,  17  October 

I have  just  received  your  letter  of  August  15 
requesting  news  from  Connecticut  doctors  for  your 
Army  and  Navy  number.  I trust  this  brief  note  will 
arrive  in  time  to  meet  the  deadline. 

I have  been  with  the  Fourth  Auxiliary  Surgical 
Group  for  the  past  twenty  months  and  arrived  in 
England  April  of  this  year.  Came  in  on  the  Nor- 
mandy show  on  D-one  and  have  been  working 
steadily  since.  My  general  surgical  team  worked 
originally  with  the  First  Army  until  the  break 
through  at  St.  Lo  in  the  latter  part  of  July.  We  then 
reverted  to  our  own,  the  Third  Army,  and  have  been 
following  them  ever  since. 

My  work  to  date  has  been  with  field  hospitals, 
generally  associated  with  at  least  one  other  surgical 
team,  working  close  behind  the  lines  in  conjunction 
with  a clearing  station,  and  receiving  only  the  non 
transportable  cases. 


Surgical  teams  are  composed  of  three  medical 
officers,  a chief,  an  assistant  surgeon,  and  an  anes- 
thetist, one  nurse  and  two  enlisted  men.  We  are  very 
mobile  and  are  moved  from  hospital  to  hospital  to 
suit  the  tactical  situation.  It  has  been  a very  interest- 
ing and  tremendous  experience.  More  than  enough 
surgery  to  satisfy  every  one,  and  the  extraneous 
excitement  sufficient  to  give  vivid  memories  that 
will  last  forever. 

We  all  hope  it  ends  here  soon  and  that  those  in  the 
Pacific  get  help  when  the  time  comes. 

Howard  P.  Serrell 

From  Capt.  Paul  S.  Hansen,  AUS,  Essex 

October  26,  1944 

In  response  to  your  request  for  information  from 
doctors  in  military  service,  the  following  may  be 
pertinent. 

I entered  the  Army  in  the  summer  of  1942  with 
the  39th  General  Hospital  at  Camp  Edwards.  In 
September  I was  transferred  to  the  15th  Evacuation 
Hospital  and  have  been  with  them  ever  since.  While 
at  Fort  Meade  with  the  15th  I was  debarked  to  the 
Army  School  of  Tropical  Medicine  for  two  months. 
We  came  overseas  in  February,  1942,  landing  in 
Algeria.  We  saw  some  service  in  the  Tunisian  cam- 
paign and  have  been  all  through  the  Sicilian  and 
Italian  campaigns  with  four  months  on  the  Anzio 
Beach  Head  for  good  measure.  I have  been  Chief  of 
the  Laboratory  Service  since  we  started  operations. 

Paul  Scott  Hansen 

From  Lt.  Comdr.  Louis  F.  Middlebrook, 
USNR,  Hartford 

U.  S.  Naval  Hospital,  Quantico,  Va., 

27  August  1944 

I have  enjoyed  receiving  the  Journal  here  and 
look  forward  to  another  Army-Navy  number,  espe- 
cially since  it  has  not  been  my  good  fortune  thus 
far  to  encounter  any  of  the  Hartford  doctors  in  the 
service. 

As  for  my  own  experiences  they  have  not  been 
as  interesting  as  those  of  the  men  who  have  had 
extra-continental  duty  but  have  been  enlightening 
from  the  point  of  view  of  government  participation 
in  the  medical  care  of  civilian  dependents  of  military 
personnel. 

This  Post  is  my  first  duty  since  being  commis- 
sioned and  I have  been  here  about  nine  months. 
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Because  of  having  been  an  obstetrician  and  gyne- 
cologist I was  assigned  to  the  Family  Service  in  con- 
nection with  the  Naval  Hospital.  Because  of  this  I 
have  been  fortunate  enough  to  keep  my  hand  in  my 
specialty  to  some  degree,  about  30  per  cent  of  the 
work  being  obstetrics  and  gynecology.  My  status  is 
essentially  that  of  a busy  general  practitioner  doing 
a good  share  of  pediatrics  and  obstetrics  along  with 
general  medicine.  The  dependents  here  get  their 
clinic  care  at  the  Naval  Hospital,  but  are  hospitalized 
in  their  own  hospital  about  a mile  and  a half  away. 
Operating  crew,  instruments,  etc.,  are  transported 
to  this  hospital  by  station  wagon  from  the  Naval 
Hospital,  whenever  necessary  for  surgical  proce- 
dures. This  Family  Hospital  is  operated  almost  en- 
tirely as  a civilian  institution,  with  the  single  excep- 
tion that  the  medical  staff,  (three  of  us),  is  supplied 
by  the  Navy.  Civilian  nurses  and  employees  are  used, 
and  there  have  been  acute  shortages  of  personnel  at 
times  which  make  it  difficult  to  render  the  best  care. 
Marine,  Naval  and  Army  service  men  in  the  vicinity 
and  on  the  Post  may  join  the  Family  Hospital 
Association,  paying  a nominal  monthly  charge 
which  depends  on  their  rank,  and  varies  from  50^ 
per  month  for  privates  to  $3.50  per  month  for  gen- 
erals. There  is  then  a daily  charge  for  hospitalization, 
which  is  about  equivalent  to  the  monthly  dues. 
Non  members  are  charged  at  the  rate  of  $10  per 
day.  This  plan  seems  to  operate  profitably,  but  to 
my  knowledge,  carries  no  reciprocity  with  other 
plans,  such  as  the  Connecticut  Plan  for  Hospital 
Care,  so  that  the  protection  is  limited  to  the  dura- 
tion of  one’s  duty  at  this  Post,  it  being  a purely, 
local  arrangement. 

The  outpatient  department  or  “Family  Clinic” 
operated  at  the  Naval  Hospital  consists  of  a general 
clinic  every  morning,  and  five  special  afternoon 
clinics,  one  skin,  2 well-baby,  and  2 prenatal.  These 
clinics  have  been  quite  busy,  our  all  time  high  being 
92  patients  one  day  last  week.  As  a rule  the  morning 
clinic  overlaps  the  afternoon  clinic,  but  at  that  I 
don’t  seem  to  get  any  thinner  going  without  lunch. 

The  daily  routine  consists  of  sick  call  at  the 
Family  Hospital,  followed  by  the  morning  and 
afternoon  clinics,  and  the  duty  for  house  calls,  de- 
liveries and  work  at  the  Family  Hospital  every  third 
night.  This  amounts  to  two  nights  out  of  three,  how- 
ever, as  one  of  the  men  on  the  watch  list  requires 
assistance  with  his  obstetrical  cases,  his  specialty 
being  pediatrics.  The  house  calls  are  about  75  per 
cent  pediatrics  and  I have  had  to  learn  fast  about 


ears  and  contagious  diseases  and  infant  feeding. 

For  a period  of  twelve  weeks  in  the  early  spring  I 
was  taken  off  the  Family  Service  and  given  duty  as 
a Ward  Medical  Officer  at  the  Naval  Hospital, 
where  I started  off  in  the  midst  of  a scarlet  fever 
epidemic  with  a contagious  ward.  Following  this  I 
had  a ward  of  acute  medicine,  mostly  acute  catarrhal 
fever,  which  dwindled  down  to  almost  nothing  and 
I was  then  returned  to  the  Family  Service.  This 
interim  afforded  me  more  of  a chance  to  become 
familiar  with  Navy  Medical  Corps  routine  and 
regulation,  and  was  an  introduction  to  the  duties  of 
officer  of  the  day,  paper  work,  etc.  The  male  chest 
had  indeed  become  an  oddity  to  me,  but  I was  sur- 
prised to  find  how  much  medicine  (little  though  it 
was)  that  I remembered,  and  the  importance  of 
“Origin— not  misconduct,”  “Diagnosis  changed  by 
reason  of:  Established”  and  “Did  not  exist  prior  to 
enlistment”  was  driven  home  to  me. 

There  is  a large  number  of  Women  Marines  and 
Waves  on  the  Post  now,  and  I have  had  an  increasing 
amount  of  gyn.  consultation  work,  and  maybe  a 
little  obstetrics  too  in  this  department. 

There  hasn’t  been  much  opportunity  to  observe 
the  Marine’s  training,  but  from  what  Eve  seen 
they’re  all  right  on  this  “situation  in  hand”  business. 
L.S.T.’s  come  in  fairly  often  and  Eve  been  aboard 
some  of  them.  Eve  had  some  sailing  and  some  pistol 
shooting,  but  since  I left  my  acute  catarrhal  fevers 
there  hasn’t  been  much  time  for  recreation. 

One  other  little  job  keeps  things  from  getting  too 
dull.  The  local  practitioner  and  owner  of  a patent 
medicine  shop  in  town  is  the  only  physician  for 
miles  around.  Not  too  infrequently  he  is  away  for 
a few  days,  or  if  in  town,  cannot  be  reached  and  an 
occasional  emergency  house  call  or  home  delivery 
for  him  has  to  be  done.  This  is  all  outside  one’s 
regular  duty,  but  has  to  be  done  more  or  less  un- 
officially, making  one  feel  somewhat  like  a relocated 
physician  without  pay. 

As  far  as  I know  I will  be  here  for  some  time  to 
come,  as  the  turnover  doesn’t  seem  to  be  very  fast, 
but  of  course,  one  can  never  tell  about  when  he’s 
going  to  move  on.  All  the  medical  officers  in  this 
command  have  their  families  with  them,  and  I have 
been  fortunate  enough  to  obtain  quarters  and  have 
my  family  here. 

I shall  look  forward  to  the  next  Army-Navy  num- 
ber of  the  Journal  and  to  news  from  the  others. 

L.  F.  Middlebrook 
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From  Major  Maurice  M.  Pike,  AUS, 
Hartford 

Dibble  General  Hospital, 
Menlo  Park,  California, 
ii  September  1944 

I have  been  here  at  Dibble  General  for  nearly  a 
year,  through  its  early  stages  of  organization  and 
since  the  middle  of  February  we  have  been  busy. 
You  are  undoubtedly  familiar  with  the  Army’s 
policy  of  establishing  various  specialty  centers.  We 
are  designated  as  a plastic  surgery,  ophthalmic  sur- 
gery and  blind  center.  The  eye  division  is  headed  by 
a friend  of  Art  Unsworth  and  Milton  Litttle  who 
trained  with  Art  in  New  York.  From  here  many  of 
the  blind  will  come  to  Old  Farms  in  Avon,  Conn., 
for  further  rehabilitation.  T he  plastic  surgery  sec- 
tion is  also  headed  by  a New  York  Presbyterian 

J j 

hospital  product  who  is  extremely  capable.  There 
are  no  orthopedic  surgery  centers  but  I feel  that  we 
are  extremely  fortunate  to  be  associated  with  a good 
plastic  surgery  group  as  the  problems  of  reconstruc- 
tion certainly  bring  these  fields  close  together,  that 
is,  orthopedics  and  plastic  surgery.  Our  chief  of 
surgery  was  Professor  of  Surgery  at  the  University 
of  Wisconsin  and  an  excellent  man  to  work  with. 

You  have  undoubtedly  read  several  articles  in  the 
A.  M.  A.  Journal  recently  of  the  Army’s  interest  in 
reconditioning  of  patients.  The  duty  of  organizing 
the  reconditioning  program  at  our  hospital  fell  to 
me  and  led  into  many  ramifications.  I was  fortunate 
that  one  of  my  group  was  Mayo  Clinic  trained  so 
that  he  was  able  to  relieve  me  of  much  orthopedic 
responsibility  during  that  period.  The  personnel 
associations  have  been  very  pleasant  and  satisfying. 

Maurice  M.  Pike 

From  Lt.  Comdr  Welles  A.  Standish, 
USNR,  Hartford 

Mariana  Islands, 
October  19,  1944 

As  I do  not  have  the  time  to  write  all  my  friends 
back  home  and  in  the  service,  I thought  I would 
write  you  a letter  for  the  Journal  if  you  desire  to 
use  it.  If  not,  use  it  in  the  Hospital  News  Letter. 

I left  the  States  almost  five  months  ago  although 
it  does  not  seem  that  long.  The  sea  voyage  was  so 
long  we  ran  short  on  supplies  and  water.  Fortunate- 
ly, at  one  of  our  stops  we  were  able  to  get  C-rations 


(canned  and  dehydrated  foods)  and  also  five  water 
distillation  units  were  set  up  on  deck.  The  trip  was 
not  without  thrills,  and  we  had  the  opportunity  to 
see  how  well  protected  our  convoy  was. 

Because  of  the  need  for  a medical  officer,  I came 
ashore  on  this  Island  D-10,  about  a week  before  the 
rest  of  our  echelon.  My  debarkation  took  place  on 
the  one  real  stormy  day  we  had.  The  Higgins  boat 
and  the  ship  had  a hard  time  getting  together.  I had 
had  plenty  of  experience  going  up  and  down  a net 
but  none  on  a pilot’s  ladder,  and  my  agility  was  not 
helped  by  a full  pack  and  a driving  tropical  rain. 
However,  the  transfer  was  made  without  mishap 
and  I was  landed  at,  or  I should  say  in,  the  old  Pan 
American  slip.  As  I was  already  drenched  it  really 
made  no  difference.  The  destruction  by  bombard- 
ment is  indescribable.  I was  impressed  by  it  all 
around  me  but  soon  had  my  attention  turned  to 
other  things,  the  terrible  stench  of  unburied  bodies, 
mud,  flies,  insects  of  all  kinds,  and  rain,  rain,  rain. 
A helmet  full  of  rain  water  (7-8  inches)  in  two  or 
three  hours  is  quite  usual. 

At  camp  I found  plenty  of  work  which  had  to  be 
done  in  the  day  time  since  we  could  not  safely  show 
a light  at  night.  I must  have  been  exhausted  my  first 
night  ashore  for  there  was  a pitched  battle  right  in 
our  camp,  a Jap  killed  not  twenty  yards  from  my 
shelter,  and  I slept  right  through.  Too  bad,  1 missed 
my  chance  to  be  a hero.  Two  of  our  men  were 
decorated  for  their  work  that  night.  I have  only 
one  thing  to  be  proud  of,  at  least  I could  not  have 
had  much  fear. 

Rain  and  mosquitos  have  been  our  worst  enemies 
here.  Both  have  hindered  progress.  Mud  12  inches 
deep  is  hard  on  bulldozers  to  say  nothing  of  jeeps 
and  trucks.  Alosquitos,  by  spreading  dengue,  took 
about  25  per  cent  of  the  available  workers  away 
from  their  jobs.  We  had  a big  problem  to  get  our 
men  off  the  ground  and  out  of  the  mud,  get  rid  of 
the  flies  and  mosquitos,  and  get  a galley  up.  Our 
sanitation  officer  did  a magnificent  job  when  he 
finally  came  ashore  with  his  crew. 

I started  a sick  bay  in  a 16'  by  16'  tent,  in  which 
I also  lived.  Within  ten  days  I had  six  16'  by  50' 
tents  for  patients  and  a 16'  by  16'  for  sick  call  and 
emergencies,  some  of  which  have  been  very  unfortu- 
nate. Believe  me,  it  is  a far  cry  from  WB  7 to  a 16' 
by  16'  tent  in  the  mud  with  no  screens  and  flies  all 
over  everything;  but  the  most  amazing  thing  is  the 
good  results.  As  I sit  here  in  my  office  in  a Quonset 
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hut,  it  seems  almost  like  a dream  to  think  back  to  the 
unpleasantness  and  difficulties  of  our  first  three  or 
four  weeks  ashore. 

I am  still  temporarily  at  the  main  camp  dispensary 
which  I started  when  I came  ashore  with  a single 
tent.  This  has  grown  to  seven  Quonset  huts,  screens, 
hot  and  cold  running  water  and  the  sweetest  oper- 
ating room  you  ever  saw.  Now  that  the  construc- 
tion of  the  camp  dispensary  is  completed,  I expect 
to  continue  here  only  until  the  hospital  to  which  I 
am  assigned  is  sufficiently  completed  so  that  surgery 
can  be  done  there.  This  should  be  very  soon. 

I have  enjoyed  this  experience  and  sometimes  miss 
the  strenuousness  of  the  first  few  weeks.  Just  as  I 
was  amazed  at  the  destruction  and  its  results  when  I 
waded  ashore,  I am  now  even  more  impressed  with 
its  disappearance.  Despite  the  handicaps  of  rain,  mud 
and  illness,  our  men  and  the  Navy  CB’s  have  done 
a wonderful  job  of  construction  which  I am  not 
allowed  to  describe. 

At  present  I take  care  of  emergencies  and  have 
been  treating  a great  many  tropical  ulcers.  The  latter 
are  mostly  among  natives  although  not  entirely 
confined  to  them.  The  natives  I see  were  on  the 
Island  at  the  time  the  Japs  took  over,  but  are  now 
part  of  our  Naval  personnel.  This  Island  would  be 
a paradise  for  a dermatologist  as  fungus  infections 
are  rampant.  The  only  drawbacks  are  a limited  num- 
ber of  drugs  to  choose  from,  no  x-ray  and  no  fees. 
I have  been  quite  successful  with  the  ulcers  but  I 
want  nothing  to  do  with  the  other  skin  lesions. 

I feel  sorry  for  the  natives  in  their  destitute  con- 
dition. Unfortunately  we  have  not  been  as  rapid  in 
out  aid  to  them  as  one  would  like,  but  the  military 
problem  has  been  tremendous  and  still  is.  However, 
they  are  being  taken  care  of  as  well  as  can  be  under 
the  conditions  which  prevail,  and  when  the  Japs  are 
all  taken  care  of,  the  natives  will  do  well  on  their 
“ranches,”  as  they  call  them. 

Because  of  the  many  caves  on  the  Island  and  the 
mountainous  and  jungle  terrain,  we  do  not  go  far 
away  from  camp,  particularly  after  dark,  except 
with  an  organized  guard.  Each  day  brings  in  its  toll 
of  the  little  yellow  men.  It  is  a most  difficult  task 
for  me  to  bring  myself  to  treat  them.  Of  those  con- 
tacted only  a few  become  patients.  I am  looking 
forward  to  the  day  when  I can  see  all  of  this  Island. 
The  parts  I have  seen  away  from  this  war-torn  area 
are  beautiful  and  it  is  all  enhanced  by  water  and 
cloud  effects.  It  is  so  much  more  pleasant  than  the 


atolls  at  which  we  stopped  on  our  way  out  that  I 
feel  fortunate  to  be  located  here. 

One  disheartening  thing  to  us  who  are  out  here 
is  the  lack  of  realization  at  home  of  the  real  situa- 
tion. One  reads  of  people  leaving  their  defense  jobs, 
of  strikes,  and  the  general  apathy  of  the  public  as  a 
whole.  This  job  has  barely  begun  and  the  cost  to  be 
paid  is  going  to  be  huge.  So  far  this  has  been  an 
island  to  island  battle  for  bases  near  enough  to  really 
attack  the  enemy  on  their  own  ground.  We  have 
not  even  gotten  back  that  which  was  taken  from 
others— to  say  nothing  of  the  Philippines  and  then 
the  problem  of  Formosa,  China  and  Japan  itself.  Just 
how  easy  and  short  a job  do  you  think  that  will  be? 
Wake  up!  Our  troubles  are,  speaking  generally,  far 
from  over  when  Germany  surrenders.  If  you  don’t 
think  so,  you  don’t  know  distance,  terrain  and  the 
little  yellow  men. 

From  Dr.  A.  S.  Rogawski 

(Note— Dr.  Rogawski  graduated  from  the  University  of 
\ ienna  in  1938.  Following  this  he  emigrated  to  this  country 
and  settled  for  practice  in  Waterbury.  He  became  a member 
of  our  society  during  the  present  year.  Because  of  his  alien 
status  he  was  ineligible  for  a commission  as  a medical 
officer.  His  loyalty  to  his  adopted  country  is  witnessed  by 
his  high  patriotism  in  enlistment  as  a soldier  in  the  army. 
I his  letter  which  was  written  as  private  correspondence  we 
are  privileged  to  publish  through  the  courtesy  of  Dr.  Barker 
and  its  writer.) 

It  is  just  3 months  today  that  I enlisted  in  the 
Army  of  the  United  States.  I was  sent  to  the  Medical 
Replacement  Training  Center  in  Camp  Barkeley, 
ff  exas,  and  placed  into  a Adedical  Training  Battalion. 
The  first  6 weeks  here  I went  through  a pretty 
rough  infantry  rifle  training,  which  is  now  given  to 
every  inductee  regardless  of  the  branch  of  service  he 
will  be  assigned  to  later.  The  initial  adjustment  to 
the  life  as  a private  was  a rather  hard  job.  But  this 
must  be  true  for  any  civilian  leaving  an  independent 
life  and  finding  himself  suddenly  hiking  mile  after 
mile  under  a blistering  sun,  digging  foxholes  into 
rocky  terrain,  crawling  on  the  stomach,  hugging  the 
stony  ground  while  machine  gun  bullets  zoom  over 
his  head.  Thus,  I only  shared  the  experience  some 
ten  million  of  good  men  have  gone  through  before 
me.  And  it  is  a necessary  preparation  for  the  bigger 
job  to  come.  Besides,  I really  expect  that  my  expe- 
rience will  be  very  valuable  to  me  once  I get  those 
bars. 

I was  very  fortunate  to  be  assigned  to  a Unit 
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which  consists  of  swell  and  mostly  well  educated 
youngsters.  They  treat  me  with  a mixture  of  respect 
for  the  doctor  and  familiarity  for  the  comrade.  They 
get  quite  a kick  out  of  the  fact  that  I am  going  to 
classes  to  be  instructed  in  the  art  of  bandaging  and 
how  to  give  a hypo.  But  on  some  days  I have  more 
patients  than  the  number  of  men  reporting  on  sick 
call. 

Two  weeks  ago  I received  my  citizenship  and  to- 
day my  company  commander  filed  my  application 
for  commission  in  the  Medical  Corps.  I wonder,  Dr. 
Barker,  whether  you  could  do  anything  to  speed  up 
the  technicalities  in  Washington?  My  company 
commander,  Captain  Price,  advised  me  himself  to 
ask  for  your  assistance. 

As  you  may  remember,  I applied  several  times  for 
commission.  My  last  attempt.  May  1943,  failed  like 
all  previous  applications  because  I was  not  a U.  S. 
citizen  at  that  time. 

At  one  occasion,  our  Congressman  Joe  Talbot 
took  me  to  the  Surgeon  General’s  office  in  order  to 
try  to  help  me  to  a commission.  By  Army  regulation 
I am  not  allowed  to  get  in  touch  with  him  directly. 
Could  you  possibly  contact  him  for  assistance?  He 
will  probably  remember  me.  He  has  been  of  great 
assistance  to  me  once  before  when  he  helped  me  to 
get  my  mother  from  England  over  to  the  States. 

Except  for  the  /.  A.  M.  A.  and  the  New  England 
Journal  of  Medicine  I am  entirely  cut  off  here  from 
any  contact  with  medicine.  I miss  the  Connecticut 
State  Medical  Journal  and  surely  would  appreciate 
it  if  you  could  kindly  arrange  that  it  be  sent  to  my 
camp  address. 

I intend  to  keep  you  informed  regularly  about  my 
further  experiences  in  the  Army.  But  before  closing 
my  letter  I want  to  emphasize  that  I have  not  been 
sorr\T  for  a minute  that  I decided  to  enlist.  I don’t 
have  to  tell  you  how  much  I miss  my  new  home 
and  my  practice  in  Waterbury.  But  I have  never 
been  able  to  enjoy  them  sincerely  as  long  as  I was 
excluded  from  the  big  job  of  defending  them. 

If  there  are  any  cases  in  Connecticut  similar  to 
mine,  I advise  them  to  follow  me  as  soon  as  they 
can  be  made  available  from  civilian  practice.  There 
is  some  hardship  connected  with  this  decision  and 
no  doubt,  for  several  months  the  professional  quali- 
fications are  not  utilized.  But— there  is  no  better 
way  to  become  a proud  citizen. 

Alexander  S.  Rogawski 
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From  Captain  M.  M.  Lieberthal,  AUS, 
Bridgeport 

Moore  General  Hospital, 

Swannanoa,  North  Carolina, 

3 October  1944 

Your  efforts  to  keep  the  men  in  service  well  in- 
formed of  Society  affairs  through  the  Journal  are 
highly  successful  and  I find  the  coverage  of  medical 
activities  in  Connecticut  very  complete. 

I’m  glad  to  be  able  to  report  that  my  own  activ- 
ities in  the  Army  have  been  proceeding  very  satis- 
factorily. Shortly  after  I entered  the  Army  I had 
the  opportunity  to  take  the  course  in  tropical  medi- 
cine at  Walter  Reed  Hospital  and  this  was  really  a 
windfall  to  me  as  it  would  be  to  any  gastro-enter- 
ologist.  Since  that  time,  I have  been  Chief  of  the 
Gastro-Enterology  Section  at  Moore  General  Hos- 
pital, and  to  top  off  all  the  good  fortune,  the  hos- 
pital has  recently  been  made  a tropical  disease  center. 
The  hospital  has  always  been  a very  active  one,  but 
this  new  increase  in  the  scope  of  our  activities  has 
stepped  up  the  demands  made  on  us  tremendously. 
Cases  are  brought  back  to  us  so  fast  that  we  feel  very 
close  to  the  Theatre  of  Operations  and  to  the  men 
who  are  working  there.  As  you  well  know,  they  are 
doing  a tremendous  job,  and  I hope  they  have  some 
way  of  knowing  how  much  we,  at  the  general  hos- 
pitals appreciate  their  work. 

Please  accept  my  best  wishes  for  your  continued 
success  with  the  Journal. 

Milton  M.  Lieberthal 

MORE  LETTERS 

The  response  to  the  editors’  request  for  letters 
from  our  members  in  the  armed  forces  was  very 
good.  It  is  obvious  that  we  cannot  publish  all  of  these 
in  one  issue.  Many  will  appear,  however,  in  subse- 
quent numbers  of  the  Journal.  It  is  our  feeling  that 
as  many  as  possible  should  be  acknowledged  in  this 
Army  and  Navy  Number  and  we  have  therefore 
taken  the  liberty  to  summarize  some  of  these  com- 
munications. 

A letter  from  Major  D.  T.  Monahan  of  Bridge- 
port comes  from  “somewhere  in  Belgium”  and  is 
dated  October  10.  During  his  army  career  Dr. 
Monahan  has  taken  a course  in  thoracic  surgery  at 
the  Mayo  Clinic  and  one  at  the  University  of  Penn- 
slyvania  in  surgery  of  the  extremities.  After  various 


1 


86o 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


assignments  in  this  country  Major  Monahan  arrived 
in  France  August  29.  He  worked  as  chief  of  a gen- 
eral surgical  team  in  a field  hospital  in  the  Brest  area 
until  the  fall  of  Brest. 

Lt.  Comdr.  Norman  L.  Schmidt  of  Stamford 
writes  from  “somewhere  at  sea.”  He  is  at  present 
Senior  Medical  Officer  of  a Task  Force  doing  con- 
voy duty.  He  has  also  had  additional  duties  as  a 
Flight  Surgeon  of  the  Aviation  Personnel. 

Captain  E.  H.  Diamond  of  Norwalk  writes  from 
Fort  Richardson  near  Anchorage,  Alaska,  where  he 
has  been  since  December  1942.  He  is  now  chief  of 
the  eye,  ear,  nose  and  throat  service  at  the  Station 
Hospital. 

A letter  from  Captain  M.  S.  Popkin  of  New 
Britain  comes  from  Camp  Grant,  111.  At  the  present 
time  he  is  with  the  164  General  Hospital  and  is 
assistant  chief  of  Septic  Surgery.  He  has  had  exten- 
sive general  hospital  experience  since  entering  the 
service. 

Captain  N.  Weinstein  of  Norwalk  also  writes 
from  Camp  Grant.  For  eighteen  months  he  served 
as  Chief  of  Anesthesia  at  the  station  hospital  Camp 
Reynolds. 

Lt.  Comdr.  P.  J.  McLellan  of  Hartford  writes 
from  Camp  Lejune,  N.  C.  Prior  to  his  present  assign- 


ment Dr.  McLellan  served  in  the  surgical  division  of 
various  naval  hospitals  and  now  finds  himself  again 
a student  at  the  Field  Medical  Training  School  with 
“strenuous  physical  conditioning”  mixed  in. 

Major  M.  R.  Moore  of  Norwich  writes  from  the 
Regional  Hospital  at  Greensboro,  N.  C.,  where  he  is 
in  charge  of  the  laboratory  and  the  hospital  allergy 
clinic. 

Sen.  Surg.  H.  R.  O’Brien  of  Hartford,  is  in  the 
Public  Health  Service  and  writes  from  the  United 
Nations  Relief  and  Habilitation  Administration  in 
Washington.  He  expects  to  be  eventually  detailed 
for  relief  work  in  the  Far  East. 

Major  W.  A.  Geer  of  Bridgeport  has  been  over- 
seas with  the  8 1 st  Station  Hospital  for  16  months 
and  is  assistant  chief  of  surgery.  With  him  are  Major 
Joseph  Connolly  of  Stamford  and  Col.  Wilmot 
Townsend  of  Hartford. 

Lt.  B.  A.  Raccapriore  of  Middletown  writes  from 
Camp  Allen  Dispensary,  Norfolk,  Va.  At  the  time 
of  writing  September  1 he  was  in  the  midst  of  a 
training  program. 

Lt.  Comdr.  S.  B.  Rentsch  of  Derby  writes  from 
Seattle,  Wash.,  at  the  U.  S.  Naval  Station  and  says 
from  the  looks  of  things  that  his  outfit  is  earmarked 
for  some  “big  job”  ahead. 


DECEMBER,  NINETEEN  HUNDRED  AND  FORTY -FOUR 


86 1 


A HOME  FOR  THE  SOCIETY 

I 

T he  Council  has  asked  the  Board  of  Trustees  of  the  Building  Fund 
to  proceed  with  a fund-raising  program  for  the  sum  of  fifty  thousand 
dollars.  With  this  amount  it  is  felt  that  the  Society’s  needs  can  be  met 
and  the  Committee  can  proceed  without  delay  to  acquire  a building. 
The  needs  for  such  a home  are  obvious  and  they  were  fully  set  forth 
at  a meeting  of  the  House  of  Delegates  one  year  ago.  Within  a short 
time  each  member  of  our  Society  will  receive  a pledge  for  an  annual 
contribution  for  the  next  three  years.  It  is  believed  that  response  from 
this  method  will  be  sufficient  and  that  a campaign  of  personal  solicita- 
tion will  not  be  necessary.  Those  of  our  members  in  military  service 
are  not  being  asked  to  contribute,  for  it  is  felt  that  this  obligation 
belongs  distinctly  to  those  of  us  who  have  not  been  called  upon  to 
experience  the  sacrifices  which  they  have  made.  Here,  then,  is  an 
opportunity  which  calls  for  the  loyal  support  of  each  member.  If 
before  making  this  pledge  the  real  meaning  of  our  Society  is  care- 
fully considered,  the  objective  of  the  fund  will  not  fail. 


« 


862 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


CONNECTICUT  STATE  MEDICAL  JOURNAL 

Owned  and  Published  Monthly  by  The  Connecticut  State  Medical  Society 


EDITORIAL  BOARD 

Stanely  B.  Weld,  Editor-in-Chief  - Hartford 
Herbert  Thoms,  Literary  Editor  New  Haven 
Harold  S.  Burr  - - - New  Haven 

Frank  Stafford  Jones  - Hartford 

Oliver  L.  Stringfield  - Stamford 

Paul  P.  Swett  - Bloomfield 

Single  Copies,  50  cents— Sli 


COUNTY  NEWS  EDITORS 

Fairfield:  J.  Grady  Booe,  Bridgeport 
Hartford:  Christopher  J.  McCormack,  Hartford 
Litchfield:  John  F.  Kilgus,  Jr.,  Litchfield 
Middlesex:  Harold  E.  Speight,  Middletown 
New  Haven:  J.  C.  F.  Mendillo,  New  Haven 
C.  Neuswanger,  Water  bury 
New  London:  Clarence  G.  Thompson,  Norwich 
Tolland:  Donald  Ad.  Beckwith,  Rockville 
Windham:  Brae  Rafferty,  Willimantic 
Yale  School  of  Medicine:  Arthur  J.  Geiger 
Special  Correspondent  with  U.  S.  A.  Gen.  Hospntal  No. 
39:  Francis  A.  Sutherland 

eription,  $4.00  per  year 


MANUSCRIPTS:  Manuscripts  should  be 

typewritten,  double-spaced,  on  white  paper  8V2 
x 11  inches.  The  original  copy,  not  the  car- 
bon copy,  should  be  submitted.  Carbon  copies 
or  single-spaced  manuscripts  will  not  be  con- 
sidered. 

Footnotes,  bibliographies  and  legends  for 
cuts  should  be  typed  on  separate  sheets  in 
double  space  similar  to  the  style  for  the  text 
matter.  Bibliographies  should  conform  to  the 
style  of  the  Quarterly  Cumulative  Index 
published  by  the  American  Medical  Associa- 
tion. This  requires  in  the  order  given:  Name 
of  author,  title  of  article,  name  of  periodical 
with  volume,  page,  month — day  of  month  if 
weekly — and  year. 

Used  manuscripts  will  be  returned  only 
when  requested  by  the  author.  Manuscripts 
should  not  be  rolled.  Mail  flat. 


ILLUSTRATIONS:  Illustrations,  tables, 

etc.,  should  bear  the  author’s  name  on  the 
back  and  the  figure  number.  Photographs 
should  be  clear  and  distinct;  drawings  should 
be  made  in  black  ink  (preferably  India  ink)  on 
white  paper.  Used  photographs,  drawings  and 
cuts  will  be  returned  after  publication  if 
requested.  The  Journal  will  bear  the  cost  of 
printing  two  cuts  accompanying  manuscripts 
submitted  for  publication.  The  cost  of  printing 
more  than  two  cuts  must  be  borne  by  the  author. 

NEWS:  Our  readers  are  requested  to  send 
in  items  of  news,  also  marked  copies  of  news- 
papers containing  matter  of  interest  to  physi- 
cians. We  shall  be  glad  to  know  the  name  of 
the  sender  in  every  instance. 

ADVERTISEMENTS:  All  advertising  copy 
of  products  approved  by  the  Councils  of  the 
American  Medical  Association  shall  be  accept- 


able for  publication,  together  with  advertising 
copy  of  products  exempted  by  these  same  Coun- 
cils, provided  such  copy  does  not  present  a 
piodu(t  in  a false  and/or  n.isleading  light. 
Such  other  advertising  copy  rr.ay  be  accepted, 
subject  to  the  approval  of  The  Editorial  Board. 
All  copy  must  reach  the  Journal  office  by  the 
10th  of  the  month  preceding  publication. 

SUBSCRIPTIONS:  Membership  in  the 

Connecticut  State  Medical  Society  includes  sub- 
scription to  tlie  Journal.  Additional  copies 
may  be  secured  from  the  Editor. 

REPRINTS:  Order  blanks  for  reprints  will 
be  sent  to  each  author  with  the  galley  proof  of 
his  manuscript.  Reprint  orders  should  be  re- 
turned at  once  as  the  type  will  be  destroyed 
within  one  month  following  publication  of  the 
manuscript 


EDITORIAL 


The  Army  and  Navy  Number 

This  number  of  our  Journal  marks  the  passing  of 
a year  and  again  we  are  privileged  to  dedicate  the 
issue  to  the  members  of  our  Society  now  serving  in 
the  armed  forces.  The  gracious  messages  of  our 
Governor  and  of  the  President  of  the  Society  find  a 
sincere  echo  in  the  hearts  of  those  who  at  home  are 
endeavoring  to  carry  on  the  tradition  of  Connecti- 
cut Medicine.  The  work  of  the  Society  as  shown 
by  the  statements  of  the  Chairman  of  the  Council 
and  the  Executive  Secretary  demonstrate  that  a sin- 
cere and  conscientious  effort  is  being  made  to  seek 
out  and  make  the  most  of  those  opportunities  which 
will  lead  to  a better  kind  of  medical  sendee  for  the 
people  of  Connecticut  and  a better  understanding 
by  them  of  the  purposes  and  aims  of  the  Society. 

The  letters  which  have  come  to  us  from  our 
associates  now  in  service  taken  as  a whole  is  an  im- 
pressive document.  They  come  from  the  far  corners 


of  the  earth  and  between  their  lines  we  ascertain  a 
rich  experience  and  a deep  meaning  which  will  augur 
well  for  Medicine  in  the  inevitable  changes  in  social 
structure  which  now  face  us. 

Many  writers  have  said  very  complimentary 
things  about  the  Journal  as  a connecting  link  be- 
tween us.  These  are  pleasant  words  to  hear  and  their 
chief  service  will  be  to  stimulate  the  editors  to  fur- 
ther increase  the  usefulness  of  the  Journal  and  to 
make  every  endeavor  to  keep  the  mailing  list  as  up 
to  date  as  possible.  Dr.  Fuldner’s  experiences  in  the 
Fiji  Islands  is  a fine  example  of  the  work  now  being 
done  by  our  men  in  foreign  fields  and  is  also  an  ex- 
cellent piece  of  descriptive  writing.  We  hope  that 
his  example  will  be  followed  by  others. 

The  Editors  of  the  Journal  embrace  the  present 
opportunity  to  extend  to  each  member  of  the  Con- 
necticut State  Medical  Society  abroad  and  at  home 
a sincere  greeting  at  this  holiday  season  and  a Happv 
and  Prosperous  New  Year! 
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The  Building  Fund 

The  announcement  of  a campaign  for  funds  which 
will  secure  a permanent  home  for  our  Society  ap- 
peals elsewhere  in  this  issue.  The  need  for  such  a 
Duilding  must  be  obvious  to  anyone  who  is  at  all 
familiar  with  the  administration  of  the  affairs  of 
our  organization.  Not  only  may  the  increasing  activ- 
ities of  our  Society  be  better  served  in  such  head- 
quarters, but  the  position  of  the  Society  in  its  rela- 
tion to  interests  allied  with  medicine  and  to  the 
general  public  will  be  greatly  strengthened.  Such  a 
building  will  provide  space  for  the  executive  offices, 
the  editorial  office  of  the  Journal,  the  Society’s  files 
and  working  library,  offices  for  the  treasurer  and 
his  account  procedures,  an  office  for  the  Woman’s 
Auxiliary  and  an  office  for  the  Tumor  Committee, 
in  addition,  it  is  planned  to  have  Committee  Con- 
ference Rooms,  a most  pressing  need  at  present,  and 
possibly  a small  auditorium  which  could  accom- 
modate the  House  of  Delegates.  Under  the  present 
wartime  circumstances  it  is,  of  course,  not  possible 
to  say  just  when  such  a building  can  be  purchased 
or  built,  but  when  that  opportunity  does  come  the 
Trustees  of  the  fund  should  be  in  a position  to  act 
without  delay. 

The  expansion  of  the  affairs  of  our  Society  over 
the  past  few  years  has  been  remarkable.  The  import- 
ant part  played  by  the  executive  office  in  affairs 
pertaining  to  such  things  as  our  relationship  with 
the  Army  and  Navy,  the  Public  Health  Program, 
medical  and  welfare  projects  of  the  State  govern- 
ment, the  Industrial  Health  Program,  Post  War  Plan- 
ning, to  mention  a few,  demonstrates  the  good  will 
and  faith  that  the  public  has  in  our  interest  in  their 
affairs.  In  the  near  future  it  is  likely  that  to  such 
activities  will  be  added  some  of  the  responsibilities 
associated  with  Prepayment  Medical  Care  Insurance 
and  some  aspects  of  medical  education. 

In  looking  over  a rather  extensive  correspondence 
from  the  members  of  the  Society  now  in  service,  the 
editors  have  been  impressed  with  the  frequent  in- 
quiry concerning  medical  affairs  at  home,  the 
changing  aspects  of  medicine,  plans  for  insurance 
and  socio-medical  relationships.  There  is  no  question 
that,  wherever  these  men  are  or  how  manifold  their 
duties,  they  have  a deep  concern  for  the  future  of 
Connecticut  medicine.  The  opportunity  for  further 
increasing  the  usefulness  of  our  Society  for  these 
men  and  for  medical  practice  in  Connecticut  will 
be  greatly  enhanced  by  making  these  plans  for  a 
permanent  home  come  to  a speedy  fruition. 


A Message  From  the  Council 

It  has  been  said  that  the  longer  and  harder  one 
peers  into  the  dark,  the  more  one  sees  those  things 
that  are  uppermost  in  one’s  mind.  Your  Council  has 
been  looking  intently  into  the  dark  future  and  per- 
haps you  should  know  that  our  thoughts  are  con- 
ditioned by  the  fact  that  seven  of  our  present  Council 
members  served  in  the  last  war,  four  of  them  over- 
seas. We  know  as  well  as  anyone  can  know  another’s 
sentiments  what  you  must  be  thinking  and  your 
replies  to  the  Connecticut  questionnaire  have  indi- 
cated that  to  be  true. 

Eric  Johnson  called  our  attention  to  the  Chinese 
word  for  crisis  which  is  made  up  of  two  characters, 
one  meaning  ordeal  and  the  other  opportunity. 
There  are  those  who  would  take  advantage  of  the 
present  crisis  to  revolutionize  the  entire  practice  of 
medicine.  Your  Council  is  mindful  of  these  desires 
to  change  the  mechanisms  for  providing  medical 
care  and  we  are  sure  you  will  agree  that  the  oppor- 
tunity of  the  present  crisis  is  to  develop  with  vigor 
in  an  evolutionary  manner  those  mechanisms  which 
we  already  have,  modifying  them  to  meet  the  de- 
mands of  modern  medicine.  Those  who  are  depend- 
ent upon  society  must  be  well  provided  with  medi- 
cal care  and  those  who  earn  their  own  living  must 
be  able  to  procure  medical  care  at  a price  within 
their  capacity  to  pay  and  the  quality  of  that  care 
must  be  good.  Your  Council  urges  that  you  read 
the  Journal  and  tell  us  what  you  think.  Good  luck 
and  a speedy  return! 

James  R.  Miller,  Chairman 

Business  and  Medical  Practice  in 
Connecticut  After  the  War 

Under  this  title  we  present  a critical  and  timely 
review  of  future  industrial  employment  trends.  The 
data  compiled  by  Air.  Pinsky  is  of  definite  interest 
not  only  to  those  physicians  who  are  contemplating 
relocation  in  our  state  but  to  all  those  who  are 
interested  in  the  betterment  of  medical  practice  in 
Connecticut.  It  would  appear  from  this  study  that 
for  some  time  after  the  war  the  level  of  manufac- 
turing employment  will  fall  somewhere  near  the 
1943  level,  prospect  which  is  most  encouraging. 
Reconversion  from  war  production  we  are  told 
presents  both  a challenge  and  an  opportunity,  the 
challenge  being  the  replacement  of  demobilized 
servicemen  and  war  workers  and  the  opportunity 
being  the  retention  of  population  and  production 
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capacity.  Medicine  also  faces  a like  duality  in  the 
present  and  post  war  period  and  we  shall  go  on  to 
greater  accomplishment  in  direct  proportion  to  the 
amount  of  intelligent  and  united  effort  that  we  put 
forth  in  accepting  the  challenge  and  using  the  op- 
portunity. 

Dr.  Fitz’s  Address 

We  are  pleased  to  include  in  this  number  of  the 
Journal  the  recently  delivered  address  of  Dr.  Regi- 
nald Fitz  at  a meeting  in  New  Haven  held  on  Octo- 
ber i r,  1944  under  the  auspices  of  State  of  Connecti- 
cut Post  War  Planning  Board.  His  words  should 
give  assurance  that  the  home  front  is  giving  definite 
attention  to  post  war  problems  in  medicine  which 
are  of  vital  concern  to  each  physician  of  our  State. 
A further  expression  of  this  fact  is  to  be  found  in 
the  words  of  the  Chairman  of  our  Council  Dr.  James 
R.  Miller  who  in  introducing  Dr.  Fitz  made  the 
following  remarks: 

“I  take  it  for  granted  that  those  present  all  know 
that  the  Committee  on  Medical  Care  and  Health 
which  planned  this  discussion  is  a sub  committee  of 
the  Connecticut  Post  War  Planning  Board  which 
was  created  by  the  General  Assembly.  In  the  pre- 
liminary report  which  this  committee  made  to  the 
Board  is  the  following  which  I quote  to  explain  why 
we  invited  you  today  and  why  we  are  attempting 
to  mobilize  our  resources  in  the  hospital  internship 
and  residency  field.  I may  add  that  many  of  us  rely 
to  a considerable  extent  on  the  resourcefulness  and 
boundless  energy  which  you  have  in  reserve,  ready 
as  always  to  be  translated  into  action  as  soon  as  a 
problem  is  understood  and  a need  demonstrated. 
‘The  inquiry  of  the  hospitals  (which  you  all 
received)  also  included  questions  relative  to  plans 
for  the  resident  staff  of  the  hospitals  and  the  educa- 
tional program  provided  for  resident  staff  members. 
In  their  replies  several  hospitals  stated  that  enlarge- 
ment of  their  resident  staff  was  contemplated.  The 
Committee  will  continue  to  gather  data  on  this  phase 
of  the  problem  and  will  not  fail  to  impress  the  hos- 
pitals concerned  with  the  fact  that  adequate  educa- 
tional programs  of  postgraduate  instruction  are 
necessary  in  order  that  any  hospital  can  qualify  as 
a suitable  institution  for  the  training  of  young  physi- 
cians. Before  the  war  there  were  more  internships  in 
American  hospitals  than  there  were  interns  to  fill 
them.  The  result,  as  might  be  expected,  was  that 
hospitals  less  attractive  from  the  standpoint  of  pros- 
pective interns  had  great  difficulty  in  recruiting 


their  resident  staffs.  This  state  of  affairs  applied  to 
some  Connecticut  hospitals  which  were  unable  to 
obtain  full  intern  staffs  even  before  the  disturbance 
caused  by  the  war.  With  the  contemplated  increase 
in  the  number  of  house  staff  appointments  it  seems 
reasonable  to  assume  that  this  difficulty  in  recruit- 
ment may  be  increased  unless  the  quality  of  the 
internship  is  improved  by  the  extension  of  educa- 
tional advantages  given  to  the  house  staff  mejnbers.’ 

“The  Committee  has  devoted  much  thought  to 
this  problem  and  is  convinced  that  an  adequate  in- 
tern and  resident  program  in  the  hospitals  is  one  of 
the  most  necessary  developments.  Such  a program 
would  be  a framework  for  medical  education  on  the 
postgraduate  level,  which  will  be  needed  by  medical 
officers  returning  to  civilian  practice  and  if  properly 
developed  will  serve  as  a means  of  continuing  post- 
graduate education  to  practitioners  of  medicine 
without  which  physicians  may  fail  to  keep  abreast 
of  the  times. 

“In  spite  of  the  fact  that  the  American  Medical 
Association  sent  out  a questionnaire  to  medical 
officers,  our  committee  thought  it  would  be  inter- 
esting and  fruitful  if  we  knew  more  intimately  what 
our  own  service  men  want  when  they  return.  Over 
three  hundred  have  replied  already  and  the  answers 
are  still  coming  in.  On  the  backs  of  these  answers 
are  comments  which  give  us  added  information  and 
repeatedly  express  the  desire  that  we  do  something 
about  satisfying  the  needs  of  the  returning  men. 
You  are  all  familiar  in  the  main  with  the  results  of 
the  A.  M.  A.  questionnaire  study.  These  have  been 
published  most  recently  in  the  Journal  of  the  Ameri- 
can iMedical  Association  September  23,  1944  as  a 
report  by  the  Secretary  and  Assistant  Secretary  of 
the  Council  on  Medical  Education  and  Hospitals. 
The  facts  are  that  after  the  war  and  even  during  the 
latter  stages  of  the  war  the  medical  profession  and 
hospitals  in  this  State  will  face  a demand  for  post- 
graduate education  of  unprecedented  proportions. 
While  it  is  true  that  we  may  not  be  able  to  satisfy 
fully  all  of  the  desires  of  our  returning  medical 
officers,  I am  sure  that  we  can  do  so  in  large  measure 
and  at  the  same  time  help  our  hospitals  and  the 
people  whom  they  serve.  If  such  a program  is  to  go 
forward,  you  who  are  responsible  for  the  hospitals 
of  the  State  must  know  the  problems  and  must  help 
in  the  formulation  of  the  remedies. 

“That  is  why  we  have  brought  Dr.  Reginald  Fitz 
to  speak  today.  He  has  been  for  many  years  a mem- 
ber of  the  Council  on  Medical  Education  and  Hos- 
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pitals  of  the  American  Medical  Association.  This 
Council  has  as  one  of  its  important  duties  the  devel- 
opment of  criteria  for  the  accrediting  of  hospitals 
for  internships  and  residencies.  He  has  been  recently 
chosen  chairman  of  the  American  Board  of  Internal 
Medicine.  He  therefore  knows  what  is  going  on  in 
the  medical  world  and  he  can  tell  you  what  it  will 
take  to  attract  the  interns  you  will  need  in  the  post 
war  period.” 

The  Cost  of  Good  Medical  Care 

Speaking  at  a recent  hearing  before  the  Pepper 
Sub  Committee  on  Health  and  Wartime  Education 
Dr.  R.  L.  Sensenich  of  the  Board  of  Trustees  of  the 
American  Medical  Association  gave  an  opinion  con- 
cerning compulsory  government  insurance  which 
deserves  careful  reading.  His  words  are  a thoughtful 
and  concise  statement  of  an  opinion  shared  by  most 
practicing  physicians  in  this  country.  Dr.  Sensenich 
said: 

“The  cost  of  good  medical  care  is  not  prohibitive 
to  the  average  earner.  The  average  illness  is  not  be- 
yond his  ability  to  pay  without  hardship.  More  than 
average  sickness  costs  may  be  paid  in  small  budgeted 
installments.  Many  medical  societies  have  agencies 
to  adjust  total  payments  and  installments,  to  the 
patient’s  ability  to  pay  without  hardship.  The  Na- 
tional total  amount  of  commitments  to  time  payment 
of  medical  bills  according  to  economists  is  small 
when  compared  with  commitments  generally  ap- 
proved for  less  important  items. 

“The  indigent  are  the  responsibility  of  local  gov- 
ernment agencies  and  in  most  areas  are  adequately 
cared  for.  The  relatively  high  concentrations  of 
persons  with  minor  mental  abnormalities,  not  suffi- 
ciently ill  to  require  institutional  care,  and  those  in 
the  older  ages  with  chronic  conditions,  although 
receiving  medical  care,  provide  an  unhappy  back- 
ground for  which  there  is  no  satisfactory  solution  at 
this  time.  This  is  not  essentially  a medical  problem. 

“The  American  Medical  Association  has  given 
more  study  over  a longer  period  of  time  to  medical 
service  plans,  built  upon  budgeting  or  insurance, 
than  any  of  the  institutions  or  individuals  advocating 
such  systems.  This  study  has  covered  all  existing 
systems  throughout  the  world.  Many  years  ago  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation stated  in  substance  that  there  is  nothing  in- 
herently good  or  bad,  from  a medical  point  of  view, 
in  different  methods  of  collection.  Insurance,  bud- 
geting, and  advance  financing  are  only  methods  of 


conducting  an  economic  transaction.  However, 
experience  has  shown  that  in  compulsory  govern- 
ment insurance  the  economic  soon  becomes  the 
dominant  factor  and  quality  of  service  is  secondary. 

“In  effect,  compulsory  government  insurance 
quickly  becomes  more  than  an  economic  transaction. 
Government  as  a controlling  third  party  fixes  the 
terms  to  the  purchaser  of  the  insurance  and  compels 
him  to  pay.  It  likewise  fixes  the  terms  upon  which 
the  physician  must  furnish  the  service  and  most 
often  under  conditions  that  then  make  it  impossible 
for  the  individual  to  have  the  best  service  or  to  have 
the  services  of  the  physician  he  would  select.  Qual- 
ity of  service  deteriorates.  Better  men  are  no  longer 
attracted  to  the  field  of  medicine,  and  for  the  in- 
sured, the  medical  service  deteriorates  to  the  dead 
level  of  mediocrity  and  minimal  service.  The  gov- 
ernment becomes  the  employer  and  the  close  per- 
sonal relation  of  patient  and  physician  and  personal 
responsibility  so  necessary  to  helpful  medical  care 
disappears.” 

Where  Does  Money  Come  From? 

In  these  days  of  concern  about  government  pro- 
viding medical  care  it  is  worth  while  to  stop  and 
think  where  the  money  comes  from  for  any  kind  of 
a government  program.  It  does  not  come  from  gov- 
ernment. Government  can  resdistribute  money  by 
artificial  and  arbitrary  methods  but  it  cannot  make 
money  because  it  produces  nothing.  People  who 
produce  things  make  money  and  it  is  from  them 
that  government  must  get  its  funds. 

Not  only  government  depends  on  producers  for 
money,  but  all  society  looks  to  the  mechanic,  the 
farmer  and  to  productive  capital  for  money  to  make 
the  wheels  of  civilization  go  around.  These  pro- 
ducers buy  from  merchants  what  other  producers 
have  made  and  they  pay  the  tax  collector,  the  butch- 
er, the  baker  and  the  doctor. 

Connecticut  has  always  been  a producing  state,  it 
had  to  be  or  it  could  not  survive.  Its  people  have  for 
300  years  been  known  for  their  skill,  the  ingenuity, 
their  ambition  and  their  thrift.  That  is  why  it  is 
the  kind  of  a state  that  it  is.  During  the  war  it  has 
produced  and  produced.  The  value  of  war  produc- 
tion per  capita  of  its  population  in  this  state  exceeds 
that  of  any  other  and  although  it  is  thirty-first  in 
population  among  the  states,  it  was,  even  before  the 
war,  the  eighth  in  the  payment  of  federal  taxes. 
After  the  war  Connecticut  will  go  on  producing 
things  the  people  need  and  new  things  that  they 
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want.  That  is  where  money  comes  from  in  Con- 
necticut, the  same  place  it  has  always  come  from. 

The  analysis  and  forecast  of  Post  War  Business 
and  Industry  that  is  published  in  this  Journal  has 
been  compiled  by  the  Secretary’s  Office  from  data 
obtained  from  many  sources  and  set  forth  in  timely 
fashion  what  Connecticut  physicians  at  home  and 
abroad  may  expect  after  the  war. 


General  Bayne-Jones  Talks  On  Hepatitis 

Brigadier  General  S.  Bayne-Jones,  USA,  Deputy 
Chief  of  the  Preventive  Medicine  Service,  spoke  at 
the  Graduate  Fortnight  of  the  New  York  Academy 
of  Medicine  in  New  York  City,  October  u,  on 
“Infectious  Hepatitis  With  Special  Reference  to  the 
Occurrence  of  Jaundice  in  the  Army.” 

Prevention  of  Blindness  in  Connecticut 

Late  in  1943  a project  was  begun  in  cooperation 
with  the  Connecticut  State  Department  of  Health 
for  the  threefold  purpose  of  obtaining  a picture  of 
industrial  vision  practices  in  a typical  concentrated 
industrial  region  engaged  largely  in  war  work;  try- 
ing out  various  methods  of  screening  tests  and  pro- 
cedures for  visual  examinations;  and  formulating 
recommendations  for  methods  of  appraising  and 
improving  existing  visual  conditions  in  industry  to 
serve  as  a pattern  elsewhere. 


NOTICE 

The  Index  to  Volue  VIII  (1944)  will  be 
printed  separately  and  enclosed  with  the  Janu- 
ary 1945  issue  of  the  Journal.  Readers  plan- 
ning to  bind  their  copies,  therefore,  should 
hold  Volume  VIII  until  the  publication  of 
January  1945  issue. 

I 


The  Social  Security  Snowball 

In  Connecticut  Industry  (October  1944)  we  find 
the  following  quoted  from  a publication  of  the  In- 
surance Economic  Society  of  America:  “In  every 
country  where  compulsory  social  insurance  has  been 
known,  and  some  have  had  systems  established  from 
30  to  60  years,  those  systems  have  continually  ex- 
panded, particularly  their  cost.  . . . 

“In  the  fiscal  year,  1935-36,  just  before  Social 
Security  Act  of  1935  came  into  effect,  this  country 
was  annually  expending  about  $678  million  on  a 
variety  of  social  functions  which,  grouped  together, 
might  be  labeled  as  the  social  security  system  of  that 
day. 

“By  1940-41  social  security  benefits  and  costs  had 
reached  $3.5  billion,  including  Old  Age  and  Sur- 
vivors insurance,  unemployment  insurance,  and 
other  items  which  could  properly  be  included  as  a 
part  of  our  social  security  system. 

“Today  the  American  public  is  being  asked  to 
adopt  additional  proposals,  which,  if  accepted,  would 
bring  immediate  annual  disbursals  for  social  security 
to  $9.5  billion  annually,  and  increase  them  each  year 
over  a period  of  some  25  years,  to  an  ultimate  annual 
total,  if  we  include  such  “social”  services  as  public 
works,  vocational  training,  etc.,  approaching  $20 
billion.  . . . 

“Before  1935,  we  had  no  such  taxes.  Today  these 
amount  to  1 per  cent  on  the  first  $3,000  of  payroll. 
Next  year,  they  may  be  2 per  cent,  or  they  may 
remain  at  1 per  cent,  depending  upon  Congressional 
action.  If  the  Wagner-Murray-Dingell  bill,  or  a 
similar  law  were  to  be  enacted,  they  would  jump  to 
6 per  cent,  and  there  would  be  additional  indirect 
taxes. 

“In  fact,  it  all  boils  down  to  a question  of  whether 
or  not  people  want  to  undertake  the  risk  of  being 
compelled  to  give  up  control  of  more  and  more  of 
their  earnings.  An  alternative  is  self  reliance— con- 
tinuing to  purchase  security  voluntarily,  as  private 
individuals  on  a basis  enabling  each  to  determine 
what  he  or  she  wants  to  pay  and  to  continue  to 

Pay-” 
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HOUSE  OF  DELEGATES  MEETING 


Call 


There  will  be  a special  meeting  of  the  House  of  Delegates  of  the  Connecticut  State  Medical  Society 
at  3:00  o’clock  in  the  afternoon  on  Thursday,  December  7,  1944,  at  the  New  Haven  Medical  Association, 
364  Whitney  Avenue,  New  Haven. 

H.  Gildersleeve  Jarvis,  President 
Creighton  Barker,  Secretary 

AGENDA 


House  of  Delegates  Meeting,  December  7,  1944 


I.  BUDGET  FOR  1 945 

There  are  at  present  2,071  members  of  the  Society; 
47  are  exempt  from  the  payment  of  dues  because  of 
longevity  and  538  are  in  military  service.  Making 
these  deductions  leaves  a total  dues-paying  member- 
ship of  1,486. 

The  Council  recommends  the  adoption  of  the 
following  budget  for  1945  and  annual  dues  of  $20. 


Council  $ 250.00 

Chairman  of  the  Council 300.00 

Delegates  to  the  A.  M.  A. 1 50.0 

Secretary’s  Annuity  1,000.00 

Annual  Meeting 1,200.00 

Treasurer’s  Miscellaneous  2,000.00 

Secretary’s  Office 

Personal  Services 16,500.00 

Rent 1,500.00 

Miscellaneous  1,200.00 

Journal 4,000.00 


$28,100.00 

Dues  at  this  rate  will  produce  an  income  of 
$28,234,  g>ving  effect  to  the  five  per  cent  commis- 
sion paid  to  County  Secretaries.  The  budget  for 
1944  was  $28,500. 

2.  AMENDMENT  TO  THE  BY-LAWS 

The  Council  recommends  the  adoption  of  the 
following  amendment  to  the  By-Laws: 

Membership 

Chapter  II  of  the  By-Laws  of  the  Connecticut 
State  Medical  Society  is  amended  by  the  addition  of 
a new  Section  3.  The  present  Section  3 becomes  Sec- 
tion 4 and  the  present  Section  4 becomes  Section  5. 

Section  3.  Any  person  whose  legal  or  family  resi- 
dence is  in  the  State  of  Connecticut  who  is  a regu- 
larly enrolled  student  and  a candidate  for  the  degree 
of  Doctor  of  Medicine  in  an  acceptable  medical 
school,  as  provided  in  Section  47 8f  of  the  Cumula- 


tive Statutes  of  Connecticut,  or  any  person  who  is  a 
student  in  an  acceptable  medical  school  located  in 
the  State  of  Connecticut  may  become  a Student 
Member  of  the  Society.  Also,  physicians  not  licensed 
to  practice  medicine  in  Connecticut  who  are  serving 
as  internes  or  residents  in  hospitals  in  Connecticut, 
for  the  purpose  of  extending  their  education  and 
not  primarily  for  remuneration,  may  become  Stu- 
dent Members  of  the  Society. 

Such  membership  shall  be  obtained  by  applying 
to  the  Council  of  the  Society  on  a form  provided  for 
that  purpose  and  election  by  vote  of  a majority  of 
the  Council. 

Student  Members  will  enjoy  all  of  the  rights  and 
privileges  of  membership  in  the  Society  except  that 
they  shall  not  be  eligible  to  vote  or  hold  office. 

When  such  a Student  Member  is  licensed  to  prac- 
tice medicine  in  the  State  of  Connecticut  and  settles 
in  this  State  in  practice  or  remunerative  employment 
he  shall  be  eligible  at  once  for  election  to  active 
membership  in  the  County  Association  in  the  County 
in  which  he  has  settled  without  the  waiting  period 
of  residence  within  the  County,  subject  to  such 
regulations  as  may  be  imposed  by  such  County 
Associations. 

3.  THE  INCLUSION  OF  PROFESSIONAL  FEES  IN  PAYMENTS 
MADE  BY  HOSPITAL  SERVICE  PLANS 

The  Council  recommends  that  the  question  of 
adopting  the  recommendation  of  the  Special  Com- 
mittee to  study  a proposal  of  the  Connecticut  Hos- 
pital Service,  Inc.,  tabled  during  the  Annual  Meet- 
ing of  the  House  of  Delegates  in  Bridgeport,  May 
2,  1944,  be  taken  from  the  table  and  that  the  recom- 
mendation of  the  Special  Committee  be  approved. 
The  recommendation  of  the  Special  Committee  was: 

“After  due  and  careful  consideration  of  the  ques- 
tion (inclusion  of  professional  fees  in  payments 
made  by  the  Hospital  Service  Plan)  submitted  for 
study,  the  majority  of  the  Committee  reports  that 
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it  is  opposed  to  the  inclusion  of  professional  fees  as 
a part  of  any  hospital  plan.” 

4.  PROGRESS  REPORT  OF  THE  COMMITTEE  ON  PREPAID 

MEDICAL  SERVICE 

J.  Harold  Root,  Chairman. 

5.  THE  STATUS  OF  NURSE  ANESTHETISTS 

Progress  report  of  the  Committee  on  Public 
Policy  and  Legislation  on  the  subject  of  the  legal 
status  of  registered  nurse  anesthetists  and  the  admin- 
istration of  parenteral  medication,  including  anes- 
thesia, by  registered  nurses  with  the  view  of  legal- 
izing such  procedure  in  acceptable  hospitals  by  the 
passage  of  appropriate  legislation.  Berkeley  M. 
Parmelee,  Chairman. 

6.  PROFESSIONAL  LIABILITY  INSURANCE 

Report  of  Special  Committee.  Louis  F.  Wheat- 
ley,  Chairman. 


Health  of  Army  in  U.  S. 

There  has  been  a very  slight  seasonal  increase  from 
the  low  summer  level  in  the  incidence  of  colds,  in- 
fluenza and  other  common  respiratory  diseases 
among  soldiers  stationed  in  the  United  States.  How- 
ever, the  current  rates  ( October  1 3 ) are  below  those 
for  any  other  year  during  the  present  war.  The 
incidence  of  meningitis,  measles,  mumps  and  the 
other  specific  respiratory  transmitted  diseases  re- 
mains at  or  below  the  summer  level. 

Promotions  — Changes  of  Station 

Word  has  been  received  of  the  promotion  of 
Lieutenant  Commander  James  P.  Moran,  USNR, 
New  London,  to  Commander  with  assignment  to 
active  sea  duty. 

Lt.  Comdr.  F.  W.  Roberts,  New  Haven,  has 
been  transferred  from  St.  Albans,  N.  Y.,  to  Brook- 
lyn Navy  Yard. 

Lt.  (j.g.)  Edward  R.  Smith,  MC— USNR,  Meri- 
den, has  been  assigned  to  active  sea  duty.  He  was 
formerly  stationed  at  the  U.  S.  Naval  Training- 
Station,  Sampson,  N.  Y. 


Lt.  Paul  H.  Lavietes,  MC— AUS,  New  Haven,  has 
been  transferred  from  the  Veterans  Administrative 
Facility  at  Brecksville,  Ohio,  to  Moore  General  Hos- 
pital, Swannanoa,  N.  C. 

Harry  A.  Parlato  of  New  Britain  has  been  com- 
missioned 1 st  Lieutenant  MC— AUS  and  assigned  to 
Veterans  Hospital,  Coatesville,  Pa. 

1 st  Lt.  Morris  J.  Tissenbaum,  Norwich,  has  been 
transferred  to  Camp  Blanding,  Florida,  from  Car- 
lisle Barracks,  Pa. 

American  College  of  Surgeons  Expands 
Graduate  Training  Program 

In  expanding  its  program  of  Graduate  Training 
in  Surgery  to  assure  adequate  opportunities  for  ad- 
vanced training  in  surgery,  particularly  for  recent 
medical  graduates  when  they  return  from  service 
with  the  armed  forces,  the  American  College  of 
Surgeons  announces  the  new  appointments  of  Major 
General  Charles  R.  Reynolds,  MC,  retired,  former 
surgeon  general  of  the  LT.  S.  Army,  as  consultant  in 
graduate  training  in  surgery  and  of  Dr.  George  H. 
Miller,  dean  of  the  Faculty  of  Medicine  and  chair- 
man and  professor  of  the  department,  American 
University  of  Beirut,  Lebanon,  Syria,  as  director  of 
educational  activities.  The  department  of  graduate 
training  in  surgery  is  under  the  general  direction  of 
Dr.  Malcolm  T.  MacEachern,  chairman  of  the  ad- 
ministrative board  and  responsible  to  the  committee 
on  graduate  training  in  surgery  and  to  the  board  of 
regents.  In  addition  to  General  Reynolds  and  Dr. 
Miller,  the  staff  of  the  department  will  consist  of 
Dr.  Paul  S.  Ferguson,  director  of  surveys,  and  three 
assistants  who  conduct  the  surveys,  and  the  field 
representatives  conducting  the  regular  hospital 
standardization  surveys  under  the  direction  of  Dr. 
E.  W.  Williamson,  assistant  director  of  the  college, 
who  assist  as  required  in  the  graduate  training  pro- 
gram. The  latter  is  a development  of  the  basic  work 
of  the  college  in  stimulating  the  improvement  of 
hospital  service.  Surveys  of  hospitals  for  graduate 
training  in  surgery  have  been  conducted  since  1937 
by  the  college. 
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FROM  THE  SECRETARY’S  OFFICE 


CREIGHTON  BARKER,  m.d. 
GRACE  MOONEY,  ph.d. 

258  Church  Street  New  Haven 


INTERIM  REPORT 

Continuing  a custom  inaugurated  last  year,  the  Secretary  submits  this  interim  report  of  activities  of  the 
Society  for  the  information  of  all,  but  particularly  for  the  members  who  are  absent  on  military  service 
and  out  of  personal  touch  with  Society  affairs. 


Membership 

There  aie  2,071  members  in  good  standing  in  the  Society,  538  of  whom  are  in  military  service.  A list 
of  medical  officers  in  the  Army,  Navy  and  Public  Health  Service  is  published  elsewhere  in  this  issue  of 
the  Journal.  One  member  of  the  Society,  Dr.  A.  Joseph  Leon,  Adystic,  died  while  serving  his  country 
and  three  have  been  prisoners  of  war:  Dr.  L.  Caldwell  Heidger,  Stratford,  and  Dr.  Sidney  Vernon,  Willi- 
mantic,  aie  piisoners  of  the  Japanese;  Dr.  Francsi  Gallo,  Winsted,  was  a prisoner  in  Europe  but  has,  by 
great  good  fortune,  returned  to  this  country.  Several  members  of  the  Society  have  been  wounded  in  action. 
Twenty-seven  members  who  were  commissioned  and  on  active  duty  have  been  returned  to  civilian  status. 
With  the  cessation  of  recruitment  of  medical  officers  for  the  Army  it  is  not  anticipated  that  many  more 
members  will  be  separated  for  military  duty,  although  recruiting  of  medical  officers  for  the  United  States 
Naval  Reserve  and  the  United  States  Public  Health  Service  is  to  continue.  Each  month  sees  two  or  three 
discharged  from  the  Services  or  returned  to  an  inactive  status. 

During  the  entire  period  of  the  war,  the  Procurement  and  Assignment  Service  for  Connecticut,  which 
is  operated  through  the  State  Society  office,  has  processed  applications  for  commissions  in  the  Army,  Navy 
and  Public  Health  Service  from  1,003  physicians.  Some  of  these  individuals  applied  in  more  than  one 
of  the  Services.  As  of  this  writing,  761  physicians  have  been  commissioned  in  one  of  the  Government 
services  and  3 1 of  these  have  been  returned  to  inactive  status  because  of  physical  disability.  Two  hundred 
and  forty-two  applicants  have  been  found  physically  disqualified  for  appointment. 

County  Auxiliaries  is  now  under  way.  It  is  antici- 
pated that  the  Auxiliary  will  be  a valuable  and  use- 
ful adjunct  to  the  Society,  particularly  in  extending 
favorable  public  understanding  of  medicine  and  in 
stimulating  an  interest  in  legislative  affairs. 

BUILDING  FUND 

The  House  of  Delegates  has  voted  that  the  Society 
should  engage  in  the  accumulation  of  a Building 
Fund  to  provide  a headquarters  building  for  the 
Society  in  New  Haven.  The  sum  of  $50,000  is  being 
sought  by  contribution  from  members  and  friends 
of  the  Society.  Members  in  military  service  are  not 
being  solicited,  but  contributions  from  them  will,  of 
course,  be  accepted  if  they  wish  to  participate.  Dr. 
James  D.  Gold  of  Bridgeport  is  the  Chairman  of  the 
Board  of  Trustees  of  the  Building  Fund  and  serving 
with  him  are  C.  Charles  Burlingame,  Hartford,  Rov 
L.  Leak,  West  Hartford,  George  AT  Smith,  New 


FINANCES 

The  financial  affairs  of  the  Society  are  in  good 
order  and  it  is  gratifying  to  note  that  $12,500  of  the 
surplus  funds  and  also  the  $5,000  principal  sum  of 
the  Russell  Fund  are  invested  in  United  States  War 
Bonds.  The  Society  continues  to  operate  well  within 
its  budget. 

A number  of  new  activities  have  been  initiated  by 
the  Society  during  this  year  and  conspicuous  among 
these  are: 

woman’s  auxiliary 

After  long  consideration  a Woman’s  Auxiliary" 
of  the  Society  has  been  authorized  and  organized 
under  the  presidency  of  Mrs.  H.  Bertram  Lambert 
of  Southport.  Adrs.  Charles  W.  Goff  of  Hartford  is 
the  Secretary  of  the  Auxiliary.  Approximately  500 
wives  of  members  of  the  Society  have  evinced  inter- 
jest in  this  new  project  and  the  organization  of 
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Haven  and  Daniel  Sullivan,  New  London.  Many 
contributions  have  already  been  pledged  and  it  is 
believed  that  this  ambitious  undertaking  will  be  a 
success. 

POST  WAR  PLANNING  IN  HEALTH  AND  MEDICAL  CARE 

The  Post  War  Planning  Board,  authorized  by  the 
1943  Legislature  and  working  under  the  chairman- 
ship of  President  Charles  Seymour  of  Yale  Univer- 
sity, has  a Committee  on  Medical  Care  and  Health, 
headed  by  Dr.  James  R.  Miller,  Hartford.  Several 
members  of  the  Society  and  representatives  of  the 
State  Health  and  Welfare  Departments  are  serving 
with  Dr.  Miller  on  the  committee  which  is  concern- 
ing itself  with  studies  of  problems  related  to  health 
and  medical  care  as  they  will  appear  in  the  period 
after  the  war. 

The  Committee  on  Post  War  Medical  Care  and 
Health  is  currently  engaged  in  an  effort  to  improve 
education  and  training  for  members  of  the  house 
staffs  of  Connecticut  hospitals  and  is  preparing  a 
guiding  curriculum  for  house  officers’  training  that 
will  be  made  available  to  any  hospital  in  the  state. 
Dr.  Thomas  P.  Murdock  of  Meriden  is  the  Chair- 
man of  this  Sub-Committee  on  Interne  Curriculum. 

The  desirability  of  a Department  of  Medicine  for 
the  University  of  Connecticut  is  also  being  studied 
by  this  committee  at  the  suggestion  of  Governor 
Baldwin.  This  proposal  has  aroused  a great  deal  of 
interest  within  the  state  and  elsewhere  and  because 
of  its  far-reaching  nature  and  the  large  expenditure 
of  funds  that  would  be  entailed  it  is  receiving  care- 
ful exploration  and  as  yet  the  committee  has  made 
no  report  on  it. 

It  was  this  committee  that  made  the  inquiry  con- 
cerning the  post  war  desires  and  plans  of  physicians 
now  in  the  Forces,  with  the  view  of  formulating 
plans  that  would,  insofar  as  possible,  aid  physicians 
returning  to  the  state  from  military  service  in  find- 
ing opportunities  for  additional  education.  A pre- 
liminary compilation  of  the  returns  from  this  ques- 
tionnaire appeared  in  the  November  issue  of  the 
Journal. 

PREPAID  MEDICAL  SERVICE 

The  subject  of  prepayment  medical  care  plans 
has  been  under  consideration  by  the  Society  for 
many  years.  It  is,  at  best,  a complicated  matter  and 
as  time  has  passed,  Connecticut  has  had  the  oppor- 
tunity to  observe  the  experiences  with  such  plans 
in  other  states.  Those  experiences  have  not  been  um- 
formly  successful  and  gratifying  and  it  is  certain 


that  this  state  has  gained  by  delay  and  has  avoided 
the  mistakes  made  in  other  localities.  Some  progress 
is  being  made  currently  toward  a plan  operated 
jointly  by  Connecticut  Hospital  Service  and  the 
Society.  Dr.  J.  Harold  Root  of  Waterbury  is  the 
chairman  of  the  Society’s  committee  directing  this 
activity. 

THE  TUMOR  COMMITTEE 

The  program  of  the  Society’s  Tumor  Committee 
has  been  a valuable  contribution  to  the  public  health 
and  to  cancer  research  through  several  years  and 
although  its  progress  has  been  materially  handi- 
capped by  the  absence  of  many  of  its  most  interested 
workers  it  continues  to  be  of  great  usefulness.  There 
has  been  a revision  of  the  administrative  relationships 
between  the  Tumor  Committee,  the  Connecticut 
Branch  of  the  American  Cancer  Society  and  the 
Connecticut  Association  of  Tumor  Clinics  and  the 
program  for  the  year  just  ahead  has  been  materially 
stimulated  by  a generous  grant  for  cancer  from  the 
Anna  Fuller  Fund.  Dr.  Hugh  M.  Wilson,  New 
Haven,  is  the  chairman  of  the  committee. 

SECTION  OF  SURGERY 

The  new  Section  of  Surgery  was  organized 
through  the  interest  of  the  President  of  the  Society, 
Dr.  H.  Gildersleeve  Jarvis  and  Dr.  Donald  B.  Wells. 
It  is  operating,  under  the  chairmanship  of  Dr.  Paul 
Vestal,  with  more  than  50  original  members. 

CARE  OF  THE  CHRONICALLY  SICK 

The  Connecticut  Legislature  of  1943  authorized 
the  State  Public  Welfare  Council  to  make  a study 
of  the  care  of  the  chronically  sick  in  Connecticut 
and  to  submit  recommendations  concerning  the 
state’s  responsibilities  in  this  field.  This  study,  under 
the  direction  of  Karl  F.  Heiser,  ph.d.,  has  just  been 
completed  with  the  counsel  of  a medical  advisory 
committee  from  this  Society.  This  problem  is  a 
pressing  one  and  it  is  hoped  that  the  Legislature  of 
1945  will  take  some  definite  steps  toward  its  solu- 
tion. Representatives  of  the  Society  have  been  con- 
sulted widely  in  making  the  study  and  the  recom- 
mendations arising  therefrom. 

Committees  from  the  Society  are  engaged  in  in- 
quiries on  several  other  subjects  of  deep  interest  to 
physicians  and  the  public:  the  Committee  on  Public 
Policy  and  Legislation,  of  which  Dr.  Berkley  M. 
Parmelee  of  Bridgeport  is  the  Chairman,  is  studying 
the  legality  of  the  widespread  practice  of  anesthesia 
by  nurses  and  the  administration  of  parenteral  medi- 
cation and  anesthetics  by  nurses.  A special  com- 
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mittee,  of  which  Dr.  Louis  F.  Wheatley  of  New 
Haven  is  the  chairman,  is  studying  the  subject  of 
professional  liability  insurance,  particularly  as  it 
relates  to  the  existing  group  insurance  contract 
written  for  members  of  the  Society.  A broad  study 
of  osteopathic  practice  and  licensure  in  Connecticut 
is  under  way  by  a special  committee  of  which  Dr. 
Carl  E.  Johnson  of  New  Haven  is  the  chairman. 

The  Council,  under  the  chairmanship  of  Dr.  James 
R.  Miller  of  Hartford,  continues  its  monthly  meet- 
ings and  all  business  of  the  Society  is  currently 
carried  on  thereby.  The  House  of  Delegates  will 
have  its  usual  mid  year  meeting  in  December  for  the 
purpose  of  passing  on  the  budget  for  1945  and  for 
action  upon  interim  and  unfinished  business. 

It  is  the  hope  of  those  remaining  at  home  who  are 
responsible  for  the  affairs  of  the  Society  that  their 
duties  are  discharged  with  good  judgment  and  that 
appropriate  consideration  is  being  given  to  the  obli- 
gation to  make  plans  for  the  things  that  will  come 
after  the  war. 

To  each  of  you  who  is  away,  no  matter  where 
you  are  or  what  you  are  doing,  the  Secretary  sends 
his  sincere  good  wishes,  thanks  you  for  the  many 
letters  you  have  written  and  wishes  you  good  luck, 
and  a speedy,  safe  return. 


1945  Annual  Meeting  Committee 
On  Arrangements 

The  Hartford  County  Medical  Association  has 
appointed  Edward  A.  Deming  of  Hartford  the 
Chairman  of  the  Local  Committee  on  Arrangements 
for  the  1945  Annual  Meeting  of  the  Society  that 
will  be  held  in  Hartford  next  May.  Serving  with 
Dr.  Deming  on  the  committee  are:  Harry  L.  F. 
Locke,  Hartford;  Edward  J.  Whalen,  Hartford; 
Benjamin  B.  Robbins,  Bristol;  William  R.  Hanrahan, 
Bristol;  Edwin  C.  Higgins,  Manchester;  Charles  T. 
Schechtman,  New  Britain. 


Waterbury  Suffers  First  Physician 


Casualty 

Lieutenant  Frank  Reichenbach,  MC— USNR, 
was  killed  in  France  on  November  6 while 
serving  with  a Seabees  unit.  Dr.  Reichenbach 
is  the  first  physician  from  Waterbury  to  make 
the  Supreme  sacrifice  in  the  present  war. 

Frank  Reichenbach  entered  the  service  July 
5,  1943  and  was  stationed  at  Davisville  and 
Newport,  R.  I.,  and  Lido  Beach,  N.  Y.,  before 
going  overseas  on  July  25,  1944.  Born  in 
Woodbury,  graduated  from  the  local  high 
school,  Lieutenant  Reichenbach  received  his 
m.d.  degree  at  Tufts  Medical  School  in  1933. 
As  a promising  young  surgeon  he  pursued  post- 
graduate study  in  practical  cancer  therapy  and 
returned  to  Waterbury  to  serve  as  chairman  of 
the  Waterbury  Hospital  Tumor  Clinic  for  two 
years.  To  him  goes  the  credit  for  organizing 
the  outpatient  follow  up  tumor  clinic  at  Chase 
Memorial  Dispensary,  and  for  assisting  in  or- 
ganizing a biopsy  service  in  the  Waterbury 
area  which  would  permit  and  encourage  all 
physicians  to  submit  without  charge  office 
treated  lesions  for  biopsy. 

Frank  Reichenbach  will  be  missed.  He  was 
a kindly  person  with  abundant  good  will  and 
was  loved  by  all  who  came  in  contact  with 
him.  To  his  training  as  a surgeon  he  brought 
the  added  culture  engendered  by  a fondness 
for  the  classics  in  music,  art  and  literature. 


Meeting  of  Industrial  Health  Committee 

A meeting  of  the  Committee  on  Industrial  Health 
of  the  Connecticut  State  Medical  Society  was  held 
at  the  Graduates  Club  in  New  Haven,  Wednesday 
evening,  October  25,  1944.  Those  present  were: 


This  States  the  Case 
for 


Professional 


Season’s  Greetings 

to  our  many  Connecticut 
doctor  and  hospital  friends 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


872 

Arthur  B.  Landry,  Martin  I.  Hall,  Albert  S.  Gray, 
Crit  Pharris,  John  M.  Gallivan,  John  R.  Paul,  Phillip 
J.  Mborad,  Ellwood  C.  Weise,  C.  F.  Yeager,  Andrew 
J.  Jackson,  James  H.  Biram,  Frank  L.  Polito. 

The  Industrial  Health  Committee  has  been  very 
much  interested  in  the  teaching  and  training  of  in- 
dustrial nursing,  both  to  graduate  and  undergraduate 
nurses  for  several  years;  and  has  been  instrumental 
in  getting  several  hospitals  in  the  State  to  give  time 
to  this  subject.  Many  of  its  members  have  partici- 
pated in  giving  the  necessary  lectures.  The  Univer- 
sity of  Connecticut  is  now  including  in  their  cur- 
riculum, an  industrial  nursing  program  which  has 
been  wholeheartedly  endorsed  by  this  committee.  In 
the  discussion  it  was  pointed  out  that  this  course  will 
not  be  too  didactic,  as  has  been  the  case  with  some 
of  the  courses. 

Considerable  time  has  been  spent  reviewing  stand- 
ing orders  for  industrial  nurses  prepared  by  numer- 
ous agencies.  It  was  agreed  by  all  members  of  the 
committee  to  accept  and  endorse  the  Standing 
Orders  prepared  by  the  Council  on  Industrial 
Health  of  the  American  Medical  Association.  It  was 
also  agreed  that  nurses  should  not  work  in  any  in- 
dustry without  signed,  written,  standing  orders  pre- 
pared by  a legally  licensed,  practicing  physician  in 
the  State  of  Connecticut,  unless  the  physician  is 
employed  in  the  plant.  The  chairman  was  directed 
to  write  to  the  Industrial  Nursing  Group  on  the 
above. 

Fracture  Committee  Clinic 

Arthur  S.  Griswold  and  Carl  Wehger  entertained 
fifteen  members  and  guests  of  the  committee  at  The 
Bridgeport  Hospital  November  9,  with  a fracture 
clinic  of  great  merit.  There  probably  is  no  other 
more  active  fracture  service  in  the  entire  State  of 
Connecticut  than  that  of  Dr.  Griswold’s.  His  work 
is  meticulous  and  of  a very  high  order  of  skill.  His 
presentation  of  cases,  both  in  abstract  and  in  per- 
son, demonstrated  the  more  interesting  and  some- 
what out  of  the  ordinary  range  of  fractures  that  falls 
to  the  lot  of  an  orthopedist  in  a large  general  hos- 
pital. His  clinic  offered  irrefutable  evidence  in  sup- 
port of  the  orthopedist  as  a fracture  surgeon  as 
against  fractures  cared  for  by  the  general  surgeon. 
Some  large  hospitals  in  the  State  are  still  so  organ- 
ized that  all  fractures  are  admitted  on  general  sur- 
gery, perhaps  to  be  transferred  to  the  orthopedist  if 
the  general  surgeon  does  not  wish  to  treat  them. 


This  system  is  acceptable  in  the  smaller  hospitals, 
but  to  be  questioned  in  larger  institutions. 

A most  satisfactory  meeting  took  place  including 
the  lunch  provided  by  the  Bridgeport  Hospital 
Superintendent  which  included  roast  beef,  believe  it 
or  not.  Those  who  were  not  able  to  get  to  the  meet- 
ing missed  something.  The  next  clinic  will  be  held 
in  Hartford  during  the  last  part  of  December,  at  the 
St.  Francis  Hospital.  Watch  for  the  date,  to  be 
indicated  by  card. 

C.  W.  Goff,  m.d.j  Secretary -Treasurer 

Association  of  Connecticut  Tumor  Clinics 

A meeting  of  representatives  of  Connecticut 
Tumor  Clinics  was  held  on  Thursday,  November 
9,  at  4:00  p.  m.  in  Farnam  Auditorium,  New  Haven 
Hospital.  Hugh  M.  Wilson,  chairman  of  the  Com- 
mittee on  Tumor  Study  of  the  State  Medical  Society 
acted  as  temporary  presiding  officer. 

There  were  in  attendance:  Bridgeport:  I.  B.  Aker- 
son,  H.  B.  Lambert,  B.  N.  Parmelee;  Hartford: 
M.  H.  Griswold,  R.  E.  Kendall,  R.  H.  Osmond, 
D.  B.  Wells;  Middletown:  C.  C.  Harvey;  New 
Britain:  D.  E.  Wilson,  Adiss  E.  S.  Quigley;  New 
Haven:  A.  N.  Creadick,  C.  C.  Deming,  E.  A.  Law- 
rence, R.  M.  Lowman,  W.  Mendelsohn,  H.  M.  Wil- 
son; Norwalk:  L.  G.  Simon,  W.  S.  Stone;  Putnam: 
K.  T.  Phillips;  Waterbury:  J.  O.  Collins,  J.  L.  Har- 
vey, A.  J.  Jackson;  Willimantic:  F.  B.  Rafferty, 
K.  K.  Kinney. 

Dr.  Wilson  opened  the  business  meeting  with  the 
announcement  of  a grant  of  $1,500  made  to  the 
Tumor  Committee  by  the  Anna  Fuller  Fund  for 
work  in  the  field  of  cancer  control  during  the 
coming  year.  He  then  stated  that  the  principal  busi- 
ness of  the  meeting  was  the  consideration  of  a pro- 
posal of  the  Tumor  Committee  that  the  Association 
of  Connecticut  Tumor  Clinics  be  formally  organ- 
ized as  an  independent  unit.  Each  tumor  clinic  had 
been  requested  to  send  to  the  meeting  representatives 
authorized  to  reject  or  approve  the  proposal.  He 
went  on  to  explain  the  present  concept  of  the 
relationship  between  the  Committee  on  Tumor 
Study,  the  Association  of  Tumor  Clinics,  the  State 
Division  of  Cancer  Research  and  the  Connecticut 
Cancer  Society,  illustrating  the  relationship  by 
means  of  a chart.  The  members  of  the  Tumor  Com- 
mittee concur  in  the  opinion  that  there  would  be 
definite  advantages  in  the  organization  of  the  Asso- 
ciation of  Connecticut  Tumor  Clinics  as  an  autono- 
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mous  group,  which  would  contniue,  as  in  the  past, 
to  work  in  close  cooperation  with  the  other  agencies 
engaged  in  cancer  control.  Dr.  Wilson  stated  that 
the  tentative  Articles  of  Association  and  By-Laws, 
copies  of  which  had  been  sent  to  each  Tumor  Clinic 
chairman,  were  drafted  by  R.  E.  Kendall,  chair- 
man of  the  Scientific  Committee,  in  order  to  provide 
a basis  for  action.  Dr.  Kendall  was  asked  to  read  and 
explain  the  Articles  and  By-Laws. 

Dr.  Kendall  pointed  out  that  the  objective  of 
the  Association  is  generally  agreed  to  be  the  im- 
provement and  development  of  facilities  for  the 
diagnosis  and  treatment  of  cancer  and  therefore  the 
emphasis  in  the  proposed  Articles  had  been  placed 
on  the  raising  of  standards.  He  summarized  the  pro- 
visions of  the  Articles  of  Association  and  By-Laws, 
stressing  the  fact  that  these  were  tentative  and 
subject  to  revision.  After  brief  discussion  it  was 
voted  to  accept  the  Articles  of  Association  and  By- 
Laws. 

ddie  chairman  called  for  nominations  for  a presi- 
dent, a secretary  and  three  members  to  constitute 
with  the  president  and  secretary  the  Executive 
Committee  of  the  Association.  Two  of  the  members 
of  the  Executive  Committee  are  required  by  the 
By-Laws  to  be  members  of  the  Committee  on 
Tumor  Study. 

Donald  A.  Bristoll  of  New  Britain  was  elected 
president  of  the  Association  of  Connecticut  Tumor 
Clinics  and  Robert  Tennant  of  Hartford  was  elected 
secretary.  Berkeley  N.  Parmeele,  Bridgeport,  A. 
Nowell  Creadick,  New  Haven,  both  members  of  the 
Tumor  Committee  and  Samuel  C.  Harvey,  New 
Haven,  were  elected  to  serve  with  the  officers  as  the 
Executive  Committee  of  the  Association. 

It  was  voted  that  the  decision  on  the  time  and 
place  of  the  next  scientific  meeting  be  made  by  the 
Executive  Committee.  Each  participating  clinic  was 
requested  to  send  to  Dr.  Mooney  at  the  office  of  the 
State  Medical  Society  the  names  of  its  two  official 
delegates  to  the  Association  of  Tumor  Clinics. 

At  the  conclusion  of  the  business  meeting,  Dr. 
Wilson  introduced  the  speaker  of  the  afternoon, 
Dr.  Harry  S.  N.  Greene,  professor  of  pathology. 
Yale  School  of  Medicine.  Dr.  Greene  gave  a vivid 
and  stimulating  description  and  interpretation  of 
his  research  on  the  transplantation  of  tumor  tissue 
in  an  address  entitled  “The  Biological  Differentia- 
tion of  Benign  and  Malignant  Tumors.” 


Society  Receives  Grant  For  Cancer  Program 

A grant  of  $1,500  for  use  in  the  field  of  cancer 
prevention  in  Connecticut  has  been  voted  by  the 
trustees  of  the  Anna  Fuller  Fund  for  the  period  from 
November  j,  1944  to  November  1,  1945.  The 
trustees  of  the  fund,  a trust  created  under  the  will 
of  the  late  Egbert  C.  Fuller  of  New  Haven  and 
Branford  for  the  advancement  of  cancer  research, 
are  assisted  in  its  administration  by  a Board  of 
Scientific  Advisors,  the  members  of  which  are  Dr. 
George  M.  Smith,  New  Haven,  Chairman,  Brigadier 
General  Stanhope  Bayne-Jones,  USA,  Dr.  Milton 
C.  Winternitz,  New  Haven,  and  Professor  E.  L. 
Kennaway,  London,  England. 

I he  grant,  which  is  to  be  expended  under  the 
direction  of  Dr.  Hugh  M.  Wilson,  chairman  of  the 
Committee  on  Tumor  Study  of  the  Connecticut 
State  Medical  Society  marks  the  first  instance  of  the 
allotment  of  funds  by  such  a foundation  to  a com- 
mittee of  the  State  Society.  The  Council  accepted 
the  grant  on  behalf  of  the  Society  at  its  monthly 
meeting  in  November. 

Alvarenga  Prize  to  Dr.  Gervase  J.  Connor 

The  College  of  Physicians  of  Philadelphia  has 
awarded  the  Alvarenga  Prize  to  Dr.  Gervase  J. 
Connor,  of  the  school  of  medicine,  Yale  University, 
for  his  study  entitled  “Anterior  Cerebellar  Function, 
an  Analytical  Study  in  Functional  Localization  in 
the  Cerebellum  in  Dog  and  Monkey.”  This  will  be 
published  in  December  in  the  Transactions  and 
Studies  of  the  College  of  Physicians.  The  Alvarenga 
Prize  was  established  by  the  will  of  Pedro  Francisco 
da  Costa  Alvarenga  of  Lisbon,  Portugal,  an  asso- 
ciate fellow  of  the  College  of  Physicians,  “to  be 
awarded  annually  by  the  College  of  Physicians  on 
each  anniversary  of  the  death  of  the  testator,  July 
14,  1883,  to  the  author  of  the  best  memorial  upon 
any  branch  of  medicine  which  may  be  deemed 
worthy  of  the  prize.” 

Prepaid  Medical  Service  in  Pennsylvania 

During  the  first  seven  and  one-third  months  of 
1944  participating  physicians  in  Medical  Service 
Association  of  Pennsylvania  increased  from  303  to 
1,550.  The  Pittsburgh  Surgical  Society,  at  first  a 
hold  out  from  Medical  Service  Association,  has 
voted  approval  of  the  plan. 
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Symposium  on  Post  War  Medical  Education 

A Symposium  on  the  post  war  problems  of  medi- 
cal education  was  held  at  the  Brady  Auditorium, 
New  Haven  Hospital,  under  the  auspices  of  Alpha 
Kappa  Kappa,  medical  fraternity,  Tuesday  evening, 
November  14,  1944-  Dr.  Francis  Blake,  Dean  of  the 
School  of  Medicine,  acted  as  moderator  and  those 
participating  were:  Dr.  Harold  Burr,  Professor  of 
Neuro-Anatomy;  Dr.  Samuel  C.  Harvey,  Professor 
of  Surgery;  Dr.  James  R.  Miller,  Chairman  of  the 
Council,  Connecticut  State  Medical  Society;  Dr. 
Creighton  Barker,  Executive  Secretary,  Connecticut 
State  Medical  Society.  Excerpts  from  the  notes  taken 
during  the  discourse  will  spotlight  points  which  seem 
of  importance. 

Dr.  Barker  stated  that  his  concern  was  with  the 
quantitative  side  rather  than  the  qualitative  side  . . . 

Shortage  of  interns  was  first  noticeable  in  1910  when  a 
decreased  enrollment  followed  an  improvement  of  the 
qualitative  conditions.  . . . Real  complications  set  in, 
when  in  1935  the  decreased  supply  was  accelerated  by  war 
conditions.  . . . 60,000  phvsicians  are  now  in  military 

service.  . . . There  is  an  adequate  number  for  the  Army 

but  a shortage  in  the  Navy.  . . . The  casualty  list  is  con- 
siderable but  cannot  be  forecast.  . . . Veterans  Admin- 

istration will  need  10,000  or  one-sixth  of  those  in  service  and 
not  that  many  will  be  added.  . . . It  is  a conjecture  how 
many  will  be  needed  for  foreign  interests,  such  as  Army 
occupation  all  over  the  world.  . . . There  is  an  increased 

demand  in  different  fields,  for  example,  in  Industry  and  the 
public  need  for  medical  care  is  on  the  increase.  . . . It  is 

necessary  to  agitate,  not  just  train  men  into,  medical  educa- 
tion. ...  A return  to  the  slow  method.  . . . Quality 

must  not  be  let  down  ...  no  second  grade.  . . . 

Medical  men  worthy  of  the  name  cannot  be  educated  by 
cheap  processes. 

I)r.  Burr  in  a spirited  manner  martialed  facts  adroitly  to 
bring  home  the  points  which  establish  the  gulf  between  the 
teacher  and  the  student.  . . . Sitting  in  a seat  with  pencil 

and  paper,  attending  classes,  quizzes,  getting  a degree  are 
hopefully  called  “education.”  ...  It  is  not  the  number 
of  courses  or  the  grades  or  the  boards  passed  that  make  an 
educated  physician.  . . . It  is  what  you  get  by  the  sweat 

of  your  own  brow  and  not  so  much  what  you  get  from  the 
so  called  “underpaid  professor.”  . . . In  1813  to  become 

a practicing  physician  six  lectures  and  six  months  apprentice- 
ship were  all  that  was  required.  ...  In  1830  this  was 
considered  not  enough,  so  a second  course  of  the  same  sub- 
jects was  required.  In  1880  the  curriculum  was  three  years 


and  by  1896  four  years.  The  idea  of  three  months’  vacation 
spent  on  the  beach  is  nonsense  for  a medical  student.  . . . 

This  most  valuable  time  should  be  spent  in  assimilating  facts. 

. . . It  is  necessary  to  PRACTICE  over  and  over  again. 

. . . Constant  contact  with  members  of  the  profession 

. . . men  who  know  more  than  you  do.  ...  To  work 

for  and  practice  with  them.  ...  A student  should  be 
privileged  to  meet  whom  he  will,  one  or  many.  . . . 
Not  outside  influence  but  the  student’s  “own  guts”  will  solve 
the  problems.  . . . The  job  of  education  falls  back  into 

the  lap  of  the  student  himself,  the  answer  is  in  his  own  head. 

Dr.  Harvey  served  a platter  of  facts  garnished  with  careful 
thinking.  . . . The  greatly  increased  demand  for  physi- 
cians brings  up  major  problems.  . . . We  have  been 

moving  speedily  and  now  this  speed  must  be  abandoned. 

. . . There  must  be  an  enlargement  of  teaching  capacities 

in  both  undergraduate  and  postgraduate  years.  . . . More 

students  mean  more  schools.  . . . There  is  need  to  raise 

standards  now  existing  and  to*  start  no  more  poor  ones.  . . . 
Clinical  facilities  should  not  be  over  100  students  or  under 
50.  . . . Get  men  with  desirable  qualifications,  namely 

intellects,  men  who  could  be  called  “adequate.”  ...  It 
will  be  necessary  to  cut  elective  periods.  . . . Graduates 

returning  from  service  will  find  that  refresher  courses  will 
not  make  specialists.  . . . There  is  no  way  to  cut  time. 

Dr.  Miller  plunged  into  a practical  analyses  of  conditions 
as  they  are.  . . . There  will  be  a shortage  of  doctors. 

. . . The  demand  for  medical  care  is  on  the  increase. 
. . . Men  with  families  will  return  for  more  education. 
. . . To  make  a specialist  out  of  a general  practitioner 

requires  a minimum  of  four  months  special  study  and  con- 
centrated work.  . . . He  must  get  much  of  his  expe- 

rience “on  the  hoof”  as  he  goes,  following  good  men  on  the 
rounds,  absorbing  education  at  the  bedside.  . . . The 

student  must  be  more  than  an  extra  pair  of  hands.  . . . 
For  him  internship  must  be  more  than  bed  and  board.  . . . 
Must  be  made  an  educational  opportunity.  . . . The 

student  needs  a blueprint  for  realization  of  his  aims.  . . . 

Perhaps  the  intern  plan  should  be  extended  to  care  for  full 
time  men  through  support  from  the  State. 


Demerol 

Has  been  added  to  the  Harrison  Narcotic  Act. 
A written  prescription  is  imperative  and  must  in- 
clude the  full  name  and  address  of  the  patient  for 
whom  the  drug  is  dispensed,  and  the  full  name, 
address  and  registry  number  under  the  federal  nar- 
cotic laws  of  the  person  prescribing,  and  must  be 
dated  and  signed  by  the  physician  prescribing  on 
the  day  when  issued. 


This  States  the  Case 
for 


Professional 


Season’s  Greetings 

to  our  many  Connecticut 
doctor  and  hospital  friends 
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OLD  FARMS  CONVALESCENT  HOSPITAL  FOR  THE  BLIND  SOLDIER 

Stanley  B.  Weld,  m.d. 


T7ntering  the  brown  stone  gateway  of  the  former 
Avon  Old  Farms  School  for  Boys,  one  is  im- 
pressed with  the  transformation.  Instead  of  boys 
with  books  or  in  athletic  garb  one  now  meets  the 
personnel  of  the  Army,  commisioned  officer,  “non- 
coms”  and  privates,  and  in  addition  blind  soldiers, 
some  alone,  others  with  orienters.  Within  the  Eng- 
lish stone  buildings,  instead  of  study  halls  may  now 
be  found  machine  shops,  rug  weaving  rooms  and 
testing  clinics,  the  former  set  up  on  wooden  floors 
superimposed  on  the  stone  flagging.  Outside  the 
groups  of  buildings  the  farm  work  goes  on— produce 
growing,  dairy  and  chicken  raising— and  around  and 
beyond  are  the  same  Connecticut  hills,  their  trees 
bared  to  the  wintry  winds. 

Old  Farms  Convalescent  Hospital  of  the  U.  S. 
Army  is  the  only  military  hospital  of  its  kind  in  this 
country,  in  fact,  it  is  the  first  of  its  kind  to  be  set 
up  and  put  in  operation.  Veterans  of  World  War  I 
will  recall  no  similar  institution  for  the  blind  soldier 
of  twenty-five  years  ago.  Returning  from  that  war 
he  received  his  S.C.D.  and  a pension,  but  little 
attempt  was  made  to  reorient  him  to  his  former  life 
or  to  adjust  him  to  his  new  physical  disability. 

With  its  capacity  for  200  men,  Old  Farms  now 
has  an  enrollment  of  about  fifty.  Among  its  staff  are 
a psychologist  and  three  councilors,  the  latter  with 
years  of  experience  in  placing  men  in  jobs  to  which 
they  show  adaptability.  The  Veterans  Bureau  also 
has  a representative  on  the  grounds  whose  function 
is  to  observe  and  study  each  man  and  with  this 
knowledge  acquired  to  assist  the  blind  soldier  in  ob- 
taining employment  and  other  benefits  due  him  as  a 
civilian  and  veteran.  Old  Farms  Convalescent  Hos- 
pital is  not  a vocational  training  institution.  Rather  it 
primarily  attempts  to  create  within  the  blind  soldier 
self  confidence  so  that  he  may  live  as  normal  a life 
as  a blind  man  can,  and  to  offer  him  an  opportunity 
to  determine  wherein  his  skills  may  be  used  to  the 
best  advantage.  The  usual  stay  in  the  hospital  is 
four  months,  many  of  the  men  having  previously 
spent  several  months  in  a U.  S.  Army  General  Hos- 
pital. Some  may  remain  more  than  four  months, 
possibly  six,  but  the  intent  is  to  discharge  them  from 
the  Army  at  this  point  as  soon  as  possible. 

The  training  offered  these  veterans  of  World  War 


A blind  soldier  at  Old  Farms  Convalescent  Hospital 
is  shown  that  he  too  can  handle  machine  work,  and 
his  self  confidence  is  correspondingly  increased 


The  use  of  the  loom  is  a useful  knowledge  to  the  blind, 
and  a blinded  soldier  at  Old  Farms  Convalescent  Hospital 
finds  he  can  fit  himself  for  such  work 


II  is  one  in  social  adjustment.  None  of  the  individual 
classes  is  compulsory,  although  participation  in  some 


876 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


phase  of  the  work  therapy  courses  is  expected  of 
each  trainee.  The  men  are  told  what  is  expected  of 
them  and  for  the  most  part  they  are  eager  to  com- 
ply. The  first  phase  is  utilized  in  subjecting  each  man 
to  a testing  clinic  in  order  to  evaluate  the  individual’s 
basic  skills.  In  addition,  during  this  first  month,  he 
is  taught  how  to  care  for  himself.  T his  is  a period  of 
orientation.  During  the  second  phase  the  blind 
soldier  is  introduced  to  a variety  of  occupations. 
He  becomes  familiar  with  machines  such  as  the  drill 
press  and  lathe.  He  learns  rug  weaving,  toy  making, 
plaster  modelling,  gardening  and  poultry  raising.  In 
the  third  phase  he  is  given  specific  jobs  sent  in  by 
outside  manufacturing  concerns,  such  as  placing 
bobby  pins  on  cards,  spark  plug  assembling,  etc. 
During  this  phase  he  learns  wood  working,  operates 
planers,  saws,  drill  presses,  and  is  able  to  turn  out 
finished  products  for  use  in  the  hospital.  The  fourth 
phase  is  given  over  to  placing  the  man  in  industry  in 
a nearby  city.  He  is  taken  to  the  factory  in  the 
morning,  works  all  day  alongside  the  man  with  the 
sight  of  both  eyes,  draws  his  pay  check  with  the 
others,  and  is  brought  back  at  night 

Farming  and  poultry  raising,  printing  and  book- 
binding  are  also  taught  on  the  grounds  of  the  hos- 
pital in  an  endeavor  to  find  out  just  what  the  man 
can  do,  what  he  can  do  best,  and  what  he  wants  to 
do.  Braille  is  taught,  typewriting,  public  speaking, 
and  the  use  of  the  talking  book.  The  music  program 
is  very  popular.  Interesting  games  are  encouraged  in 
the  athletic  program.  At  present  there  are  two 
totally  blind  soldiers  who  are  becoming  quite  pro- 
ficient in  golf.  Academic  work  is  offered  for  some 
who  plan  to  return  to  school.  From  all  the  tests 
made  and  the  results  of  observing  the  blind  soldier 
at  work  a profile  is  developed,  producing  a picture 
of  the  pattern  of  the  man.  Front  this  a recommenda- 
tion for  his  possible  subsequent  occupation  can  be 
made  to  the  Veterans  Bureau. 

From  this  hospital  the  majority  will  probably  go 
into  some  form  of  machine  work,  but  there  are 
many  interested  in  concession  stands,  in  retail  sell- 
ing, in  wholesale  selling,  and  in  insurance  salesman- 
ship. To  facilitate  the  training  of  the  blind  soldier 
in  concession  stand  operation,  a large  sample  stand 
is  being  sent  from  Washington. 

These  blind  soldiers  have  their  personal  problems. 
They  were  not  always  blind.  They  are  young. 
Some  are  still  suffering  from  the  shock  of  this 
sudden  transformation.  They  must  be  inspired  with 
confidence  to  take  their  normal  places  with  other 


Work  therapy  gives  the  blinded  soldier  both  confidence 
in  his  ability  to  perform  useful  work,  and  develops  skill 
in  the  use  of  his  hands 


Orientation  is  important  to  self-confidence;  the  blind 
soldier  at  Avon  begins  his  orientation  with  a model  of 
the  hospital  grounds  to  gain  preliminary  knowledge  of 
his  surroundings 

men.  It  hardly  seems  conceivable  that  a more  suit- 
able spot  than  Avon  Old  Farms  could  be  found  for 
such  a purpose.  The  buildings  are  so  arranged  that 
to  get  from  one  to  another  the  blind  man  must  go 
out  of  doors.  He  soon  learns  to  get  around  alone,  in 
fact,  he  is  discouraged  from  using  a cane  except 
when  leaving  the  hospital  for  a trip  into  the  city. 
The  hospital  is  near  to  one  of  the  largest  and  most 
progressive  industrial  centers  in  the  East.  Connecti- 
cut industry  has  been  very  helpful  in  lending  aid  to 
the  program  of  the  blind  soldier  by  receiving  him 
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into  its  factories  and  thus  giving  him  the  opportu- 
nity to  achieve. 

As  one  leaves  the  grounds  at  Avon  one  may  have 
the  good  fortune  to  meet  blind  soldiers  walking- 
alone,  or  in  groups  of  two  or  three.  No  canes,  no 
artificial  aids,  but  a carriage  and  gait  is  evidence 
which  speaks  volumes  for  the  work  of  this  Special 
Hospital. 


Congress  Repeals  VD  Pay- Forfeiture  Act 

Because  it  tempted  men  with  venereal  disease  to 
conceal  their  condition,  Congress  has  repealed  the 
law  which  provided  that  a soldier  who  contracted  a 
venereal  disease  through  misconduct  and  lost  time 
from  military  duty  forfeited  his  pay  for  that  period. 
According  to  the  new  law,  pay  is  forfeited  only  if 
a man  fails  to  report  his  condition  promptly. 

Immunization  Virtually  Eliminates  Tetanus 
in  Armed  Forces 

Tetanus  has  been  virtually  eliminated  from  our 
armed  forces  as  a result  of  compulsory  immuniza- 
tion. Major  General  Norman  T.  Kirk,  USA,  Sur- 
geon General  of  the  Army  says  that  not  a single  case 
has  been  reported  among  completely  vaccinated 
troops  and  there  has  been  only  a handful  of  cases 
throughout  the  entire  Army.  These  occurred  prior 
to  vaccination  or  before  the  immunization  process 
had  been  completed.  The  Navy,  which  also  requires 
tetanus  immunization  process,  has  had  no  cases  of 
the  disease  among  sailors  or  Marines  wounded  in 
combat  up  to  September  15,  1944,  according  to  the 
Navy  Bureau  of  Medicine  and  Surgery. 

The  most  recent  account  illustrating  the  value  of 
tetanus  immunization  was  given  in  the  report  of  a 
Navy  medical  officer  who  served  aboard  a hospital 
ship  on  which  284  Japanese  and  384  Americans,  all 
wounded  in  the  same  engagement,  were  being 
treated.  Fourteen  cases  of  tetanus,  ten  of  which 
were  fatal,  occurred  among  the  Japanese.  None  of 
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the  Americans  developed  the  disease.  Army  medical 
records  indicate  that  the  Japanese  do  not  immunize 
actively  against  tetanus. 

War  Medicine:  Vol.  6,  No.  3,  September 
1944 

Major  W.  R.  Feasby,  Royal  Canadian  Army 
Medical  Corps,  presents  a review  of  407  cases  of 
“polyarthritis”  and  acute  rheumatic  fever  among 
army  personnel  in  Canada  in  this  issue  of  War  Aledi- 
c'me.  About  4 per  cent  of  persons  with  streptococcic 
disease  of  the  respiratory  tract  were  found  to  ac- 
quire polyarthritis.  Twenty-four  per  cent  of  the 
patients  developed  cardiac  complication  and  23  per 
cent  were  on  full  duty  one  year  later.  Preventive 
measures  include  proper  dust  control  in  sleeping- 
quarters  and  adequate  hospital  isolation  of  persons 
with  streptococcic  illness. 

Commander  Robert  S.  Schwab,  MC— USNR, 
offers  a unique  rapid  method  of  deciding  by  the  use 
of  graphs  how  best  to  dispose  of  psychiatric  patients 
suffering  from  operational  or  combat  stress.  The 
incidence  of  peptic  ulcer  has  been  found  to  be  much 
greater  in  the  present  war  than  in  World  War  I. 
The  management  of  these  cases  is  discussed  by  Cap- 
tain Herman  Schildkrout,  MC— AUS. 

Other  papers  include  Efectronarcosis  by  a group 
of  Los  Angeles  physicians;  Military  Aspects  of 
Narcolepsy  by  Major  Max  Levin,  MC— AUS;  an 
account  of  the  handling  of  war  neuroses  on  a Pacific 
Island  by  Lieutenant  Commander  M.  A.  Zeligs, 
MC-V(S)  — USNR;  Cerebral  Metabolism  in  Experi- 
mental Head  Injury  by  three  Detroit  physicians;  A 
Comparison  of  Altitude  and  Exercise  with  Respect 
to  Decompression  Sickness  by  a group  at  Berkeley, 
California;  and  a report  on  the  use  of  gramicidin  S 
in  the  treatment  of  infected  wounds  by  two  scien- 
tists in  Moscow,  U.  S.  S.  R. 

The  twenty-eight  pages  of  Abstracts  from  Cur- 
rent Literature  include  many  foreign  articles.  Two 
book  reviews  and  a notice  of  the  new  annual  lecture- 
ship established  by  the  New  York  Academy  of 
Medicine  complete  the  issue. 


This  States  the  Case 
for 


Professional 


Season’s  Greetings 

to  our  many  Connecticut 
doctor  and  hospital  friends 
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HEADQUARTERS 
UNITED  STATES  ARMY  FORCES 
SOUTH  PACIFIC  AREA 


CITATION 

TO  ACCOMPANY  ANNOUNCEMENT  OF  THE  LEGION  OF 

MERIT  AWARD 

PUBLISHED  IN  GENERAL  ORDERS  NO.  985,  THIS 
HEADQUARTERS 

19  June  1944 

Colonel  ASHLEY  W.  OUGHTERSON 

ASHLEY  W.  OUGHTERSON,  0-403382,  Colonel,  Medical  Corps, 
United  States  Army,  for  exceptionally  meritorious  conduct  in  the  per- 
formance of  outstanding  service  as  Chief  of  the  Surgical  Service  of  a 
General  Hospital,  and  as  Surgical  Consultant  for  the  United  States  Armed 
Forces  in  the  South  Pacific  Area,  from  1 December  1942  to  1 3 June  1944. 
Colonel  Oughterson,  as  Chief  of  the  Surgical  Service,  utilized  his  out- 
standing professional  ability  in  an  extremely  capable  manner  in  caring  for 
the  evacuated  battle  casualties.  In  the  Bougainville  campaign,  he  accom- 
panied an  Infantry  Division  in  its  landing  operations  and  contributed  in 
an  outstanding  manner  to  the  surgical  care  accorded  casualties  wounded 
in  this  action.  The  skillful  manner  in  which  he  directed  and  coordinated 
the  treatment  of  casualties  was  a vital  contribution  to  the  success  of  the 
armed  forces  in  this  area. 

By  Command  of  Lieutenant  General  HARMON: 

J.  M.  Glasgow, 
Colonel,  AGD, 
Adjutant  General. 


DECEMBER,  NINETEEN  HUNDRED  AND  FORTY-FOUR 
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CONNECTICUT  DISASTER  RELIEF  PLAN  COMMENDED 

ARMY  SERVICE  FORCES 
FIRST  SERVICE  COMMAND 
DISTRICT  NO.  6 
STATE  ARMORY 
HARTFORD  1,  CONN. 

9 October  1944 

Dr.  George  M.  Smith,  Chairman 

Central  Committee  on  Emergency  Medical  Services 

Connecticut  War  Council 

State  Armory 

Hartford  6,  Connecticut 

Dear  Doctor  Smith: 

I wish  to  thank  you  very  much  for  your  courtesy  together  with  members  of  your  staff  in  confer- 
ring with  me  with  reference  to  the  plans  of  the  Connecticut  War  Council  for  Emergency  Medical 
Services  and  for  making  available  to  this  headquarters  a copy  of  your  Plans  and  Operation  Book. 

As  the  representative  of  Major  General  Sherman  Miles,  in  the  6th  District,  which  is  the  State  of 
Connecticut,  1 have  been  much  interested  to  carefully  examine  your  plans  with  a view  to  coordinating 
them  with  the  Disaster  Relief  Plan— War  Disaster  Relief  Plan  Combined,  of  First  Service  Command. 
Our  plan  for  rendering  assistance  when  required,  during  major  disasters  resulting  from  either  natural 
or  war  conditions,  recognizes  that  the  primary  responsibility  for  relief  is  upon  the  local  and  state 
governments,  including  their  civilian  defense  agencies  affiliated  with  the  national  Office  of  Civilian 
Defense,  and  relief  agencies  such  as  the  American  Red  Cross.  Ordinarily  Federal  assistance  will  be 
required  only  in  the  event  local  resources  are  clearly  inadequate  to  cope  with  the  situation. 

It  is  a pleasure  to  note  that  so  much  careful  thought  and  advanced  planning  has  been  given  to 
this  subject  by  the  Connecticut  War  Council  and  by  your  committee  as  an  agency  thereof.  Your 
plans  which  of  necessity  apply  to  special  situations  the  nature  and  locailty  of  which  cannot  be  foreseen, 
have  nevertheless  been  worked  out  in  great  detail,  including  provisions  for  coordination  of  efforts  with 
other  principal  local  authorities  such  as  the  American  Red  Cross  and  the  Connecticut  State  Police. 

The  Connecticut  War  Council  and  your  committee  are  to  be  commended  for  keeping  the  plans  up 
to  date,  and  I feel  that  it  will  be  very  assuring  to  my  Commanding  General  to  learn  that  it  appears  prob- 
able that  only  in  the  event  of  a major  disaster  would  Federal  assistance  be  needed. 

Sincerely  yours, 

(signed)  Thomas  E.  Troland 
Brigadier  General,  USA 
District  Officer 
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Reconditioning  Program  Broadened 

Reconditioning,  which  was  acclaimed  before  the 
recent  meeting  of  the  District  of  Columbia  Medical 
Society  as  being  as  significant  in  its  field  as  the  sulfa 
and  penicillin  drugs,  has  made  marked  strides  in  the 
past  few  months  according  to  a report  submitted  by 
The  Surgeon  General’s  Reconditioning  Consultants 
Division  to  the  Baruch  Committee. 

The  program  has  been  extended  to  the  Southwest 
Pacific,  the  European  Theater,  Hawaii  and  Green- 
land, with  highly  farvorable  results.  Soon  a program 
will  be  inaugurated  on  hospital  ships  so  that  the 
returning  sick  and  wounded  will  have  the  benefit  en 
route  of  personnel  trained  in  both  physical  and  edu- 
cational reconditioning. 

The  Army’s  reconditioning  program  is  regarded 
as  an  important  factor  in  the  decrease  of  260  per 
cent  in  disability  discharges  from  hospitals.  Through 
this  comparatively  recent  plan  of  organizing  the 
convalescent  phase  of  hospitalization  the  disabled 
soldiers  are  restored  in  a much  shorter  time  to  the 
highest  possible  efficiency.  The  program  comple- 
ments the  Army’s  medical  service  by  providing 
training  along  educational,  physical,  occupational 
and  diversional  lines. 

Basic  Courses  Added  to  Reconditioning 
Program 

Basic  vocational  courses  are  being  added  to  the 
Army’s  reconditioning  program.  These  courses  will 
serve  a two-fold  purpose  by  preparing  the  con- 
valescent soldier  for  a more  highly  specialized  posi- 
tion in  the  Army,  if  he  return  to  duty,  or  assisting 
him  in  securing  a better  position  if  he  returns  to 
civilian  life.  The  plan  is  being  initiated  at  four  con- 
valescent centers:  Welch,  Daytona  Beach,  Fla.,  Ft. 
Story,  Virginia  Beach,  Va.,  Percy  Jones  General 
Hospital,  Battle  Creek,  Mich.,  and  Wakeman  Gen- 
eral Hospital,  Camp  Atterbury,  Ind.,  and  will  be 
extended  to  other  convalescent  centers.  Seven  differ- 
ent “job  families”  will  be  represented  by  the  courses 
which  include  basic  training  in  Army  and  business 
administration,  automotive  mechanics,  graphic  arts, 
woodworking,  agriculture,  music  and  radio  and 
electricity. 

Socialized  Medicine  in  New  York  City 

The  editor  of  Philadelphia  Medicine  in  a recent 
issue  of  that  publication  expresses  the  views  of  many 
physicians  in  the  following  editorial: 


If  any  physician  thinks  that  the  threat  of  social- 
ized medicine  is  on  the  wane  he  has  but  to  cast  his 
eyes  on  New  York  City.  In  the  great  metropolis  of 
the  United  States  Mayor  Fa  Guardia  has  proposed 
a compulsory  medical  service  to  give  full  medical 
coverage,  to  embrace  everyone  making  up  to  and 
including  $5,000  per  year,  and  to  be  financed  by  a 
four  per  cent  payroll  deduction,  half  of  which  is  to 
be  borne  by  the  employer. 

Aside  from  any  considerations  of  the  unAmeri- 
canism  of  socialized  medicine,  this  proposed  scheme 
is  about  as  “cock-eyed”  as  the  inmate  of  any  asylum 
could  wish  for.  No  insurance  actuary,  and  certainly 
not  Mayor  Fa  Guardia  has  the  slightest  idea  of  what 
the  cost  of  complete  medical  coverage  would  be. 
Perhaps  four  per  cent  would  be  an  adequate  premium 
for  such  insurance,  but  it  is  doubtful,  and  to  place 
such  a figure  without  any  knowledge  of  the  myriad 
factors  that  would  enter  into  the  cost  is  the  wildest 
sort  of  guessing.  Naturally,  since  the  scheme  is  pro- 
posed by  a layman,  it  will  be  the  doctor  who  will 
suffer  from  inadequate  premiums,  for  the  mayor 
proposes  that  doctors  be  paid  on  a point  system,  2 
points  for  an  office  call  up  to  75  points  for  an  appen- 
dectomy. At  the  end  of  a year  the  money  available 
to  pay  physicians  will  then  be  doled  out  on  the  basis 
of  the  number  of  points  to  each  doctor’s  credit. 
Perhaps  the  point  value  at  the  end  of  the  year  might 
be  only  five  cents,  no  one  knows  now,  but  no  matter 
how  low  it  might  be  the  doctor  would  have  to  take 
it  and  be  as  happy  as  possible. 

The  five  county  medical  societies  of  greater  New 
York  are  quite  disturbed  over  and  unalterably  op- 
posed to  the  scheme,  as  one  would  naturally  expect. 
However,  says  the  mayor,  they  can  come  in  volun- 
tarily if  they  like  or  the  scheme  will  be  put  over 
without  their  cooperation  and  physicians  will  be 
hired  to  carry  out  the  medical  service  provisions. 

There  seems  to  be  little  question  that  the  mayor 
has  the  power  to  put  over  his  newest  and  pet  project. 
Greater  New  York  has  many  thousands  on  its  pay- 
roll who  can  be  coerced  into  accepting  it.  The  unions 
appear  to  favor  the  scheme  and  can  be  counted  upon 
to  enter  it  wholeheartedly.  Then  by  sheer  weight  of 
numbers  the  rest  of  the  city  can  be  blackjacked  into 
accepting  it.  Fet  no  one  think  that  because  the 
scheme  is  a local  one  in  New  York  City  it  holds  no 
concern  for  the  rest  of  the  Country.  Such  an  enter- 
ing wedge  is  just  what  the  proponents  of  socialized 
medicine  want.  With  it  they  have  an  excellent 
chance  to  foist  socialized  medicine  on  the  entire 
Nation. 
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SPECIAL  NOTICES 

HORACE  WELLS  CENTENARY  CELEBRATION 

PROGRAM 

Hartford,  Connecticut  December  11,  1944 

REGISTRATION  8:30  A.  M.,  HUNT  MEMORIAL 
OPENING  EXERCISES  9:00  A.  M. 

Presiding  Officer— John  P.  Murren,  d.d.s.  President  Connecticut  State  Dental  Association 

Presentation  of  Plaque— to  mark  site  of  the  Home  of  Horace  Wells,  Harvey  E.  Richmond , d.d.s. 
Address—  William  T.  Mortensen  Mayor  of  Hartford 


ESSAYISTS 

9:  30  Chairman— Frederic  T.  Murlless,  Jr.,  d.d.s. 

Essayist— Howard  R.  Raper , d.d.s.  “Glimpses  of  the  Alan,  Horace  Wells” 

9: 30  Chairman— Clarence  G.  Brooks,  d.d.s. 

Essayist —Theodor  Blum,  d.d.s.,  m.d.  “History  and  Use  of  Local  Anesthesia  in  Surgery” 

10:30  Chairman— James  Raglan  Miller,  m.d. 

Essayist— Arno  B.  Luckhardt,  ph.d.,  m.d.,  f.i.c.a.  “Dr.  Edmund  Andrews”  (Development  of  the 
Use  of  Oxygen  with  Nitrous  Oxide) 

10:30  Chairman— Curtiss  B.  Hickcox,  m.d. 

Essayist— Charles  J.  Wells,  m.d.  “Horace  Wells,  the  Discoverer  of  Anesthesia” 

11:30  Chairman— Henry  Hicks,  d.d.s. 

Essayist— E.  A.  Rovenstine,  m.d.,  Professor  of  Anesthesia,  New  York  University  College  of  Medi- 
cine, President  of  American  Society  of  Anesthetists.  “Nitrous  Oxide,  Highlights  and  Sidelights” 

11:30  Chairman— Morton  J.  Loeb,  d.d.s. 

Essayist— Samuel  C.  Harvey,  m.d.,  Professor  of  Surgery,  Yale  University  School  of  Aledicine. 
“The  Effect  of  the  Introduction  of  Anesthesia  on  Surgery” 

LUNCHEON  PROGRAM  1:00  P.  M. 

Chairman— Eugene  M.  Clifford,  d.d.s. 

Toastmaster— Robert  W.  Strang,  m.d.,  d.d.s.  President  of  the  Horace  Wells  Club 


SPEAKERS 

Governor  Raymond  E.  Baldwin 

W . H.  Scherer  President  of  the  American  Dental  Association 

Senator  Francis  Maloney 

H.  Gildersleeve  Jarvis  President  of  the  Connecticut  State  Aledical  Society 

Arthur  H.  Merritt,  d.d.s.  Past  President  of  the  American  Dental  Association 

Thomas  Parran,  m.d.  Surgeon  General  of  the  U.  S.  Public  Health  Service,  Washington,  D.  C. 

PLACE  OF  MEETINGS 
Hunt  Memorial,  Prospect  Street,  Hartford,  Conn. 

Avery  Memorial,  Prospect  Street,  Hartford,  Conn. 

Hartford  Club,  Prospect  Street,  Hartford,  Conn. 
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INDUSTRIAL  HEALTH  CONFERENCE 

Sponsored  by  The  Committee  on  Industrial  Health  and  Safety  of  the  Manufacturers 

Association  of  Connecticut  and 

The  Committee  on  Industrial  Health  of  the  Connecticut  State  Medical  Society 
Hotel  Taft  New  Haven,  Connecticut 

December  14,  1944 


Registration— 9: 30  a.  m. 


Opening  Remarks— 10: 10-10:30  a.  m. 

1.  Mr.  F.  U.  Conar d , Chairman,  Committee  on  Industrial  Health  and  Safety  of  the  Manufac- 
turers Association  of  Connecticut 

2.  Dr.  C.  F.  Yeager,  Chairman,  Committee  on  Industrial  Health  of  the  Connecticut  State  Medical 
Society 

Panel  Meeting— 10:30  a.  m.  r 

Subject:  The  physically  and  mentally  handicapped  worker 

1.  The  industrial  physician’s  role  in  examining,  placing,  and  safeguarding  the  worker— 20  minutes 

Dr.  Martin  I.  Hall,  Medical  Director,  New  Departure,  Bristol 

2.  Mental  problems  affecting  industrial  workers— 20  minutes 

Dr.  Philip  J.  Moorad,  New  Britain 

3.  Management’s  views  concerning  the  employment  of  physically  and  mentally  handicapped 
workers— 20  minutes 

Carl  Schedler,  Director  of  Industrial  Relations,  The  Torrington  Company,  T°rrington; 
Member  of  the  Industrial  Relations  Committee,  Manufacturers  Association  of  Connecticut 

Discussion  ...  ■ wcr  ’ . -M  j 

1.  C.H.  Granger,  General  Manager,  Waterbury  Tool  Division  of’  Vicker’s,  Inc.,  Waterbury— 

10  minutes  , 

2.  A.  L.  Mattman,  Director  of  Training,  Fafnir  Bearing  Co.,  New  Britain— 10  minutes 

3.  John  E.  Ellsworth,  Vice-President  Ensign  Bickford  Company,  SiiT}$bury— 10  minutes 

« 

Lunch— 12:30  p.  m.-2:oo  p.  m. 


Panel  Meeting— 2:00  p.  m.  > i ^ 

Presiding:  W.  Adam  Johnson,  Secretary,  Industrial  Health  and  Safety , Committee,  Manufacturers 
Association  of  Connecticut,  Hartford 


. . ’Tit 

1.  The  Connecticut  Vocational  Rehabilitation  Service— 20  minutes 

' ■ • - TNA  '*■  >.  v , , .;.C;  j _ ; 

Edward  Chester,  Supervisor,  Vocational  Rehabilitation,  Connecticut  State  Department  of 
Education,  Hartford 


2.  Rehabilitation  services  rendered  by  insurance  carriers  and  industries— 20  minutes 

Stanwood  L.  Hanson,  Assistant  Vice-President,  Liberty  Mutual  Insurance  Company, 

p %.»  . >.  , .,'W  ...  , vi  , 

w tmf*:  - ill"  ■ '■ 


Boston 


Discussion 

1.  G.  Roy  Fngal,  Employment  Manager,  General  Electric^  Company,  Bridgeport— 10  minutes 

2.  Dr.  Andrew  J.  Jackson,  Medical  Director,  American  Brass  Company,  Waterbury— 10  minutes 
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Panel  Meeting— 3:30  p.  m. 

Presiding:  Dr.  Albert  S.  Gray,  Director,  Bureau  of  Industrial  Hygiene,  Connecticut  Department  of 
Health,  Hartford 

Subject:  Safeguarding  the  industrial  worker 

1.  Safety  problems  presented  by  the  disabled  worker— 20  minutes 

William  H.  Heinrick,  Travelers  Insurance  Company,  Hartford 

2.  Control  of  environmental  health  hazards— 20  minutes 

Allen  Coleman , Chief  Industrial  Hygienist,  Bureau  of  Industrial  Hygiene,  Connecticut 
Department  of  Health,  Hartford 


Discussion 

1.  Thomas  Webb,  Safety  Director,  Bridgeport  Brass  Company,  Bridgeport— 10  minutes 

2.  L.  /.  McCarty,  Safety  Supervisor,  Remington  Arms  Company,  Bridgeport 

' -xfsk  ->ct  Kdi  . . W'  ■ 

Dinner— 7:00  p.  m.  m • jm*  c-b'v 

Toastmaster:  Dr.  Creighton  Barker,  Secretary,  Connecticut  State  Medical  Society 


Brief  Remarks: 

His  Excellency  Raymond  E.  Baldwin, 
Alfred  C.  Tidier,  President  Manufactu 

Address:  Post  war  development  of  industrial 
Colonel  Anthony  J.  Lanza,  MC— USA, 

SEVENTH  ANNUAL  FORUM  ON  ALLERGY 

The  Seventh  Annual  Forum  on  Allergy  will  be  held  in  the 
Hotel  William  Penn,  Pittsburgh,  Pa.,  on  Saturday  and  Sunday, 
January  20-21,  1945.  This  is  a meeting  to  which  all  reputable 
physicians  are  most  welcome,  and  where  they  are  offered  an 
opportunity  to  bring  themselves,  , up  to  date  in  this  rapidly 
advancing  branch  of  medicine  by  two  days  of  intensive  post- 
graduate instruction.  For  instance,  the  twelve  study  groups, 
any  two  of  which  are  open  to  him,  are  so  divided  that  those 
dealing  with  ophthalmology  and  otolaryngology,  pediatrics, 
internal  medicine,  dermatology  and  allergy  run  consecutively. 
In  addition,  the  study  groups  are  arranged  on  the  basis  of 
previous  registration.  In  this  way,  as  soon  as  the  registrations 
are  completed,  the  registrant  is  expected  to  write  the  group 
leader  and  tell  him  just  what  questions  he  wants  brought  up 
in  the  discussion.  Attention  is  also  called  to  the  fact  that 
during  these  two  days  almost  every  type  of  instructional 
method  is  employed.  Special  lectures  by  outstanding  author- 
ities, study  groups,  pictures,  demonstrations,  symposia  and 
panel  discussions. 

On  Friday  evening  preceding  the  Forum,  the  American 
Association  of  Allergists  for  Mycological  Investigation  will 
hold  its  annual  meeting  at  which  time  the  results  of  their 
cooperative  research  on  the  allergy  to  fungi  will  be  re- 
viewed. All  reputable  physicians  and  scientists  are  invited  to 
attend  this  interesting  summarization  of  a year  of  brilliant 
cooperative  research. 

Although  the  program  is  most  intensive,  informalitv  and  an 
emphasis  on  the  practical  marks  the  conduct  of  ttie  whole 
meeting.  Good  fellowship  at  luncheon,  dinner  and  smoker 
reigns  throughout  the  two  days,  Last  year  the  tradition  was 
established  of  dining  together  throughout  the  meeting,  thus 


Governor  of  Connecticut 
rers’  Association  of  Connecticut 

health  services— 30  minutes 
Office  of  the  Surgeon  General 

offering  an  exceptionally  fine  opportunity  to  meet  and  come 
to  know  many  distinguished  authorities  in  this  new  and 
rapidly  advancing  field  of  medicine. 

This  year  the  Marcelle  prize  has  been  established  through 
the  generosity  of  the  Marcelle  Cosmetics,  Inc.,  and  will  be 
given  to  the  author  of  the  best  papers  on  allergy  appearing 
in  the  American  medical  literature  during  the  year.  The  first 
prize  will  be  three  hundred  and  fifty  dollars  and  the  second 
prize  one  hundred  and  fifty  dollars.  The  awards  will  be  based 
on  the  decision  of  a jury  of  distinguished  allergists. 

For  further  information,  copies  of  the  book  and  registra- 
tion, write  Jonathan  Forman,  m.d.,  Director,  956  Bryden 
Road,  Columbus  5,  Ohio. 


UROLOGY  AWARD 

The  American  Urological  Association  offers  an  annual 
award  “not  to  exceed  $500”  for  an  essay  (or  essays)  on  the 
result  of  some  specific  clinical  or  laboratory  research  in 
Urology.  The  amount  of  the  prize  is  based  on  the  merits  of 
the  work  presented,  and  if  the  Committee  on  Scientific 
Research  deem  none  of  the  offerings  worthy,  no  award  will 
be  made.  Competitors  shall  be  limited  to  residents  in  urology 
in  recognized  hospitals  and  to  urologists  who  have  been  in 
such  specific  practice  for  not  more  than  five  years.  All  inter- 
ested should  write  the  Secretary  for  full  particulars. 

The  selected  essay  (or  essays)  will  appear  on  the  program 
of  the  forthcoming  June  meeting  of  the  American  Urological 
Association. 

Essays  must  be  in  the  hands  of  the  Secretary,  Dr.  Thomas 
D.  Moore,  899  Madison  Avenue,  Memphis,  Tennessee,  on 
or  before  March  15,  1945. 
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ANNOUNCEMENT 

*> 


The  conversion  of  the  Neuro-Psychiatric  Institute  of  the  Hartford 
Retreat  into  the  Institute  of  Living,  which  began  on  April  i,  1931, 
embraces,  among  other  things,  provision  for  the  development  of 
research  and  the  ultimate  development  of  an  extensive  program 
for  training  various  types  of  specialists  and  personnel  needed  in 
psychiatry  and  allied  fields. 

The  experience  of  the  hospital  world  during  the  past  several 
decades  has  amply  demonstrated  that  the  best  professional  care  of 
patients  is  developed  in  institutions  where  research  and  the  training 
of  personnel  are  carried  on,  and  that  the  best  care  of  the  sick  and 
teaching  and  research  go  hand  in  hand. 

This  threefold  function  of  the  Institute  of  Living  has  found 
expression  in  the  adoption  of  new  by-laws  that  formally  accept 
as  the  responsibility  of  its  Board  of  Directors  the  development  of 
the  best  in  the  care  of  the  sick  and,  in  addition,  the  development  of 
research  and  the  training  of  personnel  in  all  the  branches  allied  to 
the  field  of  neurology  and  psychiatry  insofar  as  the  capabilities 
and  resources  of  the  Institute  make  this  threefold  purpose  attainable. 
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OBITUARIES 

Winthrop  Davis  Scudder,  M.D. 

1893  - 1944 

Winthrop  Davis  Scudder,  m.d.,  died  May  13, 
1944  of  an  inoperable  cerebral  neoplasm.  During  the 
preceding  winter  he  had  had  repeated  respiratory 
infection  with  sinusitis  as  a complication.  On  April 
8,  1944  he  entered  the  Hartford  Hospital  because  of 
persistent,  intractable  headache  and  after  a brief 
period  of  observation  was  transferred  to  the  Boston 
Deaconess  Hospital  for  neurosurgical  care.  At  opera- 
tion by  Dr.  Gilbert  Horrax  an  extensive  gliomatous 
infiltration  of  the  brain  was  discovered  and  opera- 
tive procedures  were  considered  hopeless. 

Dr.  Scudder  was  born  in  Osterville,  Massachusetts 
on  September  26,  1893  and  grew  up  in  this  Cape 
Cod  town  where  he  obtained  his  preliminary  educa- 
tion. Later  he  attended  Mount  Hermon  School  and 
Clark  University  where  he  completed  his  academic 
education.  He  graduated  with  the  degree  of  Doctor 
of  Medicine  from  Harvard  Medcial  School  in  1920 
and  following  this  served  as  intern  in  Hartford 
Hospital  from  May  1,  1920  to  November  1,  1921.  He 
began  the  practice  of  medicine  in  East  Hartford  and 
was  eminently  successful.  In  1927  he  relinquished  his 
general  practice  in  order  to  gratify  his  desire  to 
practise  surgery  and  accepted  an  appointment  for 
intensive  training  in  surgery  at  the  Lakeside  Hos- 
pital, Cleveland,  Ohio,  where  he  remained  until 
September  30,  1928.  He  then  returned  to  Connecti- 
cut, made  his  residence  in  West  Hartford  and 
devoted  himself  to  the  practice  of  surgery.  On 
December  5,  1928  he  was  appointed  to  the  surgical 
staff  of  Hartford  Hospital  and  in  October  of  1940 
he  accepted  an  appointment  to  the  surgical  staff  of 
the  iMunicipal  Hospital,  Hartford.  He  was  very 
active  as  a surgeon  until  his  last  illness  interrupted 
his  career. 

His  personality  was  very  well  integrated.  He  was 
not  hampered  by  any  of  the  various  mental  dyna- 
misms which  less  well  integrated  personalities  un- 
consciously make  use  of  in  their  attempts  to  rid 
themselves  of  mental  conflict.  He  was  extremely 
conscientious  in  caring  for  all  of  his  responsibilities, 
both  in  professional  and  private  life.  He  was  always 
kindly,  extremely  sympathetic,  patient  and  helpful 


with  all  who  came  to  him  for  help.  He  generously 
gave  of  himself.  He  inspired  confidence.  He  was  im- 
maculate and  meticulous.  He  was  cheerful,  even 
when  in  discomfort,  and  had  a good  sense  of  humor 
in  which  he  never  indulged— at  the  expense  of  others. 
He  was  a gracious  host  and  an  ever  welcome  guest. 
He  had  a host  of  friends.  His  patients  loved  him. 
He  had  an  independent  mind  and  spoke  freelv  and 
always  sincerely.  He  was  a loyal,  faithful,  depend- 
able, generous  man. 

Dr.  Scudder  greatly  enjoyed  social  companion- 
ship. I hroughout  his  life  he  maintained  his  interest 
in  the  sea  which  had  been  engendered  by  the  expe- 
rience of  his  early  life  among  the  sea-faring  people 
of  Cape  Cod.  As  a boy,  he  learned  sailing  and  while 
still  no  more  than  an  adolescent  youth,  with  mem- 
bers of  the  family,  he  sailed  a coastwise  schooner. 
Later  in  life,  as  a hobby,  he  studied  navigation.  He 
owned  a Maine-built  boat  of  respectable  tonnage 
which,  immediately  after  acquiring,  he  navigated 
with  friends  as  crew  from  its  harbor  in  northern 
Maine  to  New  London  harbor,  Connecticut,  where 
he  had  it  berthed.  He  gave  many  friends  delightful 
outings  on  this  ship,  obviously  deriving  as  much 
happiness  from  the  enjoyment  of  his  guests  on  these 
outings  as  he  did  from  the  navigating  of  the  ship. 
With  the  coming  of  the  War,  he  cheerfully  loaned 
his  ship.  Scoter,  to  the  United  States  Coast  Guard 
which  required  it  for  off-shore  patrol. 

He  enjoyed  reading,  his  primary  taste  being  for 
professional  matter.  He  liked  books  about  the  sea 
and  ships.  He  liked  golf  and  was  a member  of  the 
Hartford  Golf  Club. 

Dr.  Scudder  is  survived  by  his  wife,  M arion  Doten 
Scudder,  whom  he  married  May  24,  1922,  and  by 
his  mother,  Mrs.  W.  Scott  Scudder  of  Osterville, 
Massachusetts,  and  five  brothers,  Frederick,  Stuart, 
Wilson,  Howard  and  Walter,  all  of  whom  reside  on 
Cape  Cod,  and  by  a sister,  Mrs.  G.  B.  Hawkins. 

Harold  A .Bancroft,  m.d. 

Armand  Julian  LaPierre,  M.D. 

1883  - 1944 

The  death  of  Armand  Julian  LaPierre  occurred  at 
his  summer  home  at  Lord’s  Point  on  July  12,  1944. 
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Although  Dr.  LaPierre  had  been  ill  over  a period  of 
time,  h.s  death  which  resulted  from  a heart  attack 
was  unexpected. 

Dr.  LaPierre  was  born  in  Norwich,  June  30,  1885, 
the  son  of  Henry  Harrison  and  Fanny  Rogers  La- 
Pierre. He  received  his  early  education  in  the 
schools  of  Norwich,  graduating  from  the  Norwich 
Free  Academy  in  1906.  He  entered  the  University 
of  Vermont  School  of  Medicine  where,  in  1910, 
he  received  his  degree  of  Doctor  of  Medicine.  He 
was  for  a time  physician  to  the  Haymarket  Square 
Relief  Station  in  the  Lying-In-Hospital,  New  \ork 
City,  after  which  he  returned  to  Norwich  to  become 
an  interne  at  the  W.  W.  Backus  Hospital.  He  then 
established  himself  in  general  practice  in  this  city 
with  his  brother.  Dr.  Leone  F.  LaPierre.  After  a year 
in  general  practice  he  prepared  himself  to  specialize 
in  diseases  of  the  eye,  ear  nose  and  throat  by  taking 
postgraduate  courses  at  the  New  York  Eye,  Ear, 
Nose  and  Throat  Hospital  at  Columbia  University 
under  Dr.  John  Wheeler.  Still  later,  in  1927,  he 
studied  bronchoscopy  under  Dr.  Jackson  of  Phila- 
delphia. 

Dr.  LaPierre  was  a member  of  the  Norwich  Medi- 
cal Society,  the  New  London  County  Medical  Asso- 
ciation, the  Connecticut  State  Medical  Society  and 
the  American  Medical  Association. 

On  September  1,  1913  at  New  Britain  he  was 
united  in  marriage  with  Charlotte  Mae  Charter,  who 
survives  him  with  three  children:  Mrs.  David  Mit- 
chell of  Hartford,  Mrs.  Robert  S.  Geer  of  Norwich, 
and  Sergeant  Armand  J.  LaPierre  stationed  at  Har- 
lington,  Texas.  There  are  also  surviving  four  grand- 
children. 

In  the  passing  of  Dr.  LaPierre  we,  his  associates, 
have  lost  a staunch  and  loyal  friend,  one  upon  whose 
judgment  and  cooperation  we  could  always  depend. 
His  cheerful  disposition  and  sympathetic  under- 
standing endeared  him  to  all  with  whom  he  came  in 
contact.  To  his  bereaved  family  we  extend  our 
heartfelt  sympathy. 

David  Sussler,  m.d. 

Thomas  F.  Welch,  M.D. 

1873  - 1944 

Thomas  F.  Welch  was  born  May  25,  1873  in 
Granby,  Massachusetts.  He  attended  Holy  Cross 
College  and  in  1904  was  awarded  the  degree  of  doc- 
tor of  medicine  by  Georgetown  University.  Fol- 
lowing graduation,  he  served  as  interne  at  the  Carney 


Hospital,  Boston,  under  the  tutelage  of  Dr.  John 
Bottomly  and  Dr.  John  Munro. 

Dr.  Welch  came  to  Hartford  in  1905  where  he 
engaged  in  the  practice  of  medicine  up  to  the  day 
of  his  death.  He  was  a member  of  the  Hartford 
County  Medical  Association  for  thirty-seven  years 
and  a member  of  the  medical  staff  of  St.  Francis 
Hospital  for  more  than  thirty  years.  In  1940,  he  was 
elected  president  of  the  Medical  and  Surgical  Staff 
of  St.  Francis  Hospital.  He  served  as  president  of 
the  Hartford  Medical  Society  in  1932,  a society  of 
which  he  had  been  a member  for  thirty-five  years. 

Tom  Welch  will  be  best  remembered  for  his  in- 
tense loyalties.  His  unswerving  fidelity  to  his  school 
and  college,  his  hospital,  his  friends  and  to  his 
spiritual  faith  was  a constant  source  of  edification 
to  his  associates.  A retentive  memory  and  a fondness 
for  the  classics  in  literature  combined  with  an  en- 
thusiasm for  companionship  that  knew  no  bounds, 
made  his  presence  a welcome  addition  whenever 
doctors  met,  either  for  work  or  play. 

Dr.  Welch  died,  suddenly,  July  18,  1944,  follow- 
ing a coronary  occlusion.  He  is  survived  by  his 
wife,  Elizabeth  McManus  Welch  and  a son,  Ser- 
geant Paul  G.  Welch,  U.  S.  Army. 

Edward  J.  Whalen,  m.d. 

Edward  Holden  Blair,  M.D. 

1879  - 1944 

Edward  Holden  Blair,  a son  of  Charles  Carrington 
and  Adeline  Holden  Blair,  was  born  January  13, 
1879  in  Ansonia,  Connecticut,  and  died  suddenly  of 
coronary  heart  disease  on  August  14,  1944. 

In  1900  he  was  licensed  as  a pharmacist  in  the 
State  of  Connecticut.  He  entered  the  College  of 
Physicians  and  Surgeons  in  Baltimore,  Maryland  in 
1902  and  graduated  with  the  degree  of  m.d.  in  1906. 
For  one  year  he  was  physician  to  the  Connecticut 
State  Prison,  when  in  1907  he  took  up  private  prac- 
tice in  Hartford  and  later  limited  his  work  to  the 
care  of  infants  and  children. 

Among  his  former  positions  he  was  attending 
pediatrician  to  the  Hartford  Dispensary,  the  Muni- 
cipal Hospital,  the  Orphan  Asylum  and  the 
Woman’s  Aid  Society.  In  1922  he  was  appointed 
assistant  pediatrist  to  the  Hartford  Hospital  and 
served  in  that  capacity  until  1934  when  he  became 
consulting  pediatrist  and  for  over  twenty-four  years 
he  was  a school  physician  in  Hartford. 
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He  was  a Fellow  of  the  American  Medical  Asso- 
ciation, a member  of  the  State,  County  and  Hart- 
ford Medical  Societies,  Fellow  of  the  American 
Academy  of  Pediatrics,  a member  of  the  New  Eng- 
gland  Pediatric  Society,  the  Hezekiah  Beardsley 
Pediatric  Society,  the  University  Club  of  Hartford 
and  the  Twentieth  Century  Club,  and  was  admitted 
to  the  Massachusetts  Society  of  the  Cincinnati  in 
1931,  being  a descendant  of  Captain  Abel  Holden. 

Dr.  Blair  was  in  the  Medical  Corps  of  the  United 
States  Army  and  was  commissioned  captain  in  1918. 
He  served  at  the  Yale  Army  Laboratory  School,  and 
later  on  in  a hospital  for  sick  soldiers  at  Syracuse, 
New  York.  He  was  a thirty-second  degree  Mason, 
a Knight  1 emplar,  and  a former  junior  warden  of 
T rinity  Episcopal  Church,  Wethersfield. 

He  enjoyed  traveling  and  on  a trip  to  Norway 
took  some  beautiful  photographs  of  the  scenery 
there.  In  all  of  his  activities  he  was  most  conscien- 
tious and  ethical,  a loyal  friend  and  a good  citizen. 

Dr.  Blair  leaves  his  wife,  the  former  Mabel  Warner 
of  Wethersfield. 

Charles  A.  Goodrich,  m.d. 


OUR  NEIGHBORS 

Massachusetts 

According  to  the  New  England  Journal  of  Medi- 
cine, the  Massachusetts  Medical  Society  through  a 
special  committee  has  started  a program  for  a post- 
payment for  medical  costs.  The  plan  known  as  The 
Blue  Triangle  has  been  worked  out  in  conjunction 
with  the  Massachusetts  Bankers  Association.  The 
plan  will  provide  an  opportunity  to  secure  necessary 
funds  to  meet  costs  of  medical  care  already  incurred. 

New  York 

Mr.  Boyden  Roseberry  has  been  appointed  execu- 
tive secretary  of  the  Medical  Society  of  the  County 
of  Westchester  (N.  Y.);  succeeding  Mr.  James 
Bryant  who  has  accepted  a similar  position  with  the 
New  York  County  Aledical  Society.  Mr.  Roseberry 
during  the  past  four  years  has  been  director  of  the 
Medical  Department  of  the  Children’s  Aid  Society 
of  New  York. 
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Rhode  Island 

According  to  the  Rhode  Island  Medical  Journal, 
the  results  of  a questionnaire  sent  to  the  administra- 
tors of  all  Rhode  Island  hospitals  shows  that  prac- 
tically every  hospital  in  the  state  is  contemplating 
the  addition  of  new  buildings  and  facilities.  An 
estimate  has  been  made  of  25  million  dollars  for  such 
hospital  improvements  during  the  post  war  years. 

The  House  of  Delegates  of  the  Rhode  Island 
Medical  Society  this  fall  accepted  several  specific 
proposals  aimed  to  improve  the  local  educational 
facilities  for  physicians  in  that  State.  I he  proposals 
follow: 

( 1 ) 1 hat  the  hospitals  reorganize  their  staffs  with 
a view  to  improvement  in  rounds,  meetings,  con- 
ferences, and  the  like; 

(2)  That  definite  increases  in  intern  and  resident 
staffs  be  made; 

(3)  That  there  be  organized  a Rhode  Island  Medi- 
cal Society  faculty  to  be  available  as  requested  to 
give  lectures  and  demonstrations,  clinical  exercises 
and  discussions  of  various  sorts  at  hospitals  and 
before  county  societies; 

(4)  That  a study  be  made  with  a view  to  a pos- 
sible organization  of  a central  institute  of  pathology; 

(5)  I hat  Brown  University  be  requested  to  offer 
clinical,  laboratory  and  lecture  courses  open  to 
members  of  the  medical  profession  in  Rhode  Island. 

Commenting  on  these  proposals,  the  Rhode  Island 
Medical  Journal  offers  the  statement  that  it  all  boils 
down  to  this  , that  the  overworked  members  of  our 
understaffed  hospital  organizations,  adopting  as  a 
slogan  ‘in  time  of  war  prepare  for  peace,’  pause  long 
enough  in  their  routine  duties  to  develop  plans  for 
their  respective  institutions  that  will  result  in  in- 
creased educational  opportunities  for  all  their  mem- 
bers and  that  will  progressively  develop  with  the 
return  of  peacetime  conditions.” 

NEWS 

from  County  Associations 

<£><><><><><x>^^  yy:  <y  yy  yyy. 

Fairfield 

“The  Value  of  Cardiograms”  by  C.  F.  Yeager  of 
Bridgeport  was  published  in  Industrial  Medicine, 
August  1944. 
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The  annual  meeting  of  the  Norwalk  Medical 
Society  was  held  at  the  Shorehaven  Golf  Club  on 
October  18.  Forty  members  turned  out  for  a de- 
licious turkey  dinner.  The  election  of  officers  for  the 
coming  year  resulted  as  follows:  Thayer  Willis, 
president,  Louis  Giuliano,  vice-president,  Alan  M. 
Ross,  secretary.  The  retiring  officers  were  Wesley 
F.  Fitzpatrick,  president,  Thayer  Willis,  vice-presi- 
dent, John  Heafey,  secretary.  Dr.  Heafey  declined 
to  accept  the  vice-presidency  because  of  the  pres- 
sure of  duties  of  offices  he  holds  on  the  hospital  stafF 
and  in  the  Department  of  Pediatrics.  Thomas  Cody 
of  New  Canaan  remains  as  treasurer  of  the  Medical 
Society  for  another  year. 

During  the  year  the  Medical  Society  Foundation 
came  into  being.  This  is  a fund  of  donations  from 
the  Medical  Society  members  and  friends  for  phil- 
anthropic and  educational  purposes  in  medicine. 
Particularly,  it  was  created  with  the  idea  of  having 
available  a fund  for  aid  of  physicians  and  their 
families,  including  those  returning  from  military 
service  who  might  be  in  need  of  such  help. 

Tracey  Knappe,  local  magician,  mystified  the 
Medical  Society  audience  with  his  prestidigitation 
and  mind  reading  acts  after  the  dinner  and  received 
quite  an  ovation. 

Hartford 

The  Hartford  County  Woman’s  Auxiliary  was 
officially  organized  at  a meeting  in  Hartford  on 
November  15,  1944.  The  following  officers  were 
elected: 

President:  Mrs.  Arthur  B.  Landry 
Vice-President:  Mrs.  Ralph  Richardson 
Secretary:  Mrs.  John  Galvin 
Treasurer:  Mrs.  James  Stretch 

Charles  W.  Goff  spoke  before  the  New  Haven 
Medical  Society  at  New  Haven  on  November  15, 
1944  on  the  following  subject:  The  Use  of  the 
Rehabilitation  Workshop  from  the  Standpoint  of 
an  Orthopedist. 

An  article  written  by  Christopher  McCormack 
of  Hartford  entitled.  Incarcerated  Hernia  in  Infancv 


appeared  in  the  October  1944  issue  of  the  American 
journal  of  Surgery. 

James  H.  Biram,  medical  director,  and  Preston  N. 
Barton,  assistant  medical  director,  Colt’s  Patent  Fire 
Arms  Manufacturing  Company,  are  the  authors  of 
Vision  and  Accident  Repeaters  published  in  Indus- 
trial Medicine , September  1944. 

T he  Manchester  Medical  Association  held  its  33rd 
annual  meeting  on  November  1 at  Douglas  Robert’s 
“barn”  in  the  town  of  Vernon.  Dr.  Roberts  has 
converted  an  old  barn  into  a really  marvelous  over- 
night guest  house  with  a large  dining  room  and  a 
beautiful  fireplace  about  five  feet  wide  and  four  or 
five  feet  high.  The  walls  are  decorated  with  a buffalo 
robe  which  is  100  inches  from  head  to  tail,  and  a 
handsome  wolf  robe.  Many  other  trophies  are  also 
hung  on  the  walls.  The  men  congregated  a little 
early  and  while  waiting  for  dinner  pitched  horse 
shoes  and  chatted  together.  A delicious  salmon  and 
pheasant  dinner  was  enjoyed.  Dr.  Roberts  supplving 
the  salmon  and  Dr.  Moore  the  pheasants.  After  the 
dinner  Amos  Friend  showed  some  colored  movies 
which  he  took  on  the  fishing  trip  when  the  salmon 
was  caught.  This  part  of  the  film  was  in  slow  motion 
and  showed  in  a most  vivid  way  the  salmon  breaking 
water  and  leaping  three  or  four  feet  out  of  the 
water,  fighting  all  the  way.  Dr.  Friend  also  showed 
some  beautiful  scenic  pictures  of  Valley  Ranch, 
Wyoming,  where  he  spent  his  vacation  last  summer. 
In  addition  to  the  local  members,  several  medical 
men  from  Hartford  attended  as  guests.  These  meet- 
ings are  not  devoted  to  scientific  discussions  but 
rather  to  create  good  fellowship  among  the  mem- 
bers. 

The  New  Britain  General  Hospital  has  just  been 
notified  that  the  American  Medical  Association  has 
officially  approved  its  recently  established  residency 
in  pathology.  Hereafter  all  physicians  appointed  as 
resident  in  pathology  may  offer  their  period  of 
training  at  the  hospital  as  partial  fulfillment  of  the 
requirements  set  down  by  the  American  Board  of 
Pathology  and  other  medical  specialty  boards. 
Through  an  arrangement  with  Dr.  M.  C.  Winter- 
nitz,  the  position  will  carry  with  it  a simultaneous 
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appointment  to  the  staff  of  the  department  of 
pathology  at  Yale  University  School  of  Medicine, 
under  the  title,  Clinical  Assistant  in  Pathology.  The 
training  program  at  the  New  Britain  General  Hos- 
pital will  be  under  the  supervision  of  Paul  D.  Rosahn, 
pathologist  in  charge  of  laboratories.  It  is  a source 
of  gratification  that  the  first  phase  in  a long  range 
teaching  program  has  been  recognized  by  the  Ameri- 
can Medical  Association  through  its  approval  of  the 
pathology  residency.  T he  hope  is  that  other  depart- 
ments of  the  hospital  will  be  encouraged  to  meet  the 
requirements  of  the  different  specialty  boards,  and 
that  eventually  residencies  in  medicine,  surgery  and 
other  branches  will  also  be  approved. 

It  is  particularly  gratifying  that  the  first  appoint- 
ment to  the  new  position  as  resident  in  pathology 
should  go  to  a native  son  of  New  Britain,  Morris 
L.  Dunn,  who  began  his  new  duties  on  October  1. 
Dr.  Dunn  was  graduated  from  the  New  Britain 
Senior  High  School  and  received  degrees  from  the 
University  of  Pennsylvania  and  from  the  New  York 
University  College  of  Medicine.  He  has  been  on  the 
staff  of  the  hospital  since  April  1943,  first  as  interne 
and  later  as  junior  resident. 

Plans  are  being  completed  for  the  placing  of  a 
service  flag  honoring  the  county  members  who  are 
in  the  service.  I his  flag  will  be  hung  in  the  county 
office,  Hunt  Memorial  Building,  Hartford.  Plans  are 
completed  for  sending  Christmas  greeting  cards  to 
all  the  county  members  who -are  in  service. 

The  152nd  semi  annual  meeting  of  the  Hartford 
County  Medical  Association  was  held  at  the  Hunt 
Memorial  Building  in  Hartford,  with  dinner  at  the 
Hartford  Club,  on  October  24.  In  Dr.  Barker’s 
absence,  James  R.  Miller,  chairman  of  the  State 
Medical  Society  Council,  reported  on  the  activities 
of  the  State  Society.  An  excellent  scientific  program 
was  presented  following  the  dinner,  beginning  with 
a movie  of  the  fire  taken  and  shown  by  Mr.  R.  E. 
Onorato,  Plainville.  Dr.  Burgdorf,  health  commis- 
sioner of  Hartford  outlined  the  community  con- 
sideration of  disaster.  Donald  B.  Wells,  chief  of  the 
burn  case  group  at  Hartford  Hospital,  presented  an 
excellent  resume  of  the  whole  subject  of  treatment 
of  burns.  In  the  discussion  that  followed  Milton 
Fleish,  resident  at  Hartford  Municipal  Hospital,  re- 
lated the  experiences  in  the  treatment  of  the  circus 
disaster  victims  at  that  hospital.  Nine  new  members 
were  elected. 


Middlesex 

At  a recent  meeting  of  the  Medical  Board  of  the 
Middlesex  Hospital  the  following  officers  were 
elected  for  the  coming  year:  Harry  S.  Frank,  presi- 
dent; Fouis  FaBella,  vice-president;  F.  Erwin  Tracy, 
secretary. 

A meeting  of  the  Middlesex  County  Medical 
Association  was  held  at  the  Edgewood  Country 
Club  in  Cromwell  on  Thursday,  October  12.  John 
R.  Paul  of  New  Haven  addressed  the  society  on 
Virus  Diseases  in  the  Present  War.”  I he  meeting, 
which  was  especially  well  attended  by  the  doctors 
of  the  county  and  their  wives,  was  presided  over  by 
Fouis  Foffredo,  president.  H.  Gildersleeve  Jarvis, 
president  of  the  State  Society,  James  R.  Adiller, 
president  of  the  Council  and  Creighton  Barker, 
secretary  of  the  Society,  also  spoke. 

New  Haven 

e 

Clyde  F.  Deming  of  New  Haven  addressed  the 
94th  Annual  Session  of  the  Aiedical  Society  of  the 
State  of  Pennsylvania  at  Pittsburgh  recently  on 
Acute  and  Chronic  Symptoms  and  Diagnosis  of 
Alovable  Kidney;  Conservative  and  Radical  Treat- 
ment. 

F.  F.  Herrick,  formerly  engaged  in  general  prac- 
tice in  Fakeville,  Connecticut,  has  recently  been 
appointed  director  of  anesthesia  at  Grace  Hospital, 
New  Haven. 

The  New  Haven  County  Aledical  Association 
Meeting  was  held  at  the  Waterbury  Country  Club 
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Thursday,  October  26.  About  60  members  attended 
with  delegates  from  many  of  the  surrounding  coun- 
ties. The  usual  business  was  transacted  and  this  was 
followed  by  a very  interesting  discussion  of  the 
present  treatment  of  gonorrhea  by  Dr.  Percy  S. 
Pelouze.  He  emphasized  the  lack  of  accurate  diag- 
nosis in  many  cases.  He  also  discussed  the  use  of  the 
sulfa  drugs  which  in  his  experience  were  of  little  or 
no  value  at  the  present  time.  However,  the  present 
treatment  with  penicillin  was  found  to  be  very 
effective.  Following  the  dinner,  a very  interesting 
discussion  of  the  chronic  illnesses  among  patients 
cared  for  by  the  State  of  Connecticut  was  given  by 
Dr.  Karl  F.  Heizer. 

New  London 

Ralph  W.  Ballin,  m.d.,  recently  of  the  Maryland 
Tuberculosis  Sanatorium  is  now  a member  of  the 
medical  staff  of  the  Uncas-on-Thames.  He  is  a 
graduate  of  the  University  of  Cologne,  Germany. 

It  is  with  sincere  regret  that  we  announce  the 
death  of  Dr.  William  Alvin  Bryan,  Superintendent, 
Norwich  State  Hospital.  The  cause  of  his  death  was 
announced  as  broncho  pneumonia  following  an 
upper  respiratory  infection.  Dr.  Bryan  has  been  at 
the  Norwich  State  Hospital  since  May  1940.  He  is 
survived  by  his  wife,  Mrs.  Floy  Bryan  and  a son, 
Lt.  William  A.  Bryan,  USA.  Dr.  Bryan’s  adminis- 
tration was  highly  successful,  especially  in  the  care 
and  welfare  of  the  patients.  His  death  will  also  be  a 
loss  to  his  immediate  community. 


The  December  meeting  of  the  New  London 
County  Medical  Association  will  be  held  on  Thurs- 
day, December  7,  at  the  Uncas-on-Thames,  Nor- 
wich. The  speaker  will  be  Dr.  Louis  K.  Diamond, 
Children’s  Hospital,  Boston,  and  the  subject,  Treat- 
able Anemias.  A cordial  invitation  is  given  all 
who  may  be  in  our  vicinity  on  that  date. 


NEW  BOOKS  IN  REVIEW 

POLIOMYELITIS.  By  E.  C.  Rosenow,  m.d..  Professor  of 
Experimental  Bacteriology  at  the  University  of  Minnesota 
under  the  Mayo  Foundation  at  Rochester,  Minn.  A mono- 
graph comprising  volume  A44  of  The  International  Bulletin 
for  Medical  Research  and  Public  Hygiene,  edited  by  Dr. 
W.  L.  Colze,  New  York.  87  pp. 

Reviewed  by  John  S.  Paul 

Since  1916  Dr.  E.  C.  Rosenow  has  been  carrying  out  studies 
on  the  possible  relationships  of  certain  forms  of  streptococci 
to  the  etiology  of  poliomyelitis.  During  this  period  this  author 
and  his  collaborators  have  published  more  than  forty  papers 
on  this  subject  and,  in  his  own  words,  this  monograph 
“adequately  summarizes  my  work.”  With  this  statement  the 
reviewer  would  agree  but  he  would  not  agree  with  the  state- 
ment which  follows,  namely,  that  this  monograph  “will  meet 
the  objections  that  have  stood  in  the  way  of  a general 
acceptance  of  the  primary  streptococcal  causation  of  polio- 
myelitis and  the  streptococcal  source  of  the  virus.”  I do  not 
wish  to  imply  by  this  statement  that  Dr.  Rosenow’s  studies 
are  untrue,  for  we  may  recall  that  he  was  ahead  of  his  time 
in  19m,  when  he  pointed  out  certain  features  of  bacterial 
variation  or  dissociation  which  were  not  generally  recognized 
until  almost  two  decades  later.  The  association  of  bacteria 
with  viruses  is  a field  yet  to  be  explored  (except  perhaps  in 
the  sense  of  the  working  of  bacteriophage)  but  it  seems  high- 
ly probable  to  the  reviewer  that  Dr.  Rosenow’s  work  in  this 
shadowy  field  may  be  better  understood  a decade  hence  than 
it  is  today.  1 hus  according  to  Dr.  Rosenow’s  concept  of 
the  etiology  of  poliomyelitis  herein  set  forth,  he  first  em- 
braced the  view  that  a streptococcus  was  responsible,  and 
later  that  this  streptococcus  was  “combined”  with  a virus. 
It  would  hardly  seem  that  there  will  be  quick  and  general 
acceptance  of  this  view  because  the  idea  is  still  novel  and 
because  the  experiments  listed  in  the  monograph  are  so 
difficult  for  the  average  worker  in  this  field  to  comprehend. 
This  may  be  an  indictment  of  the  average  worker  in  this 
field.  In  defense,  however,  one  could  say  that  the  main  diffi- 
culty of  interpreting  the  significance  of  Rosenow’s  work  on 
poliomyelitis  today,  lies  in  the  fact  that,  although  Rosenow 
admits  that  a virus  is  involved,  he  has  not  adopted  the  ac- 
cepted methods  of  handling  and  working  with  this  virus,  or 
the  criteria  for  its  identification  which  has  been  followed  in 
so  many  other  laboratories  concerned  with  experimental 
work  on  poliomyelitis.  He  has,  in  other  words,  made  his  own 
rules  for  work.  For  this  reason  few  people  have  attempted 
to  repeat  his  work.  Perhaps  this  is  because  another  decade 
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must  pass  before  it  can  be  understood,  and  perhaps  it  would 
have  been  better  to  have  waited  a decade  before  attempting 
to  review  this  monograph. 

PSYCHOANALYSIS  TODAY.  Edited  by  Sandor  Lorand, 
M.D.  Foreword  by  Smith  Ely  Jellile,  m.d.  New  York : Inter- 
national University  Press,  c.  1944.  xvi,  404  p.  $6.00. 

Reviewed  by  C.  C.  Burlingame 

In  this  substantial  volume,  the  editor  has  assembled  a well 
rounded  group  of  papers  on  the  modern  tendencies  of 
psychoanalysis,  composed  by  recognized  authorities  in  the 
field  of  psychiatry  and  neighboring  branches  of  science, 
philosophy,  and  the  beaux  arts. 

Some  of  these  papers  serve  only  as  an  introduction  to  the 
subject,  and,  while  others  offer  a more  profound  treatment 
of  it,  the  collection  is  certainly  not,  nor  does  it  pretend  to 
be,  an  exhaustive  study.  The  growth  and  ramifications  of 
psychoanalysis  have  been  so  luxuriant  that  it  would  be  impos- 
sible to  encompass  them  in  a single  volume.  The  latter  can 
provide  at  the  most  an  aerial  view,  as  it  were,  of  a compli- 
cated and  variegated  terrain.  In  general  it  can  be  said  that  the 
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contributions  of  this  book  give  a fairly  complete  idea  of  the 
possibilities  of  psychoanalysis  as  well  as  a picture  of  the 
progress  achieved  in  psychoanalytic  research  in  the  fifty  years 
of  its  existence. 

Twenty-eight  of  the  thirty-one  chapters  pertain  to  the 
theoretical  and  clinical  formulations  of  the  discipline,  and 
have  been  written  by  such  outstanding  workers  as  Jelliffe, 
Dunbar,  Alexander,  Brill,  Schilder,  Zilboorg,  and  other  well 
known  specialists.  The  three  final  chapters  are  concerned 
with  the  interesting  topics  of  art,  literature,  and  anthro- 
pology. 

ART  OF  ANESTHESIA.  (7th  Edition.)  By  Paluel  J.  Flagg, 
m.d.,  Visiting  Anesthetist  to  Manhattan  Eye  and  Ear  Hos- 
pital; Consulting  Anesthetist  to  St.  Vincent’s  Hospital, 
New  York,  N.  Y.;  Consulting  Anesthetist  to  the  Woman’s 
Hospital,  Sea  View  Hospital,  Jamaica  Hospital,  Mount 
Vernon  Hospital,  Flushing  Hospital,  Mary  Immaculate 
Hospital,  St.  Adary’s  Hospital,  Far  Rockaway,  N.  Y.; 
Nassau  Hospital,  L.  I.;  Director  of  Pneumatology,  Worlds’ 
Fair,  New  York  City,  and  Chairman  of  Committee  on 
Asphyxia  of  the  American  Medical  Association.  Phila- 
delphia: J.  B.  Lippincott  Company.  1944.  5 1 9 pp-  >66 
illustrations.  $6.00. 

Reviewed  by  Alice  M.  Hunt 

Over  a long  period  of  years  Dr.  Flagg’s  textbook  has,  as 
its  title  implies,  presented  the  subject  of  anesthesia  in  a 
uniquely  human  way,  satisfying  alike  to  both  the  patient  and 
the  anesthetist.  His  treatment  of  the  basic  history  and  prin- 
ciples of  anesthesia  is  thorough  and  illuminating,  and  includes 
a wealtli  of  material  in  text  and  illustration  in  regard  to 
phases  of  anesthesia;  medication;  disease  problems;  placement 
of  the  patient  to  facilitate  muscle  relaxation  and  surgical 
needs;  and  a wide  variety  of  simple  and  elaborate  equipment 
helpful  in  inducing  and  maintaining  safe  and  smooth  anes- 
thesia. 

Ether,  which  lias  withstood  so  well  the  test  of  a century 
of  use,  is  very  definitely  his  anesthetic  of  dhoice  and  emphasis 
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*1  hear  the  wars  practically  over. . . bach  home  I 


If 


Probably  it’s  only  natural  for  us  here  at  home 
to  feel  that  the  war’s  almost  won,  the  way 
the  good  news  has  been  pouring  in. 

But  the  war’s  not  over  for  him — not  by  a long 
sight!  And  he’s  just  one  of  a few  million  or  more 
that  will  stay  over  there  until  they  finish  the 
bloody  mess.  Or  kill  time  for  a few  months — or 
years — in  some  hospital. 

What  about  you? 

This  is  no  time  to  relax.  No  time  to  forget  the 
unfinished  business.  It’s  still  your  war,  and  it 
still  costs  a lot. 

So  dig  down  deep  this  time.  Dig  down  till  it 
hurts,  and  get  yourself  a hundred-dollar  W7ar 


Bond  over  and  above  any  you  now  own — or  are 
now  purchasing.  This  6th  War  Loan  is  every  bit 
as  important  to  our  complete  and  final  Victory 
as  was  the  first. 

Don’t  “let  George  do  it”— get  yourself  that 
added  bond,  help  finish  a magnificent  job  right. 
The  quicker  you  reach  down  deep,  the  better  you 
do  your  job  for  war,  the  more  you’ll  contribute 
to  ending  the  fight.  And  the  quicker  they’ll  come 
back — the  guys  that  can  still  be  killed. 

After  all,  you’re  safe  and 
sound  and  home.  That's  worth 
another  hundred-dollar  bond  to 
you,  isn't  it? 


Buy  at  least  one  extra  *100  War  Bond  today  I 
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is  still  put  upon  obtaining  a maximum  of  efficiency  with  a 
minimum  of  apparatus. 

The  chapters  on  Local  and  Regional;  Continuous  Spinal 
and  Caudal;  Refrigeration;  and  Dental  anesthesia;  Intra- 
tracheal intubation;  and  Resuscitation,  are  graphic  and  com- 
plete. 

While  stressing  the  value  of  nitrous  oxide  as  an  adjuvant 
to  ether,  little  detail  is  given  to  the  technique  of  modern  gas 
anesthesia,  or  to  the  use  of  the  intravenous  anesthetics,  except 
to  emphasize  their  intrinsic  dangers.  With  these  exceptions, 
the  7th  edition  as  a whole  brings  this  valuable  and  enjoyable 
textbook  adequately  up  to  date  as  a reference  medium,  and 
should  be  especially  helpful  in  broadening  the  interest  and 
understanding  of  the  subject  to  the  student  anesthetist. 

PLASTER  OF  PARIS  TECHNIC.  By  E.  O.  Geckeler , 
m.d.,  Associate  Professor  of  Orthopaedic  Surgery,  and 
Chief  of  the  Fracture  Service,  Hahnemann  Medical  Col- 
lege and  Hospital,  Philadelphia;  Fellow  of  the  American 
College  of  Surgeons,  Fellow  of  the  American  Academy 
of  Orthopaedic  Surgeons,  Fellow  of  the  American  Associ- 
ation for  the  Surgery  of  Trauma,  Diplomate  of  the  Amer- 
ican Board  of  Orthopaedic  Surgery.  Baltimore:  The  Wil- 
liams & Wilkins  Company.  1944.  220  pp.  $3.00. 

Reviewed  by  C.  W.  Goff 

Charles  L.  Scudder  has  praised  this  most  interesting  mono- 
graph in  a foreword  which  should,  of  itself,  be  sufficient 
recommendation  for  any  author.  Those  who  handle  plaster 
should  own  this  book.  It  can  improve  anybody’s  technique 
because  of  its  readily  understood  and  easily  grasped  manner 
of  presenting  the  material.  After  a few  pages,  devoted  to 
fundimentals,  the  author  then  shifts  to  a pictorial  method 
of  presentation  which  captures  the  technicians  curiosity  and 
imagination  at  once.  To  look  on  a well  done  illustration  is 
to  appreciate,  at  a glance,  its  many  details  without  reading 
a word  of  text. 

On  220  pages,  not  a line  is  wasted.  After  discussing  general 
techniques,  each  type  of  injury  is  taken  through  a plaster 
of  Paris  routine.  Errors  and  difficulties  are  delineated  and 
each  type  of  cast  or  splint  is  criticized,  developed  and  finally 
an  illustration  appears  of  the'  most  desirable  appliance,  as 
the  author  sees  it.  Cast  versus  splint,  padding  versus  non- 
padding, walking  versus  non-weight  bearing  plasters,  each 
is  discussed  briefly  but  pointedly.  Finally,  the  many  new 
and,  of  course,  old  ways  of  plaster  immobilization,  are  put 
down  in  relation  to  war  injuries,  on  the  battle  field  and  in 
the  hospital  areas.  The  famous  “Tobruk  Plaster”  is  rever- 
ently described  together  with  the  use  of  plaster  in  severe 
cases  of  burns.  This  reviewer  was  especially  impressed  with 
the  number  of  original  ideas  the  monograph  contained.  For 
instance,  patterns  are  cut  from  crinoline,  impregnated  with 
plaster  and  kept  ready  for  rapid  application  in  many  frac- 
tures as  well  as  sprains.  Time  consuming  procedures  are 
accordingly  cut  to  a minimum.  Plasters  are  preserved  by  a 
unique  way  of  using  varnish  and  duco  while  materials  are 
saved  by  selective  use  where  they  count  most.  Nothing  was 
said  of  the  use  of  crinolated  paper  as  under  cast  padding, 
a method,  not  well  adapted  probably,  to  a country  as  richly 
supplied  as  America,  perhaps  better  understood  in  the  less 
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well  endowed  countries  of  Europe.  Until  plastics  are  im- 
proved materially,  plaster  will  remain  the  surgeons  most 
universally  used  material.  Someday  plastics  will  be  so  im- 
proved that  they  can  be  moulded  accurately  at  160  degrees 
of  temperature,  about  the  maximum  for  skin  tolerance  to- 
day. Until  such  time  then,  by  this  monograph.  Read  it  well 
and  teach  the  nursing  staff  to  know  its  contents.  Make  your 
plasters  both  utilitarian  and  beautiful— this  text  will  give 
you  the  “know  how.” 


1943  Expenditures  for  Health  Services 
in  Connecticut 

The  expenditures  from  tax  funds  for  local  health 
services  in  Connecticut  in  1943  as  tabulated  in  Con- 
necticut Health  Bulletin , October  1944,  continue  to 
average  less  than  one  dollar  per  capita  in  all  except 
the  large  cities.  The  greatest  increase  in  expended 
funds  occurred  in  the  group  of  towns  under  1,000 
population  and  in  the  group  of  20,000  to  50,000 
population.  T he  average  for  the  former  group  was 
8 1 cents  per  capita  and  for  the  latter  group  74  cents. 

Although  the  average  per  capita  expenditure  for 
health  services  in  the  cities  of  50,000  and  over  rose 
from  99  cents  in  1942  to  $1.03  in  1943,  this  rise  was 
due  largely  to  the  amounts  expended  in  Hartford 
and  New  Britain  which  were  $1.45  and  $1.16,  re- 
spectively. Several  other  towns  and  cities  might 
well  be  considered  to  have  allocated  a sufficient  sum 
for  health  services.  Among  these  are  Greenwich 
with  a per  capita  expenditure  of  $1.77,  Cornwall 
with  $1.47,  Madison  with  $1.64,  Southbury  with 
$1.58,  and  Westbrook  with  $1.81.  The  highest  per 
capita  expenditure  occurred  in  Connecticut’s  small- 
est town,  Union,  where  the  rate  was  $1.84. 

Ten  cities  and  two  towns  have  full  time  health 
officers.  The  remaining  towns  and  cities  of  20,000 
population  or  over  are  considered  financially  able 
to  employ  full  time  health  officers,  especially  if  the 
duties  of  school  physician  and  health  officer  were 
combined. 
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Dentocain  Teething  Lotion 

A safe,  effective,  inexpensive  medica- 
tion for  topical  application  for 
teething  children 

NON-NARCOTIC 
NON-HABIT  FORMING 

Contains  Benzocaine  in  a special  Base 

AVAILABLE  AT  ALL  WHOLESALERS 


Dentocain  Company 

410  Garden  Street  Hartford,  Conn. 
Phone  2-7062 


COLS  A 


CROOKES  LABORATORIES,  INC.  • 305 


Rectal  disturbance  is  never  trivial.  Young's  Rectal  Dilators 
afford  mechanical  correction  for  bowel  sluggishness  when 
due  to  tight  sphincter  muscles.  Effective  elimination  re- 
lieves nervous  tension,  permitting-  normal  nerve  reaction. 
Sold  only  by  prescription.  Obtainable  at  your  surgical 
supply  house;  available  for  patients  at  ethical  drug  stores. 
In  sets  of  4 graduated  sizes,  $3.75.  Write  for  Brochure. 

F.  E.  YOUNG  & CO.,  426  E.  75th  Street,  Chicago  19,  Illinois 
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per  volume  after  the  third  day  overdue,  increasing  to 
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